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an  excellent  drag 

Based  both 
on  laboratory  studies  and  clinical 
impressions,  it  [Cordran]  appears  to 
be  an  excellent  drug  for  the  relief  of 
cutaneous  inflammation,  possibly 
more  effective  than  any  steroid  we 
have  hitherto  used. 


-Rostenberg,  A..  Jr.:  Clinical  Evaluation  of 
Flurandrenolone,  a New  Steroid,  in  Der 
matological  Practice,  J.  New  Drugs,  1 : 118, 
1961. 
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Description:  Cordran  cream  and  ointment 
contain  0.5  mg.  Cordran  per  Gm.  Cordran™-N 
cream  and  ointment  contain  0.5  mg.  Cordran 
and  5 mg.  neomycin  suifate  per  Gm. 

Cordran™-N  (flurandrenolone  with  neomycin  suifate,  Lilly) 

Product  brochure  available;  write  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
This  is  a reminder  advertisement.  For  adequate  information  for  use,  please  consult 


manufacturer's  literature. 
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when  urinary 
tract 

infections 
present 
a therapeutic 
challenge . . . 


CHLOROMYCETIN 


(chloramphenicol,  Parke-Davis) 


Often  recurrent . . . often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practiced*^  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci.”^  CHLOROMYCETIN 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerobacter  aerogenes.^  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  Chloromycetin  continues  to  be  confirmed  by  recent  in  vitro  studies.^-® 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 


Wa'iiiing ; Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions:  It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References : (1)  Malone,  F,  J.,  Jr. : Mil.  Med.  125  ;836,  1960.  (2)  Martin,  W.  J. ; Nichols,  D.  R.,  ^ Cook,  E.  N. : Proc.  Stag  Meet.  CUn. 

34:187,  1959.  (3)  Ullman,  A.:  Delaware  M.  J.  32:97,  1960.  (4)  Petersdorf,  R.  G. ; Hook,  E.  W.; 

Curtin,  J.  A.,  & Grossberg,  S.  E. : Bull.  Johns  Hopkins  Hasp.  108:48,  1961.  (5)  Jolliff,  C.  R. : 

Engelhard,  W.  E. ; Ohlsen,  J.  R. ; Heidrick,  P 1.,  & Cain,  J.  A.:  Antibiotics  & Chemother.  10: 

694,  1960.  (6)  Lind,  H.  E. : Am.  J.  Proctol.  11 :392,  1960.  68961 
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The  cervical  spine  differs  from  the  remain- 
ing portions  of  the  spine  in  that  it  is  more 
mobile,  permitting  considerable  motion  in  the 
neck.  This  increased  mobility  is  accompanied 
with  a loss  of  stability,  predisposing  the  neck 
to  dislocations,  of  a minor  or  major  degree, 
and  to  fractures.  In  contrast  to  the  lumbar 
area,®  the  neural  structures  occupy  a larger 
portion  of  the  neural  canal  and  the  dentate 
ligaments  prevent  free  movement  of  the  neu- 
ral structures,  thus  predisposing  to  neu- 
rological injury. 

Pathologically,  fractures  and  dislocations  of 
the  cervical  spine  are  associated  with  liga- 
mentous injuries,  particularly  the  supra- 
spinous, interspinous,  flavum,  longitudinal 
ligaments,  as  well  as  the  annulus  fibrosis  and 
nucleus  pulposus.  With  injury  to  the  liga- 
mentous structures,  the  vertebra  may  dis- 
locate without  fracture,  but  frequently  there 
is  a fracture  of  the  articular  facets,  predispos- 
ing to  subsequent  instability  of  reduction. 
Compression  deformities  of  the  bodies  like- 
wise tend  to  cause  recurrence  of  dislocation 
after  the  erect  position  has  been  assumed 
following  bed  rest.  Temporary  displacement 
of  the  vertebra  may  cause  spinal  concussion 
with  hemorrhage  or  edema,  but  without 
actual  destruction  of  the  nerve  fibers  or 
nerve  cells.  This  causes  motor,  sensory  and 
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visceral  paralysis.  The  loss  is  seldom  com- 
plete and  there  is  nearly  always  evidence  of 
some  recovery  within  a few  hours.  Crushing 
or  transection  of  the  spinal  cord  results  in 
a complete  loss  of  sensation  with  paralysis  of 
the  muscles,  absence  of  muscle  reflexes  and 
lack  of  normal  control  of  the  bladder  or  rec- 
tum giving  symptoms  of  spinal  shock.  In  the 
cervical  region  there  may  be  a disparity  of 
one  or  even  two  segments  between  the  level 
of  bone  injury  as  shown  on  X-ray  examina- 
tion and  the  level  of  nerve  injury  as  shown 
by  neurological  examination. 

The  symptoms  of  fractures  and  dislocations 
of  the  cervical  spine  vary  from  some  stiffness 
of  the  neck  and  no  neurological  involvement 
to  marked  pain  and  rigidity  of  the  neck  with 
a complete  loss  of  cord  function  distal  to  the 
lesion.  Neurological  examination  should  be 
carried  out  immediately,  including  the  motor 
and  various  components  of  sensory  function. 
With  an  injury  at  the  5th  cervical  vertebra, 
the  arms  are  completely  paralyzed  together 
with  paralysis  of  the  whole  trunk  and  limbs. 
Respiratory  movement  is  then  sustained  only 
by  the  diaphragm,  which  is  supplied  by  the 
phrenic  nerves  emerging  at  a higher  level. 
With  injuries  at  the  sixth  cervical  vertebra, 
there  is  normal  power  in  the  deltoid  muscles, 
in  the  abductors  of  the  shoulder  and  flexors 
of  the  elbow.  The  active  biceps  gives  supina- 
tion of  the  forearm,  which  is  otherwise  para- 
lyzed. With  injuries  at  the  seventh  cervical 
vertebra,  there  is  paralysis  of  the  seventh 
cervical  or  first  dorsal  segments  with  pa- 
ralysis of  the  intrinsic  muscles  of  the  hands 
giving  a “main-en-griffe”  deformity  with  the 
examination.  Lumbar  puncture  may  be  of 
some  value;  nevertheless,  when  a cord  has 
been  transected  there  may  be  a free  flow  of 
fluid  and  no  evidence  of  block.  A normal 
pressure  spinal  fluid  below  the  level  of  the 
vertebral  fracture  does  not  exclude  the  pos- 
sibility of  serious  displacement  at  the  time  of 
injury. 

Radiological  examination  likewise  may  not 
show  the  extent  of  injury  occurring  when  a 
momentary  displacement  has  occurred  (Fig. 
1).  Partial  or  even  complete  reduction  may 
occur  spontaneously  with  the  horizontal 
position.  Particular  effort  should  be  made  to 
show  the  lower  cervical  spine,  including  the 
7th  cervical  vertebra  where  fracture-disloca- 
tions can  easily  be  missed  in  a muscular 


Fig.  1. 

Fracture-dislocation  of  the  5th  cervical  vertebra 
on  the  6th  cervical  vertebra.  At  operation  a com- 
plete ligamentous  disruption  was  found  between 
the  4th  and  5th  cervical  vertebra. 

patient  with  elevated  shoulders  (Fig.  3). 

The  prognosis  is  dependent  largely  upon 
the  extent  of  spinal  cord  injury  occurring  at 
the  moment  of  injury  as  well  as  the  sub- 
sequent treatment  which  the  patient  receives. 

The  first  aid  for  the  period  between  the 
time  of  injury  and  definitive  treatment  is 
highly  important  in  preventing  further  in- 
jury. When  the  patient  is  being  moved,  he 
should  at  all  times  be  recumbent  on  a firm 
stretcher.  A cervical  collar  can  be  gently  ap- 
plied to  the  neck  and  sand-bags  placed  on 
each  side  of  the  head  and  neck  for  additional 
immobility  and  in  a neutral  position.  Halter 
traction  may  be  of  temporary  help,  but  it  can- 
not be  permanently  tolerated  in  a range  be- 
yond 4 or  5 pounds  over  more  than  a tem- 
porary period  of  time.  As  definite  treatment, 
halter  traction  is  contraindicated  in  all  cer- 
vical spine  injuries  except  those  in  children; 
in  adults  it  causes  discomfort  because  of  un- 
due pressure  on  the  bony  prominences  of  the 
chin  and  occiput  and  leads  to  restlessness  and 
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Fig.  2. 

Post-operative  result  following  spinal  fusion  be- 
tween the  4th  and  6th  cervical  vertebra.  Clinically 
patient  has  an  almost  normal  neck. 

tossing  about  in  a bed  which  are  always  dan- 
gerous in  these  injuries  and  may  be  fatal. 

Skull  traction  is  the  best  proved  means  of 
protecting  the  spinal  cord  and  of  reducing  the 
fracture  by  the  closed  method.  Various  trac- 
tion apparatuses  can  be  used.  For  the  past 
several  years  we  have  used  the  Vinke  ap- 
paratus, which  permits  excellent  traction 
without  perforation  of  the  inner  table  of  the 
skull,  thereby  avoiding  the  potential  compli- 
cations of  epidural  infections.  After  proper 
insertion  of  the  tongs,  15  pounds  of  traction 
should  be  applied.  At  30  minute  intervals, 
five  more  pounds  may  be  added  with  serial 
X-rays  being  taken.® 

Hyperextension  of  the  cervical  spine  should 
be  avoided  in  all  dislocations  until  reduction 
of  the  dislocation  has  been  effected.  The 
amount  of  traction  can  be  increased  up  to  40 
or  50  pounds,  the  head  of  the  bed  being  in- 
creasingly elevated  with  increasing  weight 


Fig.  3. 

Dislocation  of  the  6th  cervical  vertebra  on  the 
7th  cervical  vertebra  with  extensive  paralysis. 
Dislocation  was  not  demonstrated  on  preliminary 
X-rays.  Dr.  Howard  Shreves  demonstrated  the  dis- 
location only  after  considerable  traction  on  the 
upper  extremities  to  pull  the  shoulders  down. 

applied.  Usually  a satisfactory  closed  reduc- 
tion can  be  effected.  With  reduction  of  the 
dislocation  the  traction  can  be  reduced  a 
variable  amount;  care  should  be  taken  that 
the  dislocation  does  not  re-occur.  Traction  is 
usually  continued  for  about  a month  until  the 
general  condition  of  the  patient  permits  the 
application  of  a good  plaster  cast  extending 
from  the  pelvis.  If  the  articular  processes  are 
fractured  and  the  reduction  is  unstable,  trac- 
tion may  be  continued  for  a period  of  6 to  8 
weeks.  The  Stryker  frame  is  most  useful  in 
the  nursing  care  of  these  patients  with  stable 
fractures;  with  unstable  fracture-dislocation 
it  may  be  difficult  to  maintain  a good  reduc- 
tion on  the  ordinary  Stryker  frame.  In  any 
event,  the  neck  should  be  immobilized  with 
traction  and  plaster  for  a period  of  3 months. 

Where  cervical  dislocations  and  fractures 
cannot  be  reduced  by  skeletal  traction  (Fig. 
5),  operative  reduction  is  indicated  (Fig.  6). 
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Fig.  4. 

Result  following  open  reduction  under  local 
anesthesia. 


This  may  be  urgent  where  there  is  an  asso- 
ciated neurological  involvement.  Doctor 
Thomas  Hoen,3  professor  of  Neurological 
Surgery  at  the  New  York  Post-graduate 
Medical  School,  recommends  that  if  reduction 
cannot  be  effected  by  closed  methods  within 
6 hours,  the  patient  should  be  operated  upon 
under  local  anesthesia  in  bed,  the  patient 
being  gently  turned  on  his  side  in  traction 
and  surgery  performed  under  local  anesthesia 
(Fig.  4),  since  the  lateral  position  is  much 
safer  than  the  prone  position.  It  should  also 
be  emphasized  that  intratracheal  intubation 
may  result  in  further  neurological  paralysis, 
as  has  been  reported  elsewhere. 

Open  reduction  is  also  indicated  in  those 
cases  where  there  is  more  than  .3  cm.  decrease 
in  the  anteroposterior  diameter  of  the  ver- 
tebral canal,  a rule  followed  for  many  years 
at  the  Massachusetts  General  Hospital.^ 

Doctor  William  A.  Rogers,"^  of  the  Massa- 
chusetts General  Hospital,  and  for  many 


Fig.  5. 

Fracture-dislocation  of  the  5th  cervical  vertebra 
on  the  6th  cervical  vertebra,  which  fortunately  had 
little  paralysis.  This  did  not  respond  to  skeletal 
traction  with  Vinke  tongs  up  to  50  pounds. 

years  editor  of  The  Journal  of  Bone  and  Joint 
Surgery,  has  published  his  methods  of  in- 
ternal fixation  and  surgical  fusion  of  the 
cervical  vertebra.  This  method  provides  a 
reliable  stabilization  of  the  injured  vertebra. 
In  our  experience,  the  method  of  Rogers  has 
been  the  most  effective  in  the  treatment  of 
these  fracture  dislocations.  Lipscomb^  has 
reported  nine  cases  of  cervico-occipital  spinal 
fusion  performed  at  the  Mayo  Clinic.  (Figs. 
7,  8). 

Anterior  fusion,  ^ as  an  alternative  to  pos- 
terior fusion,  is  particularly  useful  after  ex- 
tensive laminectomies  performed  to  decom- 
press the  spinal  cord  in  acute  disturbances; 
then  stability  can  be  restored  effectively  by 
anterior  fusion.  It  is  also  useful  in  those 
cases  where  the  presence  of  facial  injuries 
with  respiratory  involvement  do  not  permit 
the  safe  assumption  of  the  prone  position  and 
in  those  cases  where  the  integrity  of  the  in- 
tervertebral disc  has  been  altered  and  recur- 
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rence  of  the  dislocation  is  a distinct  possi- 
bility. 

Subluxations  of  the  cervical  spine  (Fig.  9) 
are  almost  always  associated  with  an  injury 
to  the  intervertebral  disc.  This  may  be  a 
cause  of  recurrent  disability  even  though  a 
fairly  good  reduction  of  the  subluxation  has 
been  obtained  (Fig.  10).  Discogram,  as  des- 
cribed by  Cloward,^  will  demonstrate  a rup- 
tured disc  (Figs.  11,  12).  In  such  cases  we  have 
excised  the  intervertebral  disc  (Fig.  13)  and 
fused  it  anteriorly  (Fig.  14),  according  to  the 
method  of  Cloward.  The  results  in  these  cases 
have  been  quite  satisfactory  in  our  experi- 
ence. 
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Result  following  open  reduction  and  spinal 
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Fig.  7. 

Compression  fractures  of  the  3rd  and  4th  cer- 
vical vertebra  with  anterior  subluxation  of  the 
2nd  cervical  vertebra  on  the  3rd  and  subluxation 
between  the  odontoid  process  and  the  atlas.  Not- 
withstanding the  marked  displacement  on  rosnt- 
genographic  examination,  there  was  no  neu- 
rological residual.  Displacement  was  nicely  re- 
duced by  Dr.  George  Smith  using  tongs  in  the 
skull. 
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Fig.  8.  (Left) 

Result  following  cervical-occipital  fusion  with 
iliac  bone  and  5 months  immobilization  in  cast. 


Subluxation  of  the  4th  cervical  vertebra  on  the 
5th  cervical  vertebra  in  a 25  year  old  white  female 
resulting  from  an  automobile  accident. 


f. 


Fig.  10.  (Left) 

Result  following  treatment.  Despite  the  improve- 
ment in  X-ray  appearance  the  patient  had  recur- 
rent episodes  of  pain  radiating  into  the  arm. 
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Fig.  11.  (Lefl) 

Discogram  in  the  antero-posterior  view  showing 
bilateral  rupture  of  the  disc. 


Fig.  13.  (Above) 

Photograph  of  the  disc  material  removed  at 
operation. 


Fig.  14.  (Above) 

Result  following  anterior  spinal  fusion  at  C.  4-5. 
Clinical  result:  excellent. 


Fig.  12.  (Left) 

Lateral  view  of  the  discogram  showing  posterior 
extrusion  of  the  media. 
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ESOPHAGEAL 
HIATAL  HERNIA 


Rene  Menguy,  M.D.,  Ph.D.,  F.A.C.S. 
Department  of  Surgery 
University  of  Kentucky  Medical  Center. 
Lexington,  Kentucky 


Herniation  of  the  stomach  through  the  eso- 
phageal hiatus  into  the  mediastinum  or  hiatal 
hernia,  is  a condition  frequent  enough  to 
affect  one  and  one-half  percent  of  the  popula- 
tion.® This  little  appreciated  fact  assumes 
some  importance  when  one  realizes  that  this 
condition  is  related  to  aging,  obesity,  general 
wear  and  tear  of  tissues,  and  therefore,  can 
be  expected  to  become  more  frequent  with 
the  aging  of  the  population. 

Classification: 

Esophageal  hiatal  hernias  are  classified  as 
diaphragmatic  hernias.  Of  all  diaphragmatic 
hernias  about  75%  involve  the  esophageal 
hiatus.  In  turn,  esophageal  hiatal  hernias 
occur  according  to  three  types,  as  seen  in 
Fig.  1.  The  sliding  type  is  by  far  the  most  fre- 


CLASSIFICATION  OF  HIATAL  tCRNIAS 


SLIDING  (92%)  P»RA-ESOPHA!3EAU(2%)  ACQUIRED  SHORT  ESO=HMUS($%) 

Fig.  1. 

Classification  of  esophageal  hiatal  hernias. 
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Fig.  2. 

Sliding  hiatal  hernia  with  esophagitis  and  stric- 
ture formation. 


quent  (92%).  It  is  also  responsible  for  the 
more  serious  complications  of  hiatal  hernias 
(Fig.  2).  The  two  essential  points  of  difference 
between  the  sliding  and  the  para-esophageal 
variety  are  the  displacement  of  the  cardia 
and  the  absence  of  a complete  peritoneal  sac 
in  the  former.  By  definition,  these  are  sliding 
hernias  since  the  anterior  wall  of  the  stomach 
forms  part  of  the  sac.  True  para-esophageal 
hernias  are  rare  (2%)  (Fig. 3).  More  frequently 


Fig.  3. 

Para-esophageal  variety  of  hiatal  hernia. 


one  encounters  mixed  hernias  with  upward 
displacement  of  the  cardia  associated  with  a 
para-esophageal  component  (Fig.  4).  The  third 
variety,  known  as  hiatal  hernia  with  short 
esophagus,  is  also  less  frequent  (4%).  Rarely 
the  abnormality  of  short  esophagus  with  in- 
trathoracic  stomach  has  a congenital  origin. 


Fig.  4. 

Mixed  type  with  upward  displacement  of  cardia 
and  para-esophageal  component. 


Usually  the  esophageal  shortening  is  merely 
the  result  of  protracted  peptic  esophagitis 
with  subsequent  fibrosis  and  contraction  of 
the  esophagus. 

Anatomy  and  Physiology  of  The  Cardiac 
Sphincter  Mechanism: 

Under  normal  conditions  the  lining  of  the 
esophagus  is  protected  from  contact  with  gas- 
tric secretions  by  a sphincter  mechanism 
made  up  of  several  coordinated  components. 
Study  of  this  sphincter  mechanism  has  been 
hampered  because  of  the  difficulty  in  obtain- 
ing experimental  preparations  designed  at 
evaluating  the  role  and  importance  of  the 
various  components  of  the  sphincter. 

The  gullet,  extending  from  the  pharynx  to 
the  stomach,  can  be  divided  into  three  parts 
— two  above,  and  one  in  and  below  the  hiatus. 
Above  the  hiatus  the  tubular  esophagus  ex- 
tends to  a point  about  1-2  cm  above  the  dia- 
phragm where  it  widens  slightly  to  form  the 
phrenic  ampulla.  The  latter  is  particularly 
evident  when  the  viscus  is  distended  with 
barium,  rendering  the  phrenic  ampulla  an 
anatomic  entity  more  familiar  to  the  radio- 
logist. In  and  below  the  hiatus  the  esophagus 
turns  slightly  to  the  left  for  a distance  of  1-2 
cm,  forming  the  vestibule  or  submerged  seg- 
ment before  entering  the  stomach  at  an  acute 
angle.  The  esophagus  is  anchored  to  the  dia- 
phragm by  two  membranes,  the  phreno- 
esophageal  membrane  and  the  peritoneum. 
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The  former  structure  is  a continuation  of  the 
endo-abdominal  fascia  which,  located  exter- 
nally to  the  peritoneum  and  preperitoneal  fat, 
lines  the  entire  abdominal  parietes.  Called 
phreno-esophageal  membrane  in  the  region  of 
the  hiatus,  the  same  structure  becomes  the 
lumbar  fascia  in  the  flanks  and  transversalis 
fascia  in  the  groin.  Reflected  from  the  under- 
surface of  the  diaphragm  and  surrounding 
the  vestibule  of  the  esophagus,  it  inserts  cir- 
cumferentially on  the  esophagus  2-3  cm  above 
the  diaphragm.  The  peritoneal  reflection  is 
applied  to  the  under  surface  of  the  phreno- 
esophageal  membrane  except  posteriorly  over 
the  bare  area  of  the  stomach.  Between  the 
membrane  and  the  peritoneal  reflection  lies 
a pad  of  loose  fat  serving  to  cushion  the  ves- 
tibule of  the  esophagus  within  the  hiatus. 
These  attachments  are  elastic  and  allow  the 
distal  esophagus  a certain  amount  of  to-and- 
fro  motion  within  the  hiatus. 

Does  the  esophagus  have,  in  the  region  of 
the  cardia,  an  intrinsic  sphincter  similar  to 
the  pyloric  sphincter  or  internal  anal  sphinc- 
ter? This  question  has  long  puzzled  anato- 
mists and  physiologists.  Lerche^  described 
two  intrinsic  sphincters:  the  constrictor  car- 
diae,  located  at  the  gastroesophageal  junc- 
tion, and  the  inferior  esophageal  sphincter 
situated  immediately  above  the  hiatus  ap- 
proximately 2-31/2  cm  above  the  esophago- 
gastric junction  between  the  tubular  eso- 
phagus and  the  phrenic  ampulla.  These  struc- 
tures are  not  definite  sphincteric  muscle 
thickenings,  but  merely  microscopic  bundles 
of  muscle  fibers.  Unquestionably,  one  cannot, 
under  practical  conditions,  identify  a sphinc- 
teric structure  in  the  lower  esophagus.  How- 
ever, it  can  be  shown  that  a functional  in- 
trinsic sphincter  is  present  despite  the  ab- 
sence of  an  obvious  morphologic  sphincter. 
Pressure-sensing  devices  placed  in  the  lumen 
of  the  stomach  and  esophagus  show  that  pres- 
sures in  the  gastric  fundus  are  in  excess  of 
those  in  the  esophagus.  This  would  allow  re- 
flux of  gastric  contents  into  the  esophagus 
were  it  not  for  the  existence  of  a high  pres- 
sure zone  interposed  between  the  esophagus 
and  stomach.'^  Within  this  zone,  which  ex- 
tends over  a distance  of  1-4  cm,  1 cm  and  2 
cm  above  the  diaphragm,  both  inspiratory 
and  expiratory  pressures  are  higher  than 
those  in  the  fundus  (Fig.  5).  This  high  pres- 
sure band  forming  a functional  barrier  be- 


Fig.  5. 

Diagram  showing  relation  of  esophageal  to  gas- 
tric pressures.  Note  that  pressures  in  the  region 
of  the  hiatus  are  higher  than  those  in  the  stomach. 

tween  the  esophagus  and  stomach  is  generally 
attributed  to  the  tonic  contraction  of  circular 
muscle  fibers.  It  can  also  be  shown  that  as 
peristalsis  progresses  down  the  esophagus 
during  deglutition,  pressure  in  the  sphincter 
zone  drops,  thus  further  substantiating  the 
existence  of  a functional  intrinsic  sphincter. 

In  addition  to  a probable  intrinsic  sphinc- 
ter, it  is  generally  postulated  that  the  acute 
angle  at  which  the  esophagus  enters  the 
stomach  results  in  formation  of  a mechanical 
valve-like  mechanism  which  would  tend  to 
close  in  face  of  increased  gastric  pressure. 
When  a sliding  hiatal  hernia  renders  the 
angle  obtuse,  the  valve  would  no  longer  be 
functional.  It  is  also  generally  accepted  that 
the  sling-like  shape  of  the  esophageal  hiatus 
participates  in  cardiac  sphincter  competence 
by  deepening  the  cardiac  notch  and  rendering 
the  esophagogastric  angle  more  acute.  The 
esophageal  hiatus  is  formed  by  a split  in  the 
right  crus  of  the  diaphragm,  reinforced  by 
fibers  from  the  left  crus.  Posteriorly  where 
the  fibers  split  to  form  the  hiatus,  muscle  sup- 
port is  weak  since  the  cardia  may  act  as  a 
wedge  and  enlarge  the  split. 

The  respective  importance  of  these  com- 
ponents is  difficult  to  assess.  Clinical  and 
experimental  evidence  suggests  that  the 
physiologic  intrinsic  sphincter  is  not  suf- 
ficient per  se  to  maintain  complete  cardiac 
competence.  For  instance,  it  is  well  known 
that  alteration  of  the  mechanical  component 
by  upward  displacement  of  the  cardia  usually 
results  in  regurgitation.  Therefore  it  seems 
plausible  to  consider  the  cardiac  sphincter 
mechanism  as  a combination  of  a functional 
intrinsic  sphincter  and  a built-in,  mechanical. 
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valve-like  mechanism  dependent  upon  a 
stable  and  acute  esophagogastric  angle. 

Etiology  and  Pathologic  Physiology  of 
Hiatal  Hernia: 

When  one  considers  the  tenuous  nature  of 
the  membranous  attachments  anchoring  the 
cardia  to  its  normal  location  the  frequency  of 
herniation,  symptomatic  or  not,  is  under- 
standable. Contraction  of  esophageal  mus- 
culature tends  to  foreshorten  the  viscus  and, 
because  of  its  firm  proximal  attachment,  most 
of  the  traction  is  exerted  on  the  area  of  the 
cardia.  On  the  other  hand,  increased  intra- 
abdominal pressure,  sudden  or  sustained,  will 
tend  to  force  the  cardia  through  the  hiatus. 
The  dual  factors  of  aging  and  obesity,  causing 
relaxation  of  the  membranous  attachments 
of  the  cardia  and  a gradual  decrease  in  intra- 
peritoneal  space  available  for  viscera,  appear 
most  frequently  responsible  for  hiatal  hernia. 
In  our  experience,  the  vast  majority  of  pa- 
tients with  symptomatic  hiatal  hernia  have 
been  over  40  and  obese. 

The  main  functional  abnormality  in  sliding 
hiatal  hernia  is  an  incompetent  cardiac 
sphincter.  In  the  para-esophageal  variety 
there  is  no  or  minimal  disturbance  of  sphinc- 
ter function  since  the  cardia  is  not  displaced. 
Unfortunately  because  most  of  the  hiatal 
hernias  are  of  the  sliding  variety,  esophageal 
regurgitation  occurs  frequently.  The  reflux 
appears  due  to  impairment  of  the  mechanical 
valve-like  component  of  the  sphincter  me- 
chanism, thus  leaving  the  intrinsic  eso- 
phageal sphincter  alone  to  oppose  intragastric 
pressure.  Although  it  can  be  shown  that  the 
inferior  esophageal  sphincter  is  not  impaired, 
and  indeed  may  be  hyperactive  in  patients 
with  hiatal  hernia,  it  is  not  sufficiently  ef- 
ficient per  se  to  oppose  reflux.  Resulting 
peptic  esophagitis  and  scarring  may  then 
further  impair  the  efficiency  of  the  inferior 
esophageal  sphincter.  It  should  be  pointed 
out  that  the  degree  of  reflux  does  not  neces- 
sarily bear  a relation  to  the  size  of  the  hernia. 
Although  it  generally  holds  true  that  large 
hernias  are  more  prone  to  be  symptomatic, 
it  is  not  uncommon  to  find  very  severe  re- 
gurgitant esophagitis  associated  with  a barely 
perceptible  hernia,  whereas  a larger  one  may 
be  entirely  asymptomatic.  This  observation 
suggests  that  in  some  cases  esophagitis  may 
be  the  cause  rather  than  the  result  of  hiatal 
hernia.  A prolonged  bout  of  vomiting  in  an 


alcoholic  or  a peptic  ulcer  patient  could  con- 
ceivably cause  sufficient  esophagitis  to  im- 
pair the  function  of  the  inferior  esophageal 
sphincter,  thus  setting  the  stage  for  chronic 
reflux.  Subsequent  esophagitis,  scarring  and 
contraction  would  then  suffice  to  cause 
herniation. 

Pathology: 

Of  great  interest  are  the  changes  taking 
place  in  the  esophagus  as  a result  of  peptic 
esophagitis.  The  squamous  epithelium  of  the 
esophagus  is  very  sensitive  to  acid-peptic 
action  of  gastric  juice  and  therefore  peptic 
esophagitis  is  a frequent  complication  of  slid- 
ing hiatal  hernia  with  gastric  reflux.  The  de- 
gree of  esophagitis  varies  considerably  from 
one  individual  to  another  and  does  not  always 
bear  a relation  to  the  size  of  the  hernia.  Be- 
cause of  the  acid-peptic  origin  of  esophagitis, 
one  would  expect  the  amount  of  inflamma- 
tion to  correlate  with  the  patient’s  degree  of 
gastric  secretory  activity.  And  indeed  it  can 
be  shown  that  the  inflammatory  changes  in 
the  mucosa  of  the  lower  esophagus  bear  a 
relation  to  the  gastric  secretory  activity  as 
evaluated  by  overnight  secretion. 

The  characteristic  esophagoscopic  findings 
in  a patient  with  peptic  esophagitis  are  an 
angry  red  appearance  of  the  mucosa  lining 
the  lower  third  of  the  esophagus.  The  mucosa 
bleeds  readily  upon  contact  with  the  instru- 
ment. Longitudinal,  linear  ulcerations,  2-3 
mm  in  width  are  often  seen.  A stricture  may 
be  present.  As  the  instrument  progresses  dis- 
tally,  gastric  mucosa  appears  above  the 
characteristic  area  of  resistance  to  the  instru- 
ment felt  at  the  diaphragmatic  hiatus.  Paren- 
thetically, the  possibility  of  an  early  malig- 
nancy should  always  be  present  in  the  exam- 
iner’s mind.  Smears  for  cytology  and  biopsy 
of  any  suspicious  ulceration  or  erosion  should 
always  be  obtained,  even  though  the  diag- 
nosis of  peptic  esophagitis  may  be  evident. 

Rarely  one  may  find  a patient  with  definite 
peptic  esophagitis  and  a solitary  marginal 
ulceration  without  a hiatal  hernia  but  with  a 
biopsy  finding  of  gastric  mucosa  lining  the 
lower  esophagus.  This  abnormal  histologic 
state,  leading  to  a peptic  “gastric”  ulcer  in  the 
esophagus,  is  referred  to  as  “esophagus  lined 
by  gastric  epithelium.”  Although  rare,  it  has 
been  observed  often  enough  to  warrant  con- 
sideration as  a definite  entity^  (Fig.  6). 
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Fig.  6. 

Esophagus  lined  by  gastric  epithelium  with 
peptic  ulcer. 


Erosion  of  gastric  mucosa  sometimes  occurs 
when  a large  amount  of  stomach  is  herniated, 
particularly  if  incarcerated.  Ulceration  occurs 
in  the  gastric  mucosal  folds  and  also  around 
the  margin  of  the  herniated  pouch.  These 
changes  are  more  likely  to  be  associated  with 
the  para-esophageal  variety  of  hiatal  hernia 
and  may  cause  severe  hemorrhage. 

Although  esophagitis  involving  the  distal 
esophagus  is  usually  due  to  a sliding  hiatal 
hernia,  other  etiological  factors  exist:  pro- 
longed vomiting  related  to  pyloric  obstruc- 
tion, pregnancy,  peritonitis.  Unduly  protrac- 
ted use  of  gastric  intubation  may  also  be 
responsible.  The  danger  of  regurgitant  eso- 
phagitis is  ever  present  after  surgical  pro- 
cedures, such  as  the  Heller  operation,  which 
may  impair  or  destroy  the  function  of  the 
inferior  esophageal  sphincter. 

Symptomatology: 

By  its  very  nature,  esophageal  hiatal  hernia 
has  a symptomatology  so  vague  as  to  result 
in  a high  percentage  of  diagnostic  error  in 
either  direction.  Patients  may  be  followed 
for  years  with  symptoms  that,  although  sug- 
gestive, remain  unrecognized.  On  the  other 
hand,  manifestations  of  other  conditions  may 
be  carelessly  attributed  to  a hiatal  hernia  in- 


advertently discovered.  Such  overdiagnosis 
comes  easily  in  view  of  the  frequent  coinci- 
dental existence  of  peptic  ulcer,  chronic 
cholecystitis,  colonic  diverticulosis  or  diver- 
ticulitis, and  coronary  insufficiency  with  a 
hiatal  hernia.  These  entities  are  more  likely 
to  exist  in  the  aged,  obese  individual  which 
factors,  as  mentioned  above,  are  also  con- 
ducive to  hiatal  herniation. 

It  is  difficult  to  state  with  any  precision  the 
frequency  with  which  hiatal  herniation  is 
symptomatic.  Radiologists  are  often  prone  to 
regard  the  hernia  as  nothing  more  than  a cos- 
metic defect  of  the  outline  of  the  cardia, 
whereas  gastroenterologists  or  surgeons  may 
err  in  the  other  direction.  It  would  be  roughly 
correct  to  state  that  about  25-50%  of  all  hiatal 
hernias  are  symptomatic. 

The  most  common  symptom  related  to 
hiatal  hernia  is  pain,  usually  occurring 
shortly  after  meals.  Located  high  in  the 
epigastrium,  the  pain  may  radiate  to  the  back 
and  along  both  costal  margins  as  well  as  to 
the  precordial  area.  It  may  be  referred  to  the 
shoulder  and  the  outer  aspect  of  the  arm,  par- 
ticularly on  the  left  side.  With  such  pain  pat- 
terns, the  clinical  picture  may  easily  be  con- 
fused with  that  of  angina  pectoris.  The  rela- 
tion of  pain  to  meals  instead  of  effort  and  a 
normal  electrocardiographic  tracing  should 
be  elicited.  Incarceration  of  a para-esophageal 
hernia  may  cause  excruciating  retrosternal 
pain  simulating  a myocardial  infarction. 
Heartburn,  gaseous  eructation,  with  or  with- 
out pain,  occur  frequently.  Often  the  patients 
resort  to  milk  or  sodium  bicarbonate  to  find 
relief,  thus  leading  to  confusion  with  peptic 
ulcer.  Quite  characteristically,  when  pain 
and  heartburn  (waterbrash)  are  related  to  a 
sliding  hiatal  hernia,  the  patient  will  relate 
that  his  symptoms  are  brought  on  or  appre- 
ciably worsened  by  lying  down  after  meals. 
Often  symptoms  may  be  worsened  by  bend- 
ing over  to  pick  up  an  object  from  the  floor 
or  by  straining  at  the  stool.  Dysphagia,  occur- 
ring in  approximately  20%  of  the  patients,  is 
an  important  symptom.  At  the  onset  dys- 
phagia is  mild,  manifest  at  the  beginning  of 
the  meal,  and  is  relieved  by  belching.  Eso- 
phagitis with  edema  and  spasm  is  responsible 
for  this  symptom.  With  long  standing  eso- 
phagitis there  may  be  severe  stricture  forma- 
tion and  almost  complete  esophageal  obstruc- 
tion. In  20%  of  cases  there  is  sufficient  re- 
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gurgitant  esophagitis  to  cause  bleeding. 
Usually  the  latter  is  occult  and  is  recognized 
after  investigating  the  etiology  of  unex- 
plained anemia.  Gross  bleeding  is  more  likely 
to  occur  from  gastric  ulceration  in  a para- 
esophageal hernia. 

When  an  esophageal  hiatal  hernia  has  been 
suspected  clinically  the  final  confirmation 
rests  upon  x-ray  and,  to  a certain  extent, 
upon  esophagoscopy. 

Diagnosis: 

Roentgenographic  diagnosis  of  a large  slid- 
ing hiatal  hernia  or  of  a para-esophageal 
hernia  is  a relatively  simple  matter.  On  the 
other  hand,  it  may  be  extremely  difficult  to 
demonstrate  minimal  herniation.  Identifica- 
tion of  a sliding  hiatal  hernia  depends  upon 
the  demonstration  of  a pouch  of  stomach 
above  the  hiatus  of  the  diaphragm.  With  a 
small  hernia,  differentiation  between  esopha- 
geal folds  and  gastric  rugae  may  be  impos- 
sible. A small  gastric  pouch  above  the  dia- 
phragm may  easily  be  mistaken  for  a phrenic 
ampulla.  Moreover,  it  is  difficult  to  delineate 
exactly  the  hiatus,  since  it  is  not  in  contact 
superiorly  with  air-filled  lung  and  its  borders 
have  the  same  density  as  the  tissue  occupying 
the  opening.  The  hiatus  may  be  localized  by 
obtaining  a film  when  the  patient  is  drinking 
barium  rapidly.  The  diaphragmatic  pinchcock 
will  be  shown  by  a decrease  in  the  disten- 
sibility  of  the  lumen  of  the  esophagus  at  this 
level.  Demonstration  of  reflux  of  barium  into 
the  esophagus  with  the  patient  in  moderate 
Trendelenburg  position  is  an  important  in- 
dication that  a hernia  is  present.  Dislocation 
of  the  esophagogastric  junction  is  also  an  im- 
portant sign.  In  its  normal  location  below  the 
diaphragm,  the  esophagogastric  junction  can- 
not be  outlined.  But  when  herniation  is  pres- 
ent, one  often  notes  the  presence  of  a shallow 
ring  completely  encircling  the  esophagogas- 
tric region  and  appearing  as  a translucent 
band  2-3  mm  wide.  This  ring  is  not  related  to 
esophagitis  or  stricture,  although  in  some 
cases  of  long  standing  hernia  it  may  form  a 
diaphragm  obstructing  passage  of  a solid 
bolus  of  food.  The  presence  of  such  a ring 
1-2  cm  above  the  area  of  the  hiatus  is  a good 
indication  of  the  presence  of  a sliding  hiatal 
hernia^  (Fig.  7).  It  is  also  possible  to  recog- 
nize even  slight  dislocation  of  the  cardia  by 
placing  silver  clips  on  the  mucosa  of  the 
esophagogastric  junction  during  esophagos- 


Fig.  7. 

Sliding  hiatal  hernia  with  contraction  ring  above 
the  diaphragm. 


copy  and  demonstrating  by  subsequent  roent- 
genograms the  relation  of  the  clips  to  the 
hiatus. 

Esophagoscopy  is  an  essential  part  of  the 
work-up  of  a patient  with  proven  or  suspec- 
ted hiatal  hernia.  This  examination  serves 
several  purposes.  First  of  all,  it  is  useful  in 
corroborating  x-ray  by  helping  to  identify 
small  hernias.  There  are  several  ways  of 
doing  this.  Reflux  of  gastric  contents  into  the 
lumen  of  the  esophagus  is  often  obvious  as 
soon  as  the  instrument  passes  beyond  the 
cryco-pharyngeus.  The  experienced  operator 
is  able  to  recognize  the  sensation  imparted  to 
the  tip  of  the  instrum.ent  by  passage  or  with- 
drawal through  the  hiatus.  If  the  easily  recog- 
nized squamo-columnar  junction  is  above  this 
area,  a hernia  is  present.  A lax  and  patulous 
cardia  may  be  pushed  down  before  the  scope 
and  also  follow  upward  as  it  is  withdrawn. 
In  case  of  doubt,  silver  clips  may  be  placed  on 
the  squamo-columnar  junction  as  described 
above.  Also,  with  the  aid  of  these  maneuvers, 
one  may  quantitate  quite  precisely  the  length 
of  the  herniation.  Esophagoscopy  may  be  ex- 
tremely valuable  in  cases  where  the  roent- 
genographic impression  is  one  of  sliding 
hiatal  hernia  with  short  esophagus.  The  in- 
formation desired  is  whether  or  not  it  will  be 
possible  to  replace  surgically  the  cardia  be- 
low the  diaphragm.  In  uncomplicated  cases 
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the  operator  will  note  the  redundant  folds 
along  the  tubular  esophagus  with  a mobile 
and  patulous  dislocated  cardia  which  can  be 
displaced  downward  by  gentle  massaging 
with  the  tip  of  the  instrument.  When  the 
esophagus  has  been  shortened  by  long  stand- 
ing esophagitis,  the  esophageal  folds  are  ab- 
sent, the  region  of  the  esophagogastric  junc- 
tion feels  fixed  and  cannot  be  displaced  in- 
feriorly.  These  findings,  if  associated  with 
severe  herniation,  suggest  that  the  usual  tech- 
niques of  reduction  may  not  be  feasible.  Fin- 
ally, esophagoscopy  is  helpful  in  evaluating 
the  presence  and  degree  of  esophagitis,  stric- 
ture formation,  and  ruling  out  the  possibility 
of  malignancy  being  responsible  for  esopha- 
geal obstruction. 

Management: 

As  mentioned  above,  the  potential  serious- 
ness of  an  esophageal  hiatal  hernia  is  not 
universally  recognized.  As  far  as  the  size  of 
the  hernia  is  concerned,  hiatal  hernia  is  a 
progressive  disease.  It  has  been  shown  that 
if  patients  with  small  hernias  are  followed 


for  more  than  six  years,  at  least  50%  of  pa- 
tients show  progression  from  small  to  large 
hernias.  Also,  serious  complications  of  hiatal 
hernia,  such  as  ulcer  formation,  esophagitis 
with  bleeding  and  stricture  formation  are 
more  likely  to  occur  with  large  hernias.  These 
complications  have  already  been  discussed 
in  relation  to  symptomatology.  It  is  worth- 
while re-emphasizing  that  every  patient  with 
a sliding  hiatal  hernia,  particularly  if  symp- 
toms are  present,  is  threatened  with  a vicious 
cycle  of  esophagitis,  ulceration,  cicatrization, 
stenosis,  and  shortening  of  the  esophagus. 
These  changes  lead  to  an  increase  in  the  size 
of  the  hernia  as  well  as  the  amount  of  reflux, 
and  may  finally  result  in  a situation  where 
there  is  a severe  degree  of  stricture  formation 
and  a long  hernia  with  a short  esophagus 
prohibiting  any  attempt  of  reducing  the 
hernia  by  the  usual  surgical  techniques 
(Fig.  8).  For  these  reasons,  all  hiatal  hernias, 
symptomatic  or  not,  should  be  viewed  with 
some  concern. 


Fig.  8. 

Sliding  hiatal  hernia  with  stricture  before  (a) 
and  after  (b)  esophageal  dilatation. 
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In  patients  with  a small  hiatal  hernia  (2-4 
cm)  completely  asymptomatic,  roentgeno- 
graphy is  usually  sufficient  to  establish  the 
diagnosis  as  well  as  a base  line  for  future 
follow-up.  I rarely  recommend  esopha- 
goscopy  for  a small  asymptomatic  hernia, 
since  the  little  information  to  be  gained, 
esophagitis  being  always  symptomatic,  is  not 
worth  the  risk,  however  slight,  of  the  pro- 
cedure. In  our  experience,  patients  with  small 
asymptomatic  hernias  are,  in  the  majority  of 
instances,  appreciably  overweight.  A weight 
reduction  program  should  be  instituted  with, 
in  about  20%  of  cases,  the  gratifying  result  of 
spontaneous  reduction  of  the  hernia. 

Patients  with  symptomatic  hiatal  hernias 
may  derive  considerable  benefit  from  a pro- 
gram of  conservative  management.  The  most 
important  factor  in  this  program  is  a weight 
reduction  diet  since  well  over  half  of  the  pa- 
tients will  be  overweight.  Sometimes  weight 
reduction  alone  will  lead  to  self  reduction  of 
the  hernia.  Moreover,  surgical  reduction 
should  never  be  undertaken  unless  obesity 
has  been  controlled.  Thus,  if  surgery  becomes 
necessary,  no  time  will  have  been  lost. 
Acidity  of  gastric  contents  responsible  for  the 
symptoms  and  the  complications  can  be  con- 
trolled by  a bland  diet  with  multiple  small 
feedings  and  antacids  between  meals.  It  is 
essential  that  large  meals,  particularly  before 
retiring,  be  avoided.  To  prevent  nocturnal 
gravity  reflux  of  gastric  contents  patients 
should  be  instructed  to  sleep  with  the  head  of 
the  bed  elevated  by  10  in.  blocks.  This  is  most 
important  because  of  the  very  high  acidity 
of  nocturnal  gastric  secretions  in  some  in- 
dividuals. Increases  in  intra-abdominal  pres- 
sure tend  to  push  the  lax,  patulous  cardia  of 
the  sliding  hiatal  hernia  through  the  esopha- 
geal hiatus  like  an  olive  through  the  neck  of 
a bottle.  Therefore,  all  constricting  garments, 
such  as  wide  belts,  corsets,  girdles  should  be 
rigorously  avoided.  In  approximately  half  of 
the  cases  conservative  management  will  re- 
lieve the  patients  completely  of  clinical  symp- 
toms. In  the  absence  of  symptomatic  relief 
surgical  reduction  of  the  hernia  should  be 
recommended. 

Severe  esophagitis  complicated  by  ulcera- 
tion, bleeding  or  stricture  formation  repre- 
sent strong  surgical  indications.  However, 
even  though  it  appears,  a priori,  that  surgery 


will  be  necessary,  it  is  important  that  sur- 
gical treatment  be  preceded  by  preoperative 
medical  management  of  esophagitis  as  de- 
scribed above.  Preoperative  weight  loss  is 
paramount  since  surgical  repair  of  sliding 
hiatal  hernia  is  not  only  more  difficult  tech- 
nically, but  is  also  fraught  with  a far  greater 
hazard  of  recurrence  in  the  obese  individual. 
If  stricture  formation  is  present,  dilatation 
should  be  carried  out  preoperatively  since  re- 
tention of  food  and  regurgitated  gastric  secre- 
tions above  the  stricture  tend  to  aggravate  in- 
flammation of  esophageal  mucosa.  At  the 
risk  of  appearing  dogmatic,  I believe  that 
there  is  only  one  good  way  of  dilating  such 
strictures,  and  that  is  by  means  of  olive- 
tipped  metal  dilators  introduced  through  the 
stricture  over  a silk  thread  swallowed  24-48 
hours  previously.  This  technique  carries  the 
least  hazard  of  false  passage  (Fig.  8).  Hiatal 
hernias  of  the  para-esophageal  type  are  also 
best  treated  surgically  because  of  the  high 
incidence  of  incarceration  or  bleeding  ulcera- 
tion in  the  herniated  gastric  pouch. 

The  principles  of  surgical  management  of 
para-esophageal  hiatal  hernias  and  sliding 
hernias  not  associated  with  esophageal  short- 
ening are  reduction  of  the  hernia,  excision  of 
redundant  sac  and  repair  of  the  widened 
esophageal  hiatus.''  There  continues  to  exist 
a controversy  among  surgeons  interested  in 
this  field  regarding  the  respective  advantages 
of  abdominal  or  thoracic  approach.  In  point 
of  fact,  there  is  very  little  basis  for  such  a 
controversy  since  the  steps  involved  in  repair 
can  be  carried  out  through  either  approach. 
In  our  experience,  repair  has  been  performed 
through  an  upper  midline  abdominal  incision 
in  approximately  two-thirds  of  cases.  Choice 
of  one  approach  over  the  other  is  dictated  by 
consideration  related  to  the  habitus  of  the 
patient  and  existence  of  associated  intra- 
abdominal disease  rather  than  by  any  factors 
inherent  to  the  hernia.  Frequently,  a patient 
presenting  with  a sliding  hiatal  hernia  has 
associated  intra-abdominal  disease  which  re- 
quires surgical  treatment  such  as  chole- 
cystectomy or  subtotal  gastric  resection.  Also, 
the  symptoms  presented  by  the  patient  may 
be  of  such  a nature  that  it  is  difficult  to  eval- 
uate the  part  played  in  their  causation  by 
the  hiatal  hernia  or  by  a coincidental  “non- 
functioning” gallbladder  or  a “deformed  duo- 
denal bulb.”  An  abdominal  approach  offers 
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the  distinct  advantage  of  concomitant  sur- 
gical treatment  of  obvious  associated  intra- 
abdominal disease  when  feasible  or  evalua- 
tion by  exploration  of  suspected  intra-abdom- 
inal pathology.  On  the  other  hand,  in  a 
heavily  built  individual,  transabdominal  re- 
pair may  be  tedious  and  less  accurate.  Under 
these  conditions  a thoracic  approach  is  pre- 
ferable. 

For  an  abdominal  approach  an  upper  mid- 
line incision  is  preferable.  We  have  never  had 
to  resort  to  a sternal  split  for  added  exposure. 
The  left  lobe  of  the  liver  is  mobilized  and  re- 
tracted out  of  the  field  thus  exposing  the 
region  of  the  hiatus.  The  size  and  degree  of 
herniation  is  evaluated  by  introducing  several 
fingers  in  the  hernia  sac  through  the  hiatus. 
By  gentle  traction  on  the  stomach  wall  the 
hernia  is  reduced  and  the  redundant  peri- 
toneal sac  exposed.  The  latter  is  then  incised 
transversely,  allowing  the  surgeon  to  pass  the 
index  and  middle  fingers  of  the  left  hand 
around  the  esophagus  and  retracting  it  with 
a Penrose  drain.  The  presence  of  a suction 
tube  in  the  lumen  of  the  esophagus  is  of  con- 
siderable assistance  in  this  step.  The  stomach 
and  spleen  are  then  packed  and  retracted 
gently  out  of  the  field.  The  fibers  of  the  right 
crus  are  carefully  exposed  by  resecting  the 
redundant  peritoneal  sac  and  wiping  away 
the  considerable  amount  of  fatty  areolar 
tissue  always  overlying  the  crus.  It  is  essen- 
tial that  the  operator  persevere  with  this  dis- 
section until  both  bundles  of  the  right  crus 
are  well  visualized.  The  usual  error  is  to  at- 
tempt to  place  blindly  sutures  in  the  crus. 
The  diastasis  in  the  right  crus  is  then  closed 
behind  the  esophagus  with  3-4  interrupted 
sutures  of  O silk.  After  tying  the  sutures,  the 
closure  should  be  snug  enough  so  that  not 
more  than  one  finger  can  be  introduced  into 
the  hiatus  along  the  esophagus.  Following 
closure  of  the  hiatus,  several  interrupted 
sutures  are  placed  between  the  stomach  and 
esophagus  and  under  surface  of  the  dia- 
phragm in  order  to  reconstruct  and  stabilize 
the  esophagogastric  angle  as  well  as  anchor 
it  to  the  diaphragm  (Fig.  9).  In  several  pa- 
tients with  severe  esophagitis  and  marked 
nocturnal  gastric  hyperacidity  we  have  per- 
formed, in  addition,  vagotomy  and  pylor- 
oplasty with  good  results.  Theoretically,  the 
resulting  gastric  anacidity  minimizes  the  pos- 
sibility of  further  esophagitis,  should  a small 
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Fig.  9. 

Basic  and  ancillary  (pyloroplasty)  steps  of  ab- 
dominal repair  of  hiatal  hernia. 

degree  of  reflux  exist  after  the  repair. 

A posterolateral  incision  through  the  8th 
interspace  is  used  in  repair  by  the  trans- 
thoracic route.  The  lung  is  mobilized  and 
packed  out  of  the  field.  The  hernia  sac  is  ex- 
posed by  incising  vertically  the  mediastinal 
pleura  over  the  lower  third  of  the  esophagus. 
The  latter  structure  is  mobilized  with  both 
vagus  nerves  by  passing  a Penrose  drain 
around  it.  Both  bundles  of  the  right  crus  are 
then  carefully  exposed  by  sharp  and  sponge 
dissection,  cleaning  the  pleura  and  adjacent 
fat  away  from  the  muscle  fibers.  The  sac  is 
managed  in  two  ways.  If  it  is  small  it  is  ex- 
pedient to  obliterate  it  with  5-6  vertical 
purse-string  type  of  sutures.  A large  sac 
should  be  opened  and  the  excess  phreno- 
esophageal  membrane  and  peritoneum  re- 
sected. A short  counter  incision  is  made  in 
the  muscular  portion  of  the  left  diaphrag- 
matic leaflet.  The  Penrose  drain  previously 
placed  around  the  esophagus  is  withdrawn 
through  this  counter  incision  and  maintained 
taut.  This  maneuver  keeps  the  hernia  reduced 
while  the  bundles  of  the  right  crus  are  ap- 
proximated behind  the  esophagus  with  3-4 
sutures  of  0 silk.  In  some  cases  we  have 
sutured  the  proximal  fringe  of  the  sac  to  the 
undersurface  of  the  diaphragm  with  through 
and  through  mattress  sutures.  The  Penrose 
drain  is  then  removed  and  the  incision  in  the 
diaphragm  carefully  closed. 
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Operative  complications  to  be  avoided  dur- 
ing either  approach  are  splenic  laceration  re- 
sulting from  direct  trauma  or  undue  traction 
on  the  stomach  and  inadvertent  injury  of  the 
vagus  nerves.  In  several  patients  we  have 
observed  moderate  postoperative  dysphagia 
due  to  an  excessively  tight  closure  of  the 
hiatus.  This  minor  complication  is  easily 
managed  by  one  or  two  sessions  of  esophageal 
dilatation.  The  results  with  these  techniques 
are  in  general  good.  However,  an  average  re- 
currence rate  of  about  10%  is  to  be  expected. 
The  operative  mortality  is  extremely  low  and 
should  be  less  than  1%. 

In  patients  with  acquired  short  esophagus, 
stricture  formation,  and  intrathoracic 
stomach  the  therapeutic  problem  is,  by  con- 
trast, formidable.  These  individuals  are 
usually  miserable  from  continuous  pain  and 
require  frequent  dilatations  to  allow  feeding. 
The  techniques  described  above  are  not 
feasible  because  shortening  of  the  esophagus 
will  not  allow  the  cardia  to  be  placed  below 
the  diaphragm.  Methods  of  fortune,  such  as 
constructing  a new  hiatus  further  cephalad 
on  the  dome  of  the  diaphragm  are  without 
real  merit.  Their  only  advantage  is  the 
aesthetic  satisfaction  of  seeing  the  stomach 
below  the  diaphragm  on  x-ray.  The  real  goal 
of  re-establishing  a normal  sphincter  mechan- 
ism cannot  be  achieved  as  a rule  because  of 
the  tremendous  inflammatory  reaction  in  and 
around  the  lower  esophagus.  The  best  pro- 
cedure advocated  to  date  for  this  condition  is 
that  described  by  Ellis^  and  involves  resec- 
tion of  the  stenosed  segment  combined  with 
antrectomy.  However,  this  is  a rather  for- 
midable procedure  in  these  patients  who  are 
often  aged  and  debilitated.  We  have  had  good 
results  with  medical  management  as  des- 
cribed above  associated  with  dilatations  (1 
case).  In  3 patients  we  have  used  a palliative 
subtotal  gastric  resection.  All  three  patients 
continued  to  have  regurgitation  but,  the  gas- 
tric juice  being  bland,  they  have  had  con- 
siderable symptomatic  relief  and  have  re- 
quired less  frequent  esophageal  dilatation 
than  prior  to  surgery. 
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STATEMENT  OF  THE 
SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 
BEFORE 

THE  REGIONAL  MEETING  OF  THE 
SENATE  COMMITTEE  ON  AGING 
Minneapolis,  Minnesota 
December  4,  1361 

The  Dakota  State  Medical  Association  is  a volun- 
tary association  of  licensed  physicians  in  the  state 
and  includes  approximately  99%  of  all  physicians. 
Its  aims,  since  it  was  founded  in  1882,  have  been  to 
provide  good  medical  care  for  all  the  people  re- 
gardless of  age,  color  or  income.  The  Association 
has  long  been  concerned  with  problems  of  public 
health  and  welfare  and  has  spent  much  of  its 
energy  and  limited  income  in  the  study  of  the  real 
needs  of  the  people. 

Because  of  the  physicians’  unique  position  in  the 
lives  of  most  people,  they  have  opportunity  to  re- 
search the  problems  at  first  hand. 

Problems  of  the  provision  of  nursing  home  care 
are  being  met  in  our  State  of  South  Dakota  by 
concerted  action  of  the  medical  profession,  the 
nursing  profession,  religious  groups  and  private 
initiative.  Not  too  many  years  ago,  the  average 
nursing  home  in  South  Dakota  was  a converted 
frame  house  that  constituted  a fire  and  safety 
hazard.  Little  supervision  was  given  these  homes 
and  the  caliber  of  nursing  care  left  much  to  be 
desired. 

Today  our  state  is  dotted  with  modern,  well 
supervised,  fire  resistant  structures  and  dozens  of 
new  buildings  are  on  the  drawing  boards. 

It  is  our  feeling  that  religious  groups,  private 
entrepreneurs,  non-sectarian  groups  and  others 
with  proper  incentive  can  and  will  provide  the 
facilities  that  our  elderly  citizens  need. 

We  believe  that  government  has  a function  to 
provide  incentives  in  areas  where  private  capital 
is  unavailable,  but  we  feel  that  the  best  services 
and  the  best  facilities  are  initiated  locally  by  local 
people  interested  in  their  own  health  and  welfare. 

We  deplore  the  interest  of  social  planners  in 
purely  local  problems  and  feel  that  those  people 
who  argue  that  “Big  Government”  is  the  only 
answer  to  problems  arising  from  increasing 
population  and  longer  life  should  face  up  to  some 
challenges  that  have  been  rmsatisfactorily  an- 
swered in  the  past. 

We  challenge  the  social  planners  to  act  now  on 
the  problem  of  run-away  inflation  fostered  by  “Big 
Government”  that  has  reduced  the  purchasing 
power  of  our  retired  people. 

We  challenge  them  to  remake  the  social  security 
rogram  into  a program  of  insurance  that  pays 
enefits  at  the  proper  age  regardless  of  current 
income. 

(Continued  on  Page  20) 
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THE  MONTH  IN  WASHINGTON 

The  Kennedy  Administration  and  other 
main  supporters  of  medical  care  of  the  aged 
under  social  security  are  preparing  to  make 
an  all-out  effort  to  push  the  legislation 
through  Congress  in  the  1962  session. 

Their  campaign  poses  a serious  challenge 
to  the  medical  profession  and  its  allies  in  the 
fight  against  such  compulsory  government 
health  schemes. 

It  is  too  early  to  evaluate  the  effect  on  the 
legislation  of  changes  in  House  Democratic 
leadership  and  House  Ways  and  Means  Com- 
mittee membership.  The  White  House  has 
been  exerting  pressure  in  an  effort  to  have  a 
congressman  supporting  its  views  named  as 
a replacement  for  Rep.  Frank  Ikard  (D.  Tex.), 
who  resigned.  Ikard  opposed  proposals  to 
put  health  care  under  social  security. 

Administration  officials  from  President 
Kennedy  down  publicly  gave  the  Adminis- 
tration medical  care  legislation,  the  King- 
Anderson  bill,  top  priority  for  the  1962  ses- 
sion. During  the  interim  after  the  adjourn- 
ment of  the  1961  session,  the  Administration 
held  a political  roadshow  in  key  cities  in  an 
effort  to  build  up  public  support  for  the  King- 
Anderson  bill  and  other  Administration  pro- 
posals that  did  not  fare  so  well  in-  Congress. 
At  a number  of  the  so-called  White  House 
Regional  Conferences,  physicians  forcefully 
expressed  the  medical  profession’s  opposition 


to  putting  health  care  under  social  security. 

The  AFL-CIO  geared  for  a renewed  fight 
for  the  Administration  legislation.  A new 
national  organization  of  the  elderly  has  been 
formed  with  the  main  purpose  of  lobbying  for 
the  King- Anderson  bill.  It  is  the  National 
Council  of  Senior  Citizens  for  Health  Care 
Through  Social  Security.  Former  Rep.  Aime 
J.  Forand  (D.,  R.I.),  who  sponsored  such 
legislation  when  he  was  in  Congress,  was  the 
leading  figure  in  organizing  the  group  and  is 
national  chairman. 

On  the  other  side  of  the  fight,  there  also 
is  a new  organization  — The  American  Med- 
ical Political  Action  Committee.  It  is  a non- 
profit, voluntary,  non-partisan,  unincor- 
porated committee  set  up  last  May  with  the 
approval  of  the  A.M.A.  Board  of  Trustees. 
AMPAC  — which  functions  independently 
of  medical  organizations  and  societies 
whether  at  the  national,  state  or  local  level  — 
was  organized  to  meet  “an  unmet  need  — the 
need  of  providing  the  medical  profession  with 
an  opportunity  to  assume  a more  active  and 
effective  role  in  public  affairs.”  The  A.M.A. 
Board  of  Trustees  House  of  Delegates  at 
Denver,  in  November  urged  that  all  phy- 
sicians, their  wives  and  interested  friends 
join  AMPAC  and  similar  political  action  com- 
mittees in  their  states  and  communities. 

Dr.  Leonard  W.  Larson,  A.M.A.  president, 
warned  the  House  of  Delegates  that  phy- 
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sicians  “are  engaged  in  a historic  struggle  to 
preserve  our  country’s  unique  system  of 
medical  care  and  our  stature  as  a profession.” 
He  said  both  are  “seriously  threatened”  by 
such  legislative  proposals  as  the  King- 
Anderson  bill. 

Dr.  Larson  said  that  the  A.M.A.  could  expect 
“even  more  bitter  attacks”  than  those  so  far 
from  Administration  and  AFL-CIO’  spokes- 
men. He  appealed  to  physicians  to  support 
medicine’s  friends  in  Congress  with  money 
and  personal  campaign  assistance.  He  noted 
that  AMP  AC  provides  “a  national  mechanism 
through  which  physicians  and  their  families 
can  channel  funds  for  strategic  placement 
where  the  money  will  do  the  most  good.” 

A leading  congressional  opponent  of  health 
care  under  social  security  also  warned  of  the 
seriousness  of  the  fight  ahead.  Sen.  Wallace 
F.  Bennett  (R.,  Utah),  a member  of  the  Senate 
Finance  Committee  which  handles  such  legis- 
lation, told  students  at  Harvard  University 
Medical  School  that  there  undoubtedly  would 
be  “a  determined  drive  to  rush  H.R.  4222  (the 
King-Anderson  bill)  through  the  Congress” 
in  1962. 

“The  propagandists  who  are  behind  the  de- 
termined drive  for  a system  of  socialized 
medicine  have  latched  on  to  an  emotional  ap- 
peal in  trying  to  push  this  legislation  through 
the  Congress,”  Bennett  said.  “They  have 
tried  to  create  a public  image  that  the  A.M.A. 
and  any  individual  who  opposes  this  plan  is 
motivated  by  selfish  interests. 

“As  one  who  is  vigorously  opposed  to  com- 
pulsory Federal  medical  care,  I resent  the 
tactics  used  by  those  who  advocate  this  sys- 
tem of  socialized  medicine.  There  is  an 
answer  to  this  problem-  of  meeting  the  med- 
ical needs  of  our  aged,  and  I frankly  believe 
that  it  is  being  honestly  met  by  our  present 
voluntary  health  insurance  programs  and 
by  the  cooperative  federal-state  aid  to  our 
needy  aged  who  are  incapable  of  paying  their 
own  medical  expenses. 

“I  am  opposed  to  H.R.  4222  or  other  bills 
which  would  open  the  flood  gates  to  a system 
of  compulsory  medical  care,  directed  first  to 
our  aged,  but  which,  once  instituted,  would 
surely  by  political  pressure  be  expanded  to 
all  of  our  population.  The  battle  over  this 
legislation  in  this  next  Congress  is  bound  to 
be  hectic  and  monumental.  It  is  a battle  we 
can’t  afford  to  lose.” 


DISASTER  MEDICAL  CARE 

A mass  casualty  situation  exists  whenever 
any  medical  emergency  overwhelms  a treat- 
ment facility  or  hospital.  This  can  be  five  in- 
jured auto  accident  victims  arriving  at  a hos- 
pital emergency  entrance  almost  simultan- 
eously or  hundreds  of  people  injured  or  ill 
simultaneously  from  some  natural  or  military 
disaster.  Whether  it  requires  large  or  small 
numbers  of  simultaneously  injured  to  consti- 
tute an  emergency  for  any  one  treatment 
facility  depends  upon  the  following: 

1)  Communication  system 

2)  Transportation  of  the  injured 

3)  The  hospital  physical  plant 

4)  Training  and  ability  of  physician  and 
non-physician  personnel  (including  dis- 
aster plans) 

5)  Sorting  (screening)  of  patients  into 
treatment  categories 

6)  Supplies  stored  and  available 

Communication  system  — If  the  treatment 

facility  is  not  adequately  forewarned  regard- 
ing the  coming  and  expected  arrival  of  the  in- 
jured, it  may  not  be  prepared  to  immediately 
handle  the  injured.  It  requires  time  to  im- 
plement even  perfectly  functioning  disaster 
plans  and  provide  the  supplies  and  personnel 
which  will  probably  be  needed.  Of  course,  it 
will  be  impossible  in  most  situations  to  have 
a satisfactory  interval  between  warning  and 
arrival  of  the  first  patients.  Also  communica- 
tion systems  must  be  devised  to  avoid  pos- 
sible breakdown  of  communications  if  there 
are  electrical  power  failures  and  personnel 
changes.  No  communication  system  will 
function  if  key  personnel  are  missing  (for  any 
reason)  and  such  absences  must  be  provided 
for  in  any  disaster  plan. 

The  public  must  be  kept  informed  regard- 
ing the  injured  or  the  treatment  facility  will 
be  overwhelmed  by  sightseers  and  anxious 
relatives.  This  will  delay  treatment  of  the  in- 
jured. 

Transporting  the  Injured  — If  there  is  no 
sorting  or  screening  of  patients  and  orderly 
proper  transport  of  those  needing  transport- 
ing at  the  site  of  the  castastrophe,  the  treat- 
ment facility  and  transportation  system  is 
often  unnecessarily  overwhelmed  with  pa- 
tients not  requiring  immediate  treatment.  Of 
course,  this  previous  care  of  the  most  seri- 
ously injured  at  the  treatment  facility.  The 
personnel  responsible  for  moving  the  injured 
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from  the  catastrophe  site  to  the  treatment 
facility  need  training  in  determining  which 
patients  to  move  immediately  in  order  to 
conserve  and  efficiently  use  the  transpor- 
tation available. 

Hospital  physical  plant  — If  the  fixed  hos- 
pital buildings  and  grounds  are  not  construc- 
ted in  such  a way  as  to  allow  the  rapid  entry 
of  vehicles  and  discharge  of  patients,  a small 
number  of  patients  will  make  a mass  casualty 
situation.  Many  hospitals  have  emergency 
entrances  which  prevent  immediate  entrance 
of  the  patient  into  the  treatment  facility  once 
he  has  arrived  there  by  ambulance  (or  any  ve- 
hicle). The  delay  at  the  entrance  will  make  a 
mass  casualty  situation  where  one  would  not 
exist  if  the  hospital  physical  plant  were  con- 
structed for  handling  multiple  casualties 
simultaneously. 

Plans  and  training  of  physicians  and  non- 
physician personnel  — Hospital  personnel 
(physician,  nurse,  dentist,  veterinarian,  other 
para-medical  personnel)  must  have  advance 
training  in  implementing  the  hospital’s  plan 
for  handling  mass  casualties.  People  do  best 
those  things  they  ordinarily  perform  or  have 
experience  in  performing.  A plan  for  pro- 
viding care  without  experience  in  carrying 
out  that  plan  is  worthless  at  the  time  of  a 
mass  casualty  situation.  With  proper  train- 
ing non-physician  personnel  can  perform 
tasks  ordinarily  considered  proper  to  or 
capable  of  only  by  physicians. 

Sorting  (screening)  of  patients  into  treat- 
ment categories  — Sorting  and  segregating 
patients  into  categories  (depending  upon  ex- 
tent of  injuries)  of  slightly,  moderately,  max- 
imally injured,  and  those  who  most  likely 
would  benefit  from  the  treatment  available 
(and  those  for  whom  nothing  can  be  done 
without  expending  all  energies,  time,  and 
supplies,  without  likelihood  of  benefit,  thus 
denying  the  same  to  those  who  would  most 
likely  benefit)  changes  an  apparent  over- 
whelming and  hopeless  mass  casualty  situa- 
tion into  one  which  can  be  handled  effectively. 
Patients  are  sorted  into  the  different  cate- 
gories depending  upon  the  extent  of  the  in- 
juries, ability  of  medical  personnel  to  care 
for  them,  and  likelihood  of  the  injured  to 
benefit  from  therapy.  The  minimally  injured 
require  little  immediate  care  other  than  that 
which  can  be  given  by  trained  non-physician 
personnel,  usually  under  supervision  or  direc- 


tion of  a physician,  and  are  transferred  or 
shifted  out  of  the  treatment  area.  The  max- 
imally injured  who  probably  will  not  survive 
are  moved  into  an  area  of  “expectancy.” 
Those  who  will  benefit  from  therapy  are 
screened  (sorted,  evaluated)  and  transferred 
to  areas  where  different  types  of  therapy  can 
be  given. 

Supplies  (stored  and  available) — Any  treat- 
ment facility  planning  for  mass  casualties 
(and  every  hospital  should  do  so)  must  have 
stored  and  readily  available  supplies  capable 
of  handling  a mass  casualty  situation.  This 
means  immediately  available  when  needed; 
delays  are  costly  in  lives.  The  hospital  must 
determine  the  potential  number  of  casualties 
and  the  type  of  injuries  and  illnesses  it  will 
be  called  upon  to  treat.  Such  questions  as 
how  long  could  the  hospital  continue  func- 
tioning without  a replacement  of  supplies 
must  be  in  the  hospital’s  plan  for  handling 
mass  casualties.  Stored  supplies  usually  de- 
teriorate over  a period  of  time.  Therefore, 
most  storage  facilities  should  be  readily  avail- 
able so  that  continuous  up-dating  and  re- 
placement can  be  practicable. 

Medical  Education  for  National  Defense 

SUSD  School  of  Medicine 


(Continued  from  Page  17) 

We  challenge  them  to  prove  with  accurate  facts 
that  the  average  oldster  in  the  United  States  is 
sick  and  destitute  as  they  now  infer. 

We  challenge  them  to  prove  to  our  people  that 
the  American  way  of  life  is  dependency  on  govern- 
mental dole  rather  than  individual  initiative. 

We  challenge  them  to  come  up  with  a reason 
why  people  who  have  saved  money  for  their  old 
age  should  be  told  by  “Big  Government”  that  their 
savings  should  not  have  to  be  touched  for  their 
nursing  home  care. 

These  five  challenges  could  be  increased  to  fifty 
if  we  wish  to  cover  the  entire  area  of  health  and 
welfare  of  the  aged,  but  it  suffices  to  indicate  that 
proof  of  need  has  not  been  adequately  documented. 
Individual  illustrations  of  hardships  are  easy  to 
find,  but  are  we  to  condemn  the  complete  system 
of  individual  initiative  that  made  our  counrty  great 
bceause  a few  individuals  don’t  have  the  initiative 
or  the  “breaks”  to  make  the  grade? 

Until  final  proof  is  available  to  answer  these 
challenges,  the  South  Dakota  State  Medical  Asso- 
ciation respectfully  submits  that  the  problems 
must  be  solved  where  they  exist,  not  by  govern- 
ment fiat  or  country-wide  program  styled  by 
nations  whose  growth  has  been  retarded  because 
government  has  reduced  living  standards  to  a 
common  denominator  of  mediocrity. 

Prepared  for  presentation  at  Minneapolis 

December  4,  1961,  by 

John  C.  Foster,  Executive  Secretary, 

South  Dakota  State  Medical  Association 
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Now  and  then  I hear  of  misunderstanding  concerning  the  medical  educational  funds  to 
which  physicians  are  asked  to  contribute. 

Actually,  there  are  only  two  major  funds  that  you  are  asked  to  contribute  to  each  year  in 
South  Dakota. 

The  first  of  these  is  the  American  Medical  Education  Foundation,  commonly  referred  to 
as  AMEF,  which  is  operated  at  the  national  level  by  the  American  Medical  Association.  Until 
this  year,  four  mailings  went  to  physicians  in  the  fall,  asking  them  to  contribute  to  the  AMEF, 
these  mailings  coming  from  our  own  State  office  and  the  contributions  being  made  to  that 
State  office.  Starting  this  fall,  the  American  Medical  Association  made  a general  mailing  to  all 
doctors  in  the  United  States.  So  after  one  mailing  from  our  own  office,  we  have  discon- 
tinued such  mailing.  However,  contributions  to  AMEF  are  still  accepted  at  the  State  office 
and  are  given  proper  credit  in  the  national  campaign  and  are  forwarded  to  that  organization. 

The  older  and  even  more  active  fund  is  the  South  Dakota  Medical  School  Endowment 
Fund,  which  was  started  some  13  or  14  years  ago  to  assist  medical  education  in  South  Dakota. 
This  fund  is  used  as  a loan  fund  for  students,  and  physicians  have  been  asked  in  the  past  to 
contribute  to  this  based  on  $1.00  for  each  year  they  have  been  in  practice  in  the  State.  The 
monies  brought  into  this  fund  have  been  used  for  student  loans.  At  the  present  time  this  fund 
has  $18,510.00  out  in  loans. 

A third  fund  that  physicians  contribute  to  indirectly,  through  their  dues,  is  the  South  Da- 
kota Benevolent  Fund.  This  fund  was  created  to  aid  physicians  who  were  in  need  of  financial 
help  in  their  later  years,  but  has  been  used  mainly  as  a loan  fund.  This  fund  has  loaned  out 
to  medical  students  a total  of  $4,700.00.  If  you  have  any  questions  on  these  fund  drives  or  funds, 
I urge  you  to  contact  our  Executive  Office. 

C.  J.  McDonald,  M.D. 

President 
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POLIO  VACCINE 

Spectrum,  Volume  9,  Number  3,  the  sum- 
mer issue,  published  by  Pfizer  Laboratories, 
gives  some  worth-while  information  in  re- 
gard to  oral  polio  vaccine:  “Even  though  the 
oral  live-virus  vaccine  offers  certain  advan- 
tages over  the  Salk  killed-virus  vaccine,  it 
must  be  remembered  that  until  Type  II  and 
III  are  available,  only  a complete  series  of 
Salk  vaccinations  can  confer  immunity 
against  all  three  types  of  polioviruses.  The 
Public  Health  Service  has,  therefore,  made 
the  following  recommendations  for  the  use 
of  Type  I (Sabin)  vaccine: 

1.  If  your  community  is  threatened  by  an 
epidemic  outbreak  of  Type  I polio- 
myelitis, an  intensive  community-wide 
vaccination  campaign  should  be  carried 
out  to  give  oral  Type  I vaccine  to  all 
persons  under  50  years  of  age. 

1.  If  there  is  no  such  threat,  physicians  may 
choose  on  an  individual  basis  to  give 
Type  I vaccine  as  a routine  procedure. 
To  confer  immunity  against  Type  II  and 
Type  III  polioviruses,  the  full  series  of 
Salk  vaccination  should  be  given.” 

At  the  1961  Annual  meeting  of  the  AM  A in 
New  York,  a half  hour  16mm  sound  film  on 
live,  oral  poliovirus  vaccine  was  shown.  This 
presents  detailed  information  on  the  develop- 
ment, manufacture,  testing,  immunization 
properties  and  methods  of  clinical  use  of  the 
new  vaccine.  This  would  be  a good  film  for 
showing  to  State  Medical  Societies,  hospital 
staffs,  medical  schools,  public  health  groups 
and  medical  specialty  organizations.  Address 
film  request  to  Pfizer  Film  Library,  267  West 
25th  Street,  New  York  1,  N.  Y. 


The  report  of  the  first  community-wide  use 
of  the  attenuated,  oral  poliovirus  vaccine, 
which  was  carried  out  in  Cincinnati,  is  re- 
ported in  the  American  Diseases  of  Children, 
Volume  101,  May  1961,  page  38.  This  is  en- 
titled “Community-Wide  Use  of  Oral  Polio- 
virus Vaccine”  by  Albert  S.  Sabin  et  al.  Dur- 
ing the  spring  of  1960  Type  I oral,  attenuated 
poliovirus  vaccine  was  given  within  a short 
period  of  time  to  181,784  persons  in  Cincinnati 
and  adjacent  Hamilton  County;  67,634  pre- 
school children;  111,127  school  children  and 
3,023  adults.  They  were  given  Type  H and 
HI  vaccine  at  monthly  intervals  from  May  to 
January  of  1961.  There  were  no  untoward 
reactions  to  the  vaccine,  and  with  the  excep- 
tion of  one  imported  case  in  September,  there 
were  no  cases  of  poliomyelitis  during  the  year 
in  the  entire  area  with  a total  population  of 
942,000.  According  to  Dr.  Sabin  the  results 
of  the  Cincinnati  field  trials,  together  with 
those  obtained  from  Central  and  Eastern 
European  countries,  indicate  that  in  oral 
poliomyelitis  vaccine  the  complete  elimina- 
tion of  poliomyelitis  can  now  be  attempted. 

An  excellent  source  of  information  about 
poliovirus  vaccines  by  outstanding  world 
authorities  is  found  in  the  report  of  the 
Fifth  International  Poliomyelitis  Congress 
held  in  Copenhagen,  Denmark  July  26-28, 
1960,  published  by  Lippincott.  This  includes 
virology;  poliovirus  vaccines  including  both 
inactivated  and  attenuated  virus  vaccine.  The 
reports  include  experience  with  vaccines  in 
the  Soviet  Union,  Sweden,  Norway,  Czecho- 
slovakia, Canada,  Mexico  and  the  Americas. 

Esther  Howard 

Medical  Librarian 
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Pop's  Proverbs 

Don’t  forget  that  a sick 
person  reacts  emotionally 
in  a way  that  might  be  en- 
tirely foreign  to  his  nor- 
mal. Don’t  presume  un- 
duly on  that  reaction. 


NEWS  NOTES 

Robert  E.  Van  Demark, 
M.D.,  attended  a meeting  of 
the  American  Academy  of 
Cerebral  Palsy  in  St.  Louis, 

November  9th  through  11th. 

* * 

Myron  E.  Fahrenwald, 
M.D.,  recently  established 
office  hours  at  the  Commun- 
ity Hospital  building  in 
Conde,  South  Dakota. 

t * * 

Macedonia,  Ohio,  is  the 
new  home  of  Oskars  Zeidaks, 
M.D.  Dr.  Zeidaks  had  been 
in  practice  in  the  Waubay 
community  for  the  past  five 
years. 

* * 

The  American  College  of 
Legal  Medicine  has  been 
formed  and  is  located  at 
1003  Medical  Tower,  Phila- 
delphia 3,  Pennsylvania. 


The  organization  was 
formed  to  study,  promote, 
and  advance  the  field  of 
legal  medicine  and  medical 
jurisprudence,  and  to  co- 
operate with  other  agencies 
on  these  subjects. 

*  *  * * 

The  Seventh  District  Med- 
ical Society  met  at  Cactus 
Heights  Country  Club  De- 
cember 5th  to  hear  a discus- 
sion of  “Dental  Health  and 
Adequate  Fluoride  Intake” 
by  W.  D.  Armstrong,  M.D., 
of  the  University  of  Min- 
nesota. New  officers  were 
also  elected  for  the  coming 
year. 

* * 

Courtney  Anderson,  M.D., 

Canton,  recently  attended 
the  “Health  Aspects  of  a 
Civil  Defense  Emergency” 
seminar  in  San  Francisco.  He 
attended  the  meeting  as 
chairman  of  the  South  Da- 
kota Medical  Association’s 
disaster  committee.  In  ad- 
dition to  the  discussion  ses- 
sions, the  group  set  up  a 
portable  200-bed  hospital 
such  as  would  be  used  in  an 
emergency. 


Dr.  Warren  S.  Peiper  of 
Michell  has  been  named  to 
the  state  medical  panel  by 
Governor  Archie  Gubbrud. 
Other  members  of  the  panel 
are  Dr.  M.  M.  Morrissey  of 
Pierre  and  Dr.  Wallace 
Arneson  of  Sioux  Falls. 


SENATE  COMMITTEE 
DISCUSSES  MEDICAL 
CARE 

The  Sub -Committee  on 
Aging  of  the  United  States 
Senate  met  in  Minneapolis 
November  4,  purportedly  to 
discuss  problems  of  nursing 
homes  for  the  elderly.  Ac- 
tually, the  presentation  was 
more  of  a “road  show”  to 
have  people  favoring  King- 
Anderson  legislation  appear 
and  tell  their  troubles  to  the 
world.  The  South  Dakota 
State  Medical  Association 
made  a statement  at  the 
morning  session  aimed  at 
nursing  homes  and  aimed  at 
social  programs  in  general 
which  is  printed  elsewhere 
in  this  Journal.  Executive 
Secretary  Foster  made  the 
presentation  and  was  put  on 
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the  program  on  very  short 
notice.  He  received  approval 
only  the  day  before  the 
meeting  to  appear. 


COMING 

MEETINGS 

February  7-9,  1962  — The 
Sixth  Illinois  Congress  for 
Maternal  and  Infant  Health 
will  be  held  in  Springfield, 
Illinois,  at  the  St.  Nicholas 
Hotel.  For  further  informa- 
tion, contact  Mrs.  Patricia 
Dorr,  116  South  Michigan 
Avenue,  Chicago  3,  Illinois. 

* * j5« 

February  8-10 — New  York 
University  Medical  Center  in 
conjunction  with  the  Amer- 
ican Society  for  the  Study  of 
Sterility  will  present  a sym- 
posium on  infertility.  Details 
and  applications  may  be  ob- 


tained from  the  office  of  the 
Associate  Dean,  New  York 
University  Post-Graduate 
Medical  School,  550  First 
Avenue,  New  York  16,  New 
York. 

* * * 

February  27-28,  1962  --  A 
symposium  will  be  sponsored 
by  the  Heart  Association  of 
Southeastern  Pennsylvania 
at  the  Sheraton  Hotel  in 
Philadelphia.  The  topic  of 
the  symposium  will  be  “The 
Application  of  Computers  in 
Cardiovascular  Disease.”  For 
programs  and  reservations 
contact:  H.  Donald  Burr, 
Program  Director;  Heart  As- 
sociation of  Southeastern 
Pennsylvania,  318  South  19th 
Street,  Philadelphia  3,  Pa. 

* * * 

April  1-6,  1962  — American 
College  of  Allergists  Grad- 


uate Instructional  Course 
and  Eighteenth  Annual  Con- 
gress, Hotel  Radisson,  Min- 
neapolis, Minnesota.  For 
further  information,  write  to: 
John  D.  Gillaspie,  M.D., 
Treasurer,  2141  14th  Street, 
Boulder,  Colorado. 

s=  * * 

January  23-25,  1962 — Post- 
graduate course  entitled 
“Obstetric  Problems  in  Pri- 
vate Practice”  at  the  Medical 
College  of  Georgia.  Each 
course  is  acceptable  for  18 
hours  of  credit  by  the  Amer- 
ican Academy  of  General 
Practice.  Registration  is 
limited,  and  the  fee  is  $50.00. 
Application  may  be  made  by 
contacting  Dr.  Claude-Starr 
Wright,  Director,  Depart- 
ment of  Continuing  Educa- 
tion, Medical  College  of 
Georgia,  Augusta,  Georgia. 


EXAMINATIONS  — AMERICAN  BOARD 

OF  OBSTETRICS  AND  GYNECOLOGY 

The  next  scheduled  examinations  (Part  II), 
oral  and  clinical,  for  all  candidates,  will  be 
conducted  at  the  Edgewater  Beach  Hotel, 
Chicago,  Illinois,  by  the  entire  Board  from 
April  9th  through  14th,  1962.  Formal  notice 
of  the  exact  time  of  each  candidate’s  exam- 
ination will  be  sent  him  in  advance  of  the 
examination  dates. 

Candidates  participating  in  the  Part  I Ex- 
amination will  be  notified  of  their  eligibility 
for  the  Part  II  Examinations  as  soon  as  pos- 
sible. 

Current  Bulletins  of  the  American  Board 
of  Obstetrics  and  Gynecology  outlining  the 
requirements  for  application,  may  be  ob- 
tained by  writing  to  the  Secretary:  Robert  L. 
Faulkner,  M.D.,  2105  Adelbert  Road,  Cleve- 
land 6,  Ohio. 
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PATENTS  AND  THE  CONQUEST 
OF  DISEASE* 
by 

John  T.  Connor** 


It  has  been  apparent  for  some  years  now 
that  the  ability  of  a free  society  to  maintain 
a high  rate  of  discovery  in  relation  to  that  of 
the  Soviet  Union  will  largely  determine  the 
future  complexion  of  history.  It  is  therefore 
appropriate,  it  seems  to  me,  that  the  National 
Research  Council  of  the  National  Academy  of 
Sciences  should  make  a fresh  examination  of 
the  contribution  being  made  to  our  rate  of 
discovery  by  the  American  patent  system. 
It  is  a privilege  to  be  asked  to  contribute  to 
this  examination. 

Since  the  days  when  Robert  Fulton  got  a 
patent  on  his  steamboat,  the  environment  of 
invention  has  shifted  radically.  Its  modern 
home  is  the  U.  S.  corporation,  in  whose  lab- 
oratories roughly  $10  billion  will  be  spent  this 
year.  This  is  about  70%  of  the  nation’s  total 
outlay  for  research  and  development.  Phar- 
maceutical companies  are  spending  well  over 
$200  million  of  this,  or  better  than  9 cents 
out  of  every  dollar  they  take  in.  This  is  a 
higher  percentage  of  its  own  money  devoted 
to  R & D than  you  will  find  in  any  other  in- 


*  Address  delivered  at  the  Symposium  on  the 
Effect  of  Patents  on  Research,  National  Research 
Council,  National  Academy  of  Sciences,  Wash- 
ington, D.  C.,  June  14,  1961. 

**President  of  Merck  & Co.,  Inc. 


dustry.  The  relation  of  patents  to  the  rate 
of  discovery  of  new  drugs  is  therefore  most 
pertinent  to  the  subject  you  are  examining. 

First,  let  me  say  that  no  drugs  were  ever 
discovered  in  our  laboratories  just  because 
they  could  be  patented.  Businessmen  do  not 
find  them;  the  search  is  conducted  by  scien- 
tists who  are  motivated  by  a desire  to  pene- 
trate the  unknown  and  to  conquer  disease. 
The  businessman’s  job  is  the  organization  of 
this  search;  our  incentive  is  the  reward  the 
American  people  give  to  those  who  make 
significant  contributions  to  progress. 

The  partnership  between  the  quest  for 
scientific  knowledge  on  the  one  hand  and  the 
drive  for  financial  success  on  the  other  is  one 
of  the  most  powerful  combinations  developed 
by  our  free  society.  It  has  not  only  brought 
about  the  chemical  revolution  in  medicine,  it 
has  transferred  the  work  of  our  world  from 
man  to  machine,  powered  our  economic 
growth  and  built  a mighty  shield  for  the  re- 
public. 

Case  History 

To  show  how  this  partnership  works  in  my 
industry,  I shall  use  the  case  history  of  the 
most  important  compound  our  company  has 
discovered  since  we  introduced  vitamin  B12 
and  cortisone.  After  telling  the  story  of  its 
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development  briefly,  I shall  then  attempt  to 
isolate  the  role  that  patents  played. 

The  drug  I have  chosen  is  chlorothiazide, 
which  I shall  refer  to  by  our  trademark, 
Diuril.  Diuril  was  chemistry’s  major  contri- 
bution to  medicine  in  1958.  It  has  saved 
countless  lives.  It  is  the  first  really  safe  and 
effective  drug  physicians  have  had  for  the 
treatment  of  edema,  an  often  fatal  condition 
associated  with  heart  failure  and  other 
diseases.  The  victims  of  edema  are  unable  to 
excrete  fluids  efficiently  through  the  kidneys 
and  literally  become  waterlogged.  Diuril  has 
also  revolutionized  the  treatment  of  high 
blood  pressure.  Three  or  four  million  Amer- 
icans are  benefiting  today  from  this  discovery 
and  from  the  new  class  of  compounds  that 
followed  on  its  heels. 

The  Diuril  story  goes  back  to  1943  when 
our  laboratory  people,  concerned  because  the 
treatment  of  certain  diseases  was  being  held 
back  for  lack  of  fundamental  knowledge 
about  the  human  kidney,  launched  a basic 
research  project  known  as  the  Renal  Pro- 
gram. During  the  following  fifteen  years,  the 
Renal  Program  discovered  two  medically  sig- 
nificant drugs  and  added  several  striking  new 
concepts  to  the  theory  and  teaching  of  kidney 
physiology. 

To  direct  the  program,  our  research  direc- 
tors chose  Dr.  Karl  H.  Beyer,  a young  physio- 
logist, and  Dr.  James  M.  Sprague,  an  organic 
chemist  renowned  for  his  discoveries  in  the 
field  of  sulfa  drugs.  Beyer  and  Sprague  first 
tackled  the  problem  of  the  excess  excretion 
of  penicillin,  which  went  out  through  the 
kidneys  so  fast  that  four-fifths  of  it  never 
reached  the  site  of  infection.  In  1943  penicillin 
was  so  scarce  that  its  waste  could  be  counted 
in  human  lives. 

Two  Failures 

Within  a year,  the  Renal  Program  had 
proved  for  the  first  time  in  medical  history 
that  a chemical  compound  could  prevent  the 
excretion  of  a single  substance  without  block- 
ing the  excretion  of  everything  else.  Un- 
fortunately, the  compound,  PAH,  was  too  in- 
efficient to  be  useful  in  blocking  penicillin. 

It  took  three  more  years  to  find  a better 
one  — carinamide  — but  this  turned  out  to 
be  the  second  big  failure.  In  the  process  of 
discovering  it,  though,  the  Renal  Team  de- 
veloped an  unorthodox  theory  which  is  too 


lengthy  to  explain  here,  even  if  I had  the 
technical  competence,  but  it  opened  up  new 
horizons  for  renal  physiology  and  thera- 
peutics. 

Finally,  in  1951  — almost  eight  years  after 
the  Renal  Program  began  — we  reached  a 
drug  that  would  do  the  job,  our  compound 
Benemid.  But  Benemid  was  born  too  late. 
Penicillin,  by  then,  was  both  plentiful  and 
cheap  and  medicine  could  easily  afford  to 
waste  it.  So  Benemid  became  a remedy  in 
search  of  a condition  to  relieve.  One  of  the 
conditions  that  needed  relief,  I might  add, 
was  the  company  exchequer  out  of  which  the 
eight  years  of  commercially  fruitless  research 
had  been  paid. 

Fortunately  for  both  medicine  and  the  ex- 
chequer, a chance  observation  led  to  the  dis- 
covery that  Benemid  increased  the  excretion 
of  uric  acid,  the  principal  villain  in  gout.  As 
a result,  for  the  past  ten  years  thousands  of 
victims  of  this  chronic,  incurable  disease  have 
been  beholden  to  this  drug  for  saving  them 
from  the  most  severe  effects  of  gout,  includ- 
ing excruciating  pain.  Benemid,  which  was 
patented,  helped  finance  the  Renal  Program 
through  to  its  final  achievement. 

New  Objeclive:  Heart  Disease 

When  the  passage  of  time  killed  the  useful- 
ness of  the  penicillin  project,  the  Renal  Pro- 
gram chose  as  its  next  objective  the  discovery 
of  a diuretic  that  would  remove  sodium 
chloride  from  the  body  and  draw  out  with  it 
the  excess  water  associated  with  edema.  This 
was  considered  at  the  time  to  be  theoretically 
impossible,  but  by  then  the  Renal  Team  felt 
they  had  accumulated  enough  fundamental 
knowledge  about  the  kidney  to  find  a way. 
It  took  them  four  more  years  and  one  more 
spectacular  and  costly  failure  to  do  it  plus 
two  more  years  of  animal  and  human  testing 
to  be  sure  they  had  reached  their  objective. 
When  they  reached  it,  it  was  Diuril,  which 
not  only  proved  to  be  the  first  safe  and  ef- 
fective diuretic  in  medical  history,  but  it  bore 
out  the  Renal  Team’s  theory  that  a compound 
that  would  increase  the  excretion  of  salt 
would  also  lower  blood  pressure. 

Now,  let  us  try  to  isolate  the  role  that 
patents  played  in  this  research.  We  can  do 
this  by  seeing  whether  the  major  decisions 
made  during  the  course  of  the  Renal  Program 
would  have  been  different  had  the  patent  sys- 
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tem  not  been  in  existence  when  these  de- 
cisions were  made. 

Major  decision  No.  1 was  to  launch  the 
Renal  Program  in  the  first  place.  In  the  ab- 
sence of  the  patent  system,  such  a basic  re- 
search program  on  the  human  kidney  would 
have  been  economically  unsupportable.  Let 
me  explain  why.  The  normal  function  of  an 
industrial  laboratory  is  applied  research  and 
development.  The  amount  of  the  financial 
commitment  is  within  predictable  limits. 
Basic  research,  on  the  other  hand,  is  a cor- 
porate luxury. 

When  you  are  searching  for  the  unknown, 
you  are  — by  definition  — paying  an  un- 
known price  for  an  unknown  result.  About  99 
times  out  of  100  the  cost  turns  out  to  be  high 
and  the  result  turns  out  to  be  zero.  During 
World  War  II,  for  instance,  Merck  dumped 
the  equivalent  of  $2  million  in  1961  dollars 
into  an  effort  to  synthesize  penicillin.  We 
won  praise  from  the  scientific  community 
for  our  contributions  to  knowledge.  But  we 
ended  up  with  nothing  we  could  sell.  As  a 
double  punishment  for  failure  we  also  lost 
our  once  commanding  position  in  the  penicil- 
lin market  to  competitors  who  had  followed 
the  more  predictable  applied  research  route 
of  large-scale  fermentation. 

The  kind  of  basic  research  that  produced 
such  historic  contributions  to  medicine  as 
cortisone,  Diuril  and  the  vitamins  Be  and  B12 
— all  of  which  were  born  in  a Merck  labora- 
tory — is  possible  only  if  the  potential  reward 
is  commensurate  with  the  risk.  The  patent 
system  was  established  to  provide  just  such 
a reward  and  encourage  just  such  a risk.  In 
the  absence  of  the  patent  system,  physicians 
would  still  be  helpless  in  the  face  of  many  — 
if  not  most  — of  the  disease  conditions  these 
drugs  alleviate.  The  basic  research  that 
brought  them  into  being  would  not  have  been 
undertaken. 

Research  Without  Patents 

Let  us  now  return  to  the  Renal  Program. 
Without  the  protection  of  the  patent  system, 
our  laboratories  might  still  have  tackled  the 
immediate  research  problem  of  finding  a sub- 
stance that  would  inhibit  the  excretion  of 
penicillin.  But  for  how  long?  Perhaps  the 
project  might  have  survived  failure  No.  1 — 
PAH,  which  took  a year.  But  it  is  clear  that 
the  Renal  Team  would  not  have  been  sup- 
ported for  four  years  through  failure  No.  2 — 


carinamide.  Well  before  then  they  would 
have  folded  their  tent  and  moved  on  to  a 
more  commercially  promising  line  of  inquiry. 

What  would  have  been  lost?  First,  Benemid 
would  not  have  been  discovered  in  1951.  Since 
nothing  comparable  has  turned  up  in  the 
past  ten  years,  we  can  assume  that  scores  of 
thousands  of  sufferers  from  gout  would  have 
paid  for  this  slowdown  in  the  rate  of  dis- 
covery with  a decade  of  frequent  physical 
torture. 

Second,  Diuril  would  not  have  been  born 
in  1958.  No  one  knows  how  long  the  three  or 
four  million  victims  of  edema  and  hyperten- 
sion who  have  benefited  from  its  discovery 
would  still  have  to  wait  for  the  new  lease 
on  life  brought  them  by  this  drug  and  its 
analogues. 

Third,  renal  physiology  and  therapeutics 
would  have  lost  the  significant  scientific 
papers  contributed  by  Beyer,  Sprague  and 
others  throughout  the  whole  fifteen  years  of 
the  Renal  Program.  Without  the  protection 
of  patents,  corporate  research  would  have  to 
be  conducted  in  secrecy.  One  of  the  most 
valuable  effects  of  the  patent  system  is  that 
it  protects  disclosure  and  encourages  the 
sharing  of  newly  discovered  knowledge.  This 
has  been  very  evident  in  our  industry.  Merck 
scientists  in  one  recent  year  published  more 
basic  research  papers  than  those  working  for 
any  but  four  of  the  largest  corporations  in  the 
country  — General  Electric,  Bell  Telephone, 
Du  Pont  and  American  Cyanamid. 

Fourth,  the  Merck  Sharp  & Dohme  Re- 
search Laboratories  would  have  lost  the 
nourishing  income  produced  by  Benemid  and 
Diuril  since  past  discoveries  pay  for  future 
research.  How  many  of  the  one-thousand- 
plus  employees  in  our  research  laboratories 
would  still  be  there  if  the  patent  system  were 
abolished,  and  what  they  would  be  doing  with 
whatever  was  left  of  their  $20-odd  million 
budget,  I am  not  prepared  to  speculate. 

By  using  the  same  case  history  approach  I 
have  with  Diuril,  I could  cite  chapter  and 
verse  from  the  development  sagas  of  several 
sulfa  drugs,  streptomycin,  cortisone  and  the 
B vitamins.  The  facts  — all  taken  from 
Merck’s  records  — speak  the  same  conclusion: 
without  patents,  the  rate  of  significant  drug 
discovery  would  eventually  slow  down  to  its 
pace  in  the  Soviet  Union,  where  it  is  only 
slightly  ahead  of  the  snail. 
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The  Kefauver  Patent  Proposals 

It  is  not  just  an  academic  exercise  I have 
been  taking  you  through  in  the  past  few 
minutes.  It  is  on  the  verge  of  becoming  a 
reality.  Senator  Kefauver  right  now  is  trying 
to  drive  a bill  through  Congress  that  is  de- 
signed to  remove  both  the  encouragement 
and  the  protection  of  patents  from  the  search 
for  new  drugs. 

The  Senator’s  bill  would  do  this  through 
three  major  provisions.  First,  it  would  cut 
the  exclusive  right  to  a patent  down  from 
seventeen  years  to  three.  Second,  the  three 
years  would  start  running  not  from  the  date 
the  patent  is  issued  but  from  the  date  the 
new  drug  is  permitted  to  be  marketed  by  the 
Food  & Drug  Administration.  Third,  after 
three  years,  compulsory  licensing  would  force 
the  inventor  to  share  not  only  his  patent  but 
also  all  his  know-how  with  any  competitor 
willing  to  pay  a maximum  royalty  of  8%.  Let 
us  examine  these  provisions. 

The  three-year  limitation  would  reduce 
by  80%  the  period  when  a patent  is  protected. 
It  would  be  the  first  reduction  in  the  term  of 
a patent  since  1790,  when  Congress,  following 
the  mandate  written  into  the  Constitution, 
passed  the  original  patent  statute.  It  would 
also  be  the  first  time  a particular  industry 
had  been  singled  out  for  such  discrimination. 

The  provision  for  starting  the  three-year 
term  as  of  the  date  the  new  drug  is  marketed 
would,  for  all  practical  purposes,  complete 
the  process  of  wiping  out  the  protection  of 
patents.  This  is  because,  in  the  case  of  a high 
percentage  of  new  drugs,  patents  do  not  issue 
until  at  least  three  years  after  the  product 
is  put  on  the  market.  Patent  interference 
j suits  account  for  most  of  this  delay.  The 
I overburdened  machinery  of  the  Patent  Office 
! accounts  for  the  remainder. 

Compulsory  Licensing 

To  get  a complete  understanding  of  what 
the  patent  provisions  of  the  Kefauver  bill 
would  do  to  the  search  for  new  drugs,  we 
have  to  examine  the  effects  of  the  third  major 
proposal  — the  one  for  compulsory  licensing, 
which  requires  the  concurrent  surrender  of 
all  know-how.  A clear  picture  of  this  will 
emerge  from  another  look  at  the  case  history 
• of  Diuril. 

After  more  than  fifteen  years  of  research 
by  Merck  men  and  women  trained  in  twenty- 


five  different  specialties,  including  a year  of 
testing  the  new  compound  on  animals,  four- 
teen more  months  of  testing  it  on  patients  by 
1,000  clinical  physicians  in  this  and  eighteen 
foreign  countries  and  extensive  chemical 
engineering  development  to  learn  how  to 
manufacture  a safe  and  effective  product  on 
a mass  production  basis  • — after  all  this,  we 
launched  Diuril  on  the  market.  We  then 
spent  several  million  dollars  to  inform  phy- 
sicians about  the  drug’s  medicinal  properties 
— good  and  bad  — perfected  our  method  of 
manufacture,  and  invested  nearly  $10  million 
in  manufacturing  facilities  here  and  abroad 
to  satisfy  the  world-wide  demand. 

Three  years  after  we  had  introduced  Diuril 
on  the  market  Senator  Kefauver  would  have 
the  government  step  in  and  order  us  to  turn 
over  everything  we  had  learned  to  any  num- 
ber of  our  1,300  competitors  in  this  country 
and  — even  more  serious  — to  any  foreign 
producer  who  can  get  a license  to  sell  in  the 
U.  S. 

The  result  would  be  to  reward  us  for  our 
eighteen  years  of  work  and  a magnificent 
contribution  to  the  health  of  the  American 
people  by  literally  forcing  us  to  subsidize  our 
competitors  here  and  abroad.  These  “free- 
loaders” could  get  into  the  business  by  merely 
writing  a letter.  They  would  have  con- 
tributed nothing  to  the  research,  shared  none 
of  the  risks  and  paid  for  none  of  the  original 
costs.  Their  maximum  investment,  if  any, 
would  be  the  cost  of  duplicating  our  plant 
after  we  turned  over  our  blueprints  and  tech- 
nical data  to  them.  Most  of  those  “coattail 
riders”  would  not  make  any  investment  at 
all  but  would  merely  buy  the  drug — probably 
from  a low-cost  foreign  licensee  — in  bulk  for 
repackaging  and  sale  to  an  already  estab- 
lished market. 

This  is  a most  unusual  way  to  promote  pro- 
gress. The  Senator’s  proposal  is  that  those 
companies  that  do  research  subsidize  those 
that  do  none  so  that  the  imitators  can  sell 
below  the  costs  of  the  creators.  It  reminds' 
one  of  what  Voltaire  had  Candide  say  while 
observing  the  incentive  system  of  18th  cen- 
tury England.  The  British  had  just  hanged 
an  admiral.  “In  this  country,”  Candide  ex- 
plained, “it  is  found  good,  from  time  to  time, 
to  kill  one  admiral  in  order  to  encourage  the 
others.” 
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Prices  and  Competition 

The  author  of  the  Kefauver  bill  explains 
the  purpose  of  its  patent  provisions  rather 
differently.  They  are  designed,  he  says,  to 
lower  prices  by  increasing  competition.  He 
ignores  the  fact  that  prices  have  been  steadily 
falling  for  years  even  in  the  face  of  rising 
costs.  The  composite  index  for  all  drugs  sold 
by  Merck’s  ethical  pharmaceutical  division 
dropped  17%  from  1953  to  1960.  The  record 
of  the  entire  industry  shows  a decline  of  over 
7%  in  prices  charged  by  pharmaceutical 
manufacturers  to  their  customers  from  1949 
to  1959  — a time  when  nearly  all  other  prices 
went  up. 

If,  in  the  face  of  this  record,  he  still  thinks 
that  prices  are  too  high  — a conclusion  he  is 
fond  of  stating  but  has  never  proven  — why 
does  he  not  ask  Congress  directly  for  price 
control?  He  is  smart  enough  to  realize,  of 
course,  that  to  be  effective  price  control 
would  have  to  cover  not  just  the  manufac- 
turers but  the  thousands  of  local  retail  and 
wholesale  pharmacies,  hospitals  and  even  fees 
charged  by  doctors  for  drug  therapy.  Instead 
of  that  politically  unattractive  alternative, 
he  has  selected  the  route  of  tinkering  with 
patent  incentives,  thereby  risking  the  de- 
struction of  the  fiercest  and  most  socially  use- 
ful competition  in  the  industry,  which  is  the 
competition  between  laboratories.  By  rob- 
bing research  of  the  rewards  for  medically 
significant  discoveries,  the  Kefauver  bill 
would  not  increase  this  kind  of  competition. 
It  would  strangle  it  and  divert  the  creative 
energies  of  the  industry  into  the  advertising 
and  sale  of  the  status  quo. 

It  is  clear  from  the  record  that  the  effect 
of  patents  in  our  industry  has  been  to  foster 
research  competition  and  thus  increase  the 
rate  of  discovery  of  new  and  effective  drugs. 
Since  the  late  1930s  when  our  then  infant 
industry,  with  the  aid  of  patents,  started  to 
organize  research  for  the  war  against  disease, 
we  have  been  able  to  make  a contribution  to 
the  health  of  the  American  people  that  is 


comparable  to  what  technology  has  done  for 
their  wealth.  In  those  two  short  decades  the 
life  expectancy  of  our  population  has  risen 
by  10%  and  the  list  of  major  terror  diseases 
has  been  reduced,  mainly  through  the  inven- 
tion of  new  medicines,  to  a handful. 

Most  of  the  important  new  medicines  have 
not  come,  as  is  popularly  supposed,  from  the 
scientists  of  our  universities  or  government, 
or,  as  Senator  Kefauver  would  have  the  pub- 
lic believe,  from  abroad.  Of  the  top  twenty- 
five  therapeutically  most  useful  drugs  — that 
is,  those  most  frequently  prescribed  by  to- 
day’s physicians  — six  were  combinations 
and  therefore  of  mixed  parentage.  Of  the 
remaining  nineteen,  twelve  were  born  in  the 
laboratories  of  the  U.  S.  pharmaceutical  in- 
dustry. One  was  discovered  at  Yale  by  a 
researcher  working  under  a grant  from  an 
American  company.  The  remaining  six  came 
from  abroad  — one  of  them  from  Oxford  and 
the  rest  from  our  competitors  in  Germany, 
France  and  Austria. 

Partners  in  Discovery 

Aside  from  the  adverse  effects  on  the 
pharmaceutical  industry,  the  patent  pro- 
visions of  the  Kefauver  bill  are  contary  to 
the  public  interest.  By  destroying  the  patent 
incentive  for  research,  this  bill  could  well 
destroy  pharmaceutical  research  itself.  It 
would  reduce  the  great  creative  companies  in 
the  U.  S.  pharmaceutical  industry  to  the  level 
of  their  counterparts  in  the  Soviet  Union, 
which  merely  copy  what  others  have  in- 
vented. It  would  stop  in  midstream  many  of 
the  most  promising  inquiries  into  the  nature 
and  control  of  illness.  It  would  slow  down 
the  rate  of  new  drug  discovery  and  defer  our 
ultimate  victory  over  heart  disease,  cancer 
and  mental  illness.  By  doing  so  it  would  cost 
countless  American  lives. 

The  nation  is  on  the  road  toward  the  con- 
quest of  disease  through  research.  Our  hopes 
and  our  hearts  are  in  this  battle.  And  hope 
deferred,  as  Solomon  said,  maketh  the  heart 
sick. 
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REVISED  RULES  AND  REGULATIONS 
OF  THE  SOUTH  DAKOTA  STATE 
BOARD  OF  PHARMACY 


Recent  changes  that  have  been  effected  in 
the  Rules  and  Regulations  of  the  South  Da- 
kota Board  of  Pharmacy  are  here  given  under 
the  appropriate  section  headings. 

Under  Section  A — Registration  by 
Examinations 

4.  All  applicants  for  registration  by  exam- 
ination shall  be  examined  and  graded  under 
six  (6)  subject  headings  as  follows:  (1)  Phar- 
macy, (2)  Materia  Medica-Pharmacology,  (3) 
Chemistry,  (4)  Pharmaceutical  Mathematics, 
(5)  Toxicology-Jurisprudence  and  (6)  Prac- 
tical Examinations. 

5.  No  candidate  shall  be  examined  in  any 
subject  required  for  licensure  until  such  can- 
didate shall  have  completed  at  least  one  year 
of  practical  experience. 

6.  All  applicants  for  registration  by  exam- 
inations will  be  required  to  obtain  an  average 
grade  of  75  per  cent,  or  more,  with  a grade  of 
not  less  than  60  per  cent  in  any  one  subject, 
provided  that  such  applicant  must  obtain  a 
grade  of  75  per  cent,  or  more,  in  Practical 
Examinations  as  such  has  been  last  adopted 
and  approved  by  the  National  Association  of 
Boards  of  Pharmacy. 

7.  Candidates  who  have  appeared  before 
the  Board  for  examinations  and  have  received 
a grade  of  75  per  cent,  or  more,  in  two  or 
more  subjects,  will  be  excused  from  further 
examination  in  those  subjects  provided  that 
said  candidate  appears  before  the  Board  at 
a subsequent  examination  for  re-examination 


in  those  subjects  in  which  he  failed  to  receive 
the  required  grade  in  the  previous  examina- 
tion, and  if  a passing  grade  is  received,  the 
candidate  will  then  be  granted  his  certificate 
of  registration,  if  qualified  as  to  Board  regu- 
lations as  herein  stated.  The  examination  fee 
shall  be  paid  for  any  re-examination.  No 
certificate  of  assistant  registration  will  be 
issued. 

Under  Section  B — Pharmacy  Interne 
Certificates 

1.  Pharmacy  college  graduates  who  lack 
practical  experience  as  a qualification  for 
registration  by  examinations,  may  procure  an 
application  form  for  pharmacy  interne  cer- 
tificate upon  request  to  the  Secretary. 

2.  Before  any  unlicensed  pharmacy  college 
graduate  shall  take  charge  of  a pharmacy  in 
this  state  during  temporary  absence  of  the 
pharmacist  manager  thereof,  he  shall  apply 
for  pharmacy  interne  certificate  on  the  form 
supplied  by  the  Secretary.  His  pharmacist 
supervisor  shall  endorse  such  application  and 
agree  to  be  responsible  for  any  pharmacy 
service  performed  by  the  applicant  during 
the  period  for  which  the  certificate  may  be 
issued. 

3.  The  fee  for  a pharmacy  interne  cer- 
tificate shall  be  $5.00. 

4.  Every  pharmacy  interne  certificate  shall 
expire  on  the  day  when  the  holder  thereof  is 
admitted  to  licentiate  examinations. 

5.  A pharmacy  interne  shall  have  the  right 
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to  perform  pharmacy  services,  other  than  the 
filling  of  prescriptions,  during  the  temporary 
absence  from  the  pharmacy  of  a registered 
pharmacist. 

Under  Section  C — Practical  Experience 

2.  Any  person  after  enrollment  in  a college 
course  in  pharmacy,  who  desires  to  secure 
credit  for  practical  experience  as  qualifica- 
tion for  registration  as  licentiate,  who  is  em- 
ployed in  a pharmacy  where  physician’s  pres- 
criptions are  compounded  and  where  such 
employment  is  under  the  supervision  of  a 
regularly  licensed  pharmacist,  and  who  shall 
make  application  upon  a form  prescribed  by 
the  Board  and  when  accompanied  by  a fee  of 
one  dollar,  shall  be  granted  a certificate  as 
registered  apprentice. 

Under  Section  E — Restricted  Professional 
Practices 

(add  two  new  regulations  numbered 
“13”  and  “14”) 

13.  No  pharmacist  or  pharmacy  shall  solicit 
by  advertising  of  any  kind  the  sale  or  distri- 
bution of  drugs  by  prescription  by  any  mail 
order  plan  of  any  form.  The  mail  order  sale 
of  drugs  by  prescription  is  prohibited  when- 
ever such  sale  has  been  solicited  by  advertis- 
ing of  any  kind  by  any  person  or  persons. 

14.  No  pharmacist  or  pharmacy  shall  ad- 
vertise in  any  manner,  prices,  percentiles  of 
prices  or  discounts  for  prescriptions  and 
drugs  requiring  a prescription. 

Under  Section  K — Patent  and  Proprietary 
Medicines 

(end  regulation  numbered  “7”  with  sub- 
section “(e)”  and  add  regulations 
numbered  “8”,  “9”,  “10”  and  “11”.) 

8.  The  Board  of  Pharmacy  hereby  exempts 

from  regulated  display  and  regulated  sale  by 
pharmacists: 

(A)  Any  medicine  in  the  original  package 
intended  for  use  by  man  which  is  pre- 
pared or  compounded  in  proprietary 
form  and  advertised  directly  to  the 
public  for  self-medication  and  which 
medicine  is  neither  an  exempt-narcotic 
or  barbiturate  preparation;  and 

(B)  Any  medicine  in  the  original  package 
intended  for  veterinary  use  which  is 
prepared  or  compounded  in  proprie- 
tary form  and  which  medicine  is  not 
labeled; 

(1)  with  the  word  "Poison"  for  ship- 
ment in  interstate  commerce,  or 

(2)  with  directions  for  use  by  injection 


into  or  beneath  the  skin  or  into  the 
body  fluids  or  tissues  of  any  animal 
or  animals,  or 

(3)  with  directions  for  use  into  the 
udder  of  animals  from  which  milk 
is  obtained  for  human  consump- 
tion. 

9.  The  Board  of  Pharmacy  hereby  desig- 
nates for  unregulated  display  and  unreg- 
ulated sale  by  persons  other  than  pharmacists 
who  are  licensed  to  sell  patent  or  proprietary 
medicines  as  provided  in  SDC  27.1013,  all 
medicines  in  the  original  package  which  the 
Board  of  Pharmacy  has  exempted  from  reg- 
ulated display  and  regulated  sale  by  phar- 
macists. 

10.  Medicines  which  are  labeled  "Poison" 
and  any  medicines  the  name  of  which  con- 
tains as  a part  of  the  title  under  which  it  is 
marketed,  any  United  States  Pharmacopoeia 
or  National  Formulary  official  name  or 
synonym,  may  not  be  sold,  at  retail,  under  a 
license  to  sell  patent  and  proprietary  med- 
icines. 

11.  Licenses  may  be  revoked  if  the  law  is 
not  strictly  adhered  to. 

Restricted  Drug  Area 

At  the  1958  convention  of  the  South  Dakota 
Pharmaceutical  Association  held  in  Brook- 
ings, a resolution  was  unanimously  adopted 
which  reads  as  follows:  — "Be  It  Resolved, 
that  the  method  of  institution  of  the  proposed 
regulations  be  completely  governed  as  to 
when  and  how  by  the  Board  of  Pharmacy.” 

In  October  of  1958,  the  Board  adopted 
Anti- Self -Service  regulations  with  the  direc- 
tive that  the  restricted  drug  area  to  be  set  up 
in  every  pharmacy  in  the  state  need  not  in- 
clude an  actual  floor  area  as  contemplated  in 
the  anti-self-service  regulations,  but,  in  lieu 
thereof,  the  Board  ordered  that  every  open 
display  of  packaged  U.S.P.  and  N.F.  drugs 
must  be  so  designated  by  signs  furnished  by 
the  Board.  The  Board  ordered  that  sales  of 
packaged  U.S.P.  and  N.F.  drugs  must  not  be 
paid  for  and  delivered  at  an  unregulated 
check-out  counter  unless  they  had  been 
okayed  in  writing  by  the  pharmacist  in 
charge.  In  general,  medicines  that  are 
marketed  under  a trade  name  were  exempted 
from  regulated  display  and  regulated  sale  by 
pharmacists.  The  Board  ordered  that  such 
trade-named  medicines  should  not  be  dis- 
played along  with  packaged  U.S.P.  and  N.F. 
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drugs.  Pharmacist  managers  were  ordered  to 
set  up  their  restricted  drug  displays  before 
July  1,  1959.  Inspection  reports  indicate  that 
pharmacist-managers  are  now  complying, 
generally,  with  the  directives  issued  in  1958. 

On  October  8,  1961,  the  Board  amended  its 
regulation  exempting  certain  trade  named 
medicines  from  regulated  display  and  reg- 
ulated sale  by  pharmacists.  The  amended 
regulation  to  be  effective  on  and  after  Jan- 
uary 1,  1962  reads  as  follows: 

“The  Board  of  Pharmacy  hereby  exempts 
from  regulated  display  and  regulated  sale 
by  pharmacists;  (A)  Any  medicine  in  the 
original  package  intended  for  use  by  man 
which  is  prepared  or  compounded  in  pro- 
prietary form  and  advertised  directly  to 
the  public  for  self-medication  and  which 
medicine  is  neither  an  exempt-narcotic  or 
barbiturate  preparation;  and  (B)  Any  med- 
icine in  the  original  package  intended  for 
veterinary  use  which  is  prepared  or  com- 
pounded in  proprietary  form  and  which 
medicine  is  not  labeled:  (1)  with  the  word 
"Poison"  for  shipment  in  interstate  com- 
merce, or  (2)  with  directions  for  use  by  in- 
jection into  or  beneath  the  skin  or  into  the 
body  fluids  or  tissues  of  any  animal  or 
animals,  or  (3)  with  directions  for  use  into 
the  udder  of  animals  from  which  milk  is 
obtained  for  human  consumption.” 

The  Board  has  ordered  the  preparation  of 
an  alphabetical  list  of  all  U.S.P.  and  N.F. 
drugs  and  their  official  synonyms  which 
might  be  used  in  medicines  intended  for  over- 
the-counter  sale  to  the  general  public.  This 
printed  list  is  to  be  distributed  to  all  licensees 
including  pharmacies,  household  remedy 
registrants  and  patent  and  proprietary  med- 
icine licensees.  Whenever  any  medicine  in- 
tended for  over-the-counter  sale  to  the  gen- 
eral public  contains  as  a part  of  the  title 
under  which  it  is  marketed,  any  United 
States  Pharmacopoeia  or  National  Formulary 
official  name  or  synonym,  then  that  medicine 
must  be  displayed  exclusively  within  the 
restricted  drug  area  of  every  pharmacy  in 
the  state.  Such  medicines  may  not  be  sold,  at 
retail,  under  a patent  and  proprietary  med- 
icine license. 

Hereafter,  pharmacist  managers  may,  also, 
! display  patent  and  proprietary  medicines 
! such  as  “Anacin”  and  “Bromo-Seltzer”  within 


their  restricted  drug  areas  provided  verbal 
warning  against  danger  is  given  at  the  time 
of  sale.  A self-service  display  of  medicines 
exempted  from  regulated  display  and  reg- 
ulated sale  by  pharmacists  may,  also,  be 
maintained  outside  of  the  restricted  drug 
area.  Sales  from  such  display  may  be  made, 
by  anyone,  to  anyone,  at  anytime,  without 
warning  and  without  restriction. 

The  South  Dakota  Poisons  Law  requires 
the  registration  of  sale  and  the  signature  of 
the  buyer  for  most  articles  of  commerce 
which  are  labeled  with  the  word  "Poison"  for 
shipment  in  interstate  commerce.  Board 
regulations  prohibit  the  open  display  of  pack- 
aged poisons  within  an  unrestricted  floor  area 
where  general  merchandise  is  openly  dis- 
played or  offered  for  sale  by  methods  of  self- 
service  and  unregulated  check-out  counter. 
Packaged  poisons  must  therefore,  be  dis- 
played for  sale  only  within  the  restricted 
drug  area  of  a pharmacy  and  where  the 
poison  register  is  maintained. 

The  Board  of  Pharmacy  has  ordered  that 
on  or  before  March  1,  1962,  every  pharmacist 
conducting  a retail  pharmacy  in  this  state 
shall  designate  an  actual  floor  area  which  ad- 
joins the  prescription  department  as  the 
Restricted  Drug  Area  of  such  pharmacy  as 
contemplated  in  the  Board’s  Anti-Self-Service 
Regulations. 

The  size  of  this  actual  floor  area  and  its 
shape  may  be  determined  by  the  pharmacist 
manager.  Except  for  the  entrance  (or  en- 
trances), the  boundaries  of  the  Restricted 
Drug  Area  may  be  open  display  fixtures  serv- 
ing general  merchandise  from  the  outside  and 
restricted  items  from  the  inside.  A sign  over 
the  entrance  (or  entrances)  reading  "Restric- 
ted Drug  Area"  would  be  sufficient  identifica- 
tion to  the  public. 

It  is  recommended  that  a separate  cash 
register  be  maintained  within  the  Restricted 
Drug  Area  so  that  sales  may  be  completed  in 
their  entirety  within  the  area  by  or  under 
the  personal  supervision  of  a pharmacist  or 
pharmacy  interne.  The  Board  has  directed 
that  items  from  the  restricted  drug  area  may 
be  paid  for  and  delivered  at  a general  mer- 
chandise check-out  counter  only  when  they 
are  okayed  in  writing  by  the  pharmacist  or 
his  authorized  assistant,  who  has  waited  on 
the  customer  within  the  restricted  drug  area. 
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MEASLES 


Measles  continues  to  be  the  most  contagious 
disease  known  to  man.  In  terms  of  frequency, 
it  is  the  Number  1 childhood  disease. 

Although  classified  as  a “benign”  infection, 
the  fact  is  it  can  be  serious  and  even  give  rise 
to  fatal  complications. 

“Over  twice  as  many  children  die  each 

year  from  measles  complications  as  from 

poliomyelitis.” 

The  quotation  is  from  Dr.  Justin  M. 
Andrews,  of  the  National  Institutes  of  Health. 
Considering  the  relative  positions  of  polio  and 
measles  in  the  public  mind,  the  polka-dot 
illness  appears  to  be  no  joke. 

Just  About  Everyone 

1958  was  a bad  measles  year,  with  763,094 
cases  reported.  The  real  figure  probably  ex- 
ceeded 3,500,000  cases,  since  the  U.  S.  Public 
Health  Service  considers  that  only  a fifth  of 
the  actual  cases  are  reported,  and  that  event- 
ually 95%  or  more  of  the  population  contracts 
measles.  And  the  real  shocker  was  this:  there 
were  552  deaths  listed  officially  as  caused  by 
measles,  as  against  only  255  caused  by  polio. 

1959  was  lighter,  with  406,162  cases  reported 
(multiply  by  five)  and  385  deaths  from 
measles.  1960  produced  436,379  cases  of- 
ficially, and  410  deaths. 

The  fatalities  caused  by  measles  may  occur 
in  any  of  several  ways.  The  disease  makes 
the  patient  very  susceptible  to  complicating 
bacterial  infections,  particularly  those  pro- 
duced by  streptococci,  staphylococci,  pneu- 


mococci, and  H.  influenzae,  and  has  a 
worsening  effect  on  tuberculosis.  Pneumonia 
leads  as  the  cause  of  death,  but  there  is  also 
danger  of  encephalitis,  which  may  kill  or 
leave  behind  it  severe  damage  to  the  central 
nervous  system.  There  is  also  risk  of  middle- 
ear  infection,  which  could  lead  to  deafness. 
And  always  there  is  the  possibility  of  bron- 
chitis and  glandular  infection. 

Two  studies  of  children  showed  secondary 
bacterial  infections  in  15%  to  18%  of  cases, 
with  one  in  1,000  developing  encephalitis.  Of 
these,  approximately  one-third  died  or  were 
left  with  permanent  brain  damage. 

Signs  and  Symptoms 

Measles  is  caused  by  a virus  which  enters 
the  body  by  way  of  the  nose  and  throat,  being 
apparently  spread,  in  reverse,  by  sneezing 
and  coughing.  From  the  time  of  initial  ex- 
posure until  the  first  signs  appear,  there  is  an 
incubation  period  lasting  about  14  days.  Dur- 
ing this  period,  the  disease  is  not  contagious. 

The  first  signs  are  similar  to  those  of  a cold: 
running  nose,  sneezing,  coughing,  sore  throat, 
watering  of  the  eyes,  and  a rising  tempera- 
ture. There  may  be  some  inflammation  of  the 
eyelids,  and  the  eyes  are  sensitive  to  light. 
This  is  the  period  when  an  infected  child  can 
easily  spread  the  virus  to  others. 

Two  to  five  days  later,  with  the  patient’s 
temperature  climbing  to  101  or  103,  the 
characteristic  rash  appears.  It  may  be  noticed 
first  at  the  hairlines  on  face  and  neck,  from 
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where  it  spreads  within  24  to  48  hours  to  the 
rest  of  the  body.  Actually,  the  first  spots,  tiny 
white  papules  surrounded  by  an  inflamma- 
tory aureola,  can  be  seen  on  the  mucous  mem- 
branes of  the  mouth.  These  are  called  Kop- 
lik’s  spots,  after  Dr.  Henry  Koplik,  a New 
York  physician  who  first  called  attention  to 
their  significance  in  1896.  Identification  of 
Koplik’s  spots  is  considered  a positive  diag- 
nosis of  measles  and  usually  means  that  the 
skin  rash  will  follow  within  24  hours. 

Such  positive  diagnosis  is  important  in  the 
case  of  adults,  in  whom  the  presence  of 
measles  may  not  ordinarily  be  suspected.  The 
disease  is  most  dangerous  to  adults  and  to 
infants  under  the  age  of  five.  Mothers  who 
have  had  measles  bestow  immunity  on  their 
offspring  for  about  the  first  six  months  of 
their  lives;  after  that  small  children  are  high- 
ly susceptible.  Most  measles  deaths  occur  in 
the  first  year  of  life. 

In  certain  individuals  with  severe  illness, 
measles  may  go  undetected,  the  body  fail  to 
produce  the  usual  antibodies,  and  the  virus 
persists  for  long  periods  after  the  initial  infec- 
tion, as  a source  of  contagion  and  sickness. 

A Small  Villain 

Measles  is  so  widespread  that  it  almost  cer- 
tainly existed  in  ancient  times,  yet  the  first 
account  of  it  did  not  appear  until  the  writings 
of  Rhazes  in  the  10th  century.  By  the  Middle 
Ages  it  was  common  over  Europe  and  Asia 
and  was  confused  with,  or  associated  with, 
other  exanthemic  diseases  such  as  smallpox. 

By  the  16th  century,  physicians  were  dif- 
ferentiating it  from  the  other  eruptive 
diseases,  giving  it  the  Latin  name  morbilli. 
The  English  word  measles  was  a corruption 
of  the  Latin  miselli  (from  miser)  but  which 
referred  to  the  sores  of  leprosy,  another  con- 
fusion in  the  medieval  mind.  And  although 
measles  was  finally  distinguished  from  both 
leprosy  and  smallpox,  it  continued  to  be  con- 
fused with  scarlet  fever  until  the  end  of  the 
18th  century. 

Measles  came  to  America  with  the  colonists 
and  there  were  outbreaks  throughout  the  16th 
and  17th  centuries  in  many  parts  of  Spanish 
America.  In  1785  there  was  a severe  epidemic 
in  Ecuador,  with  more  than  2400  deaths  at 
Quito.  Among  the  French  and  Indians,  a 
minor  epidemic  was  reported  in  1635,  and  a 
severe  one  in  1687  at  Quebec. 

Boston  was  hit  in  1657  and  again  in  1687, 


the  latter  infection  possibly  having  been 
brought  in  from  Canada.  This  epidemic  pro- 
duced the  first  medical  document  printed  in 
the  American  colonies:  A Brief  Rule  to  Guide 
the  Common-People  of  New  England  How  to 
Order  Themselves  And  Theirs  In  The  Small- 
Pocks  Or  Measles,  by  Thomas  Thacher,  in 
which  he  continued  the  belief  that  the  two 
diseases  were  related. 

New  England  had  severe  epidemics  in  1713- 
1715,  with  150  deaths  at  Boston.  Connecticut 
had  a serious  epidemic  in  1740  and  the  other 
colonies  were  struck  at  intervals.  Noah  Web- 
ster reported  an  outbreak  in  Charlestown, 
North  Carolina,  in  1772,  in  which  “died  800  or 
900  children.” 

Since  one  attack  of  measles  produces  a 
permanent  immunity,  the  sparsely  populated 
American  colonies  had  fairly  long  respites 
between  epidemics  until  new  births  had  in- 
creased the  population  sufficiently  for  an- 
other crop  of  susceptibles  to  become  avail- 
able. By  the  end  of  the  colonial  period,  the 
settled  areas  of  America  were  well  seeded 
with  measles  virus.  From  then  on,  measles 
followed  the  tide  of  empire  westward  and  the 
pattern  of  epidemics  spread  through  Ken- 
tucky and  Ohio  with  the  pioneers. 

In  modern  times  the  epidemics  occur  at 
usual  intervals  of  three  to  four  years,  mostly 
in  the  springtime.  There  may  be  localized 
outbreaks  in  the  spring  of  off-years. 

During  World  War  II,  measles  was  some- 
thing of  a military  problem,  particularly  in 
countries  like  Iceland  and  Greenland  where 
large  numbers  of  troops  were  quartered  upon 
a population  highly  susceptible  to  the  virus. 
Similarly,  the  disease  has  been  very  severe 
in  Eskimos  as  it  reached  them. 

The  Searchers 

Attempts  to  control  measles  date  back  at 
least  to  1758  when  Francis  Home,  at  Edin- 
burgh, inoculated  12  children  with  blood 
from  measles  victims  in  the  hope  that  he 
could  induce  a mild  form  of  the  disease  which 
would  confer  immunity.  The  full  cases  of 
measles  which  developed  in  seven  of  the 
children  demonstrated  the  transmissibility 
of  the  disease,  but  offered  no  hope  that  an 
attenuated  form  could  be  induced  in  this  way. 
Hope  for  the  control  of  measles  was  meager 
until  the  beginning  of  the  20th  century. 

In  1911,  John  F.  Anderson  and  Joseph  Gold- 
berger  proved  that  measles  is  caused  by  a 
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filterable  virus.  In  1938,  Harry  Plotz  pub- 
lished his  report  on  the  successful  growing  of 
measles  virus  in  tissue  cultures  and  between 
1939  and  1943  the  virus  was  cultivated  in 
chick  embryos  by  Geoffrey  Rake  and  Morris 
Shaffer.  Attempts  to  create  a vaccine  from 
this  attenuated  strain  of  virus  were,  how- 
ever, unsuccessful. 

In  1954,  John  Enders  of  Harvard  (who  with 
Frederick  Robbins  and  Thomas  Weller  won 
the  Nobel  prize  that  year  for  the  artificial 
cultivation  of  polio  virus)  succeeded  with 
Thomas  Peebles  in  again  isolating  a strain 
of  measles  virus.  The  strain,  now  basic  for 
vaccine  work,  came  from  an  11-year-old 
measles  patient,  David  Edmonston  of  Beth- 
esda,  Maryland. 

The  Edmonston  strain  required  four  years 
of  exacting  labor  by  Enders  and  his  associates 
to  adapt  it  to  different  tissue  culture  sys- 
tems. M.  V.  Milovanovic  carried  adaptation 
of  the  Edmonston  strain  to  chick  embryos 
and  Samuel  Katz  and  his  co-workers  reported 
growing  the  strain  successfully  in  chick  em- 
bryo cells  cultivated  in  test  tubes.  This  at- 
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tenuated  strain  produced  a mild  disease  in 
humans. 

From  this  point,  the  quest  for  a practical 
vaccine  branched  off  into  a number  of 
parallel  pathways,  with  some  interesting  side 
excursions.  For  example,  it  was  found  that 
distemper,  a serious  disease  of  dogs,  is  caused 
by  a virus  closely  related  to  the  measles 
virus,  and  man  has  been  found  to  have  cir- 
culating antibodies  to  the  canine  agent.  How- 
ever, attempts  to  immunize  man  against 
measles  with  canine  distemper  vaccine  have 
thus  far  been  unsuccessful.  Research  is  con- 
tinuing on  this  interesting  interviral  relation- 
ship. 

By  the  latter  part  of  1961,  there  were  sev- 
eral potential  measles  vaccines  in  various 
stages  of  preparation.  Where  the  search  for 
a polio  vaccine  had  produced  first  a killed- 
virus  vaccine  (Salk)  and  then  a live  vaccine 
(Sabin),  measles  research  resulted  in  the  de- 
velopment of  both  killed  and  live  vaccines 
simultaneously. 

In  initial  clinical  studies  both  types  of  vac- 
cines have  demonstrated  their  effectiveness 
in  producing  antibodies  in  a high  percentage 
of  treated  individuals,  and  in  affording  pro- 
tection against  measles  for  those  individuals. 
In  addition,  both  vaccines  appear  to  be  safe. 
Extensive  clinical  studies  are  currently  in 
progress  but  it  already  appears  that  a m^ajor 
break-through  has  been  made  and  that  a vac- 
cine for  general  use  by  physicians  will  soon 
be  available. 
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Happy  New  Year!  I certainly  hope  it  will  be  a prosperous  one  too.  Whether  or  not  you 
are  in  the  habit  of  making  resolutions,  this  would  be  a good  time  to  review  your  operations 
and  decide  what  corrective  measures  are  needed. 

The  officers  of  your  state  and  national  organizations  are  in  the  process  of  either  formula- 
ting or  implementing  programs  in  an  effort  to  solve  the  many  problems  that  beset  the  pro- 
fession of  pharmacy.  This  year  the  NARD  will  endeavor  to  pass  some  important  legislation. 
The  Executive  Committee  of  your  State  Association  is  entering  into  talks  with  the  Veterinary 
Association  in  an  effort  to  formulate  a much  needed  legislative  program  for  1963. 

Your  support  will  be  essential  on  both  the  national  and  state  level  if  these  programs  are 
to  be  successful.  Renew  your  membership  in  the  Commercial  and  Legislative  Sections  of  the 
S.  D.  Pharmaceutical  Association  and  urge  your  fellow  pharmacists  to  do  the  same. 

Philip  E.  Case 
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NEW 

comprehensive 
digestant 
with  the 
most 
potent 
enzyme 
available 
for 

digestion  of 


— also  unsuriKissed  'potency  for  digestion  of  starch,  protein  and  cellulose 


- the  only  diffestant  with  Lipancreatin,*  proven  superior  to  Pancreatin  N.F. 

—the  only  digestant  with  fat-splitting  lipase  activity  12  times  as  great  as 
that  of  Pancreatin  N.F. 


When  the  que.stion  is  digestion  because  of  your  patient’s  inability  to  handle  fat,  starch,  protein 
or  cellulose,  you  can  provide  dependable  relief  with  Cotazym-B,  which  contains  the  essential 
pancreatic  enzymes  lipase,  trypsin  and  amylase,  plus  bile  salts  and  cellulase.  A daily  dose  of 
6 Cotazym-B  tablets  is  sufficient  to  emulsify  and  digest  50  Gm.  of  dietary  fat,  and  to  digest  all  of 
the  protein  and  starch  in  a typical  diet  (100  Gm.  protein,  250  Gm.  starch)  and  480  mg.  cellulose. 


Dosage:  1 or  2 tablets  with  water  just  before  each  meal. 


Supply:  Bottles  of  48  tablets. 


Write  for  samples  and  comprehensive  literature. 


’The  Significance  of  Lipancrcatin  (Pancreatic  Enzymes  Concentrated  ‘Organon’) 

A product  of  original  Organon  reseai’ch,  lipancreatin  provides  for  the  first  time  in  dificstayit  prc])arati07is  a 
knoini,  constant  amount  of  fat-digcstlng  Upase  in  addition  to  trypsin  and  amylase.  It  surpasses  in  assayable 
digestive  activity  all  presently  available  pancreatin  preparations. 
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APhA'S  RX  SAMPLE  STAND 

The  American  Pharmaceutical  Association 
has  received  complaints  that  some  patients 
are  receiving  drugs  on  which  attempts  have 
been  made  to  eliminate  the  stamped  or  im- 
printed word  “sample”  from  capsules,  tablets 
and  other  medication  units. 

Numerous  manufacturers  are  responding  to 
the  1959  APhA  resolution  urging  manufac- 
turers to  mark  sample  drugs  as  such  in  order 
to  avoid  misuse  of  these  articles.  Whether 
misuse  of  professional  samples  results  from 
objectionable  activity  by  commercial  re- 
packers or  by  pharmacists,  such  practices  are 
to  be  denounced. 

The  APhA  continues  to  defend  the  right  of 
pharmacists  to  possess  professional  samples 
for  use  in  accordance  with  good  pharmaceu- 
tical practice,  but  it  condemns  attempts  to 
eliminate  the  word  “sample”  or  similar  word- 
ing from  articles  bearing  this  imprint. 

Pharmacists  are  reminded  that  efforts  to 
remove  imprints  from  individual  capsules  or 
tablets  by  the  use  of  solvents  or  mechanical 
devices  involve  conditions  of  handling  which 
place  product  integrity  in  question  and  may 
result  in  product  adulteration. 

Whenever  it  becomes  necessary  for  a phar- 
macist to  dispense  professional  samples,  he 
has  an  obligation  to  explain  to  the  patient 
that  the  medication  bears  a “sample”  iden- 
tification. Should  the  pharmacist  elect  to 
make  a charge  for  his  professional  services 


rendered  in  dispensing  the  prescription,  he 
should  not  hesitate  to  discuss  this  point  with 
the  patient. 

As  stated  in  the  APhA  Code  of  Ethics:  “The 
Pharmacist  keeps  his  reputation  in  public 
esteem  by  continuously  giving  the  kind  of 
professional  service  that  earns  its  own  re- 
ward. He  does  not  engage  in  any  activity  or 
transaction  that  will  bring  discredit  or 
criticism  to  himself  or  to  his  profession. 

“The  pharmacist  will  expose  any  corrupt 
or  dishonest  conduct  of  any  member  of  his 
profession  which  comes  to  his  certain  knowl- 
edge, through  those  accredited  processes  pro- 
vided by  the  civil  laws  or  the  rules  and  reg- 
ulations of  pharmaceutical  organizations,  and 
he  will  aid  in  driving  the  unworthy  out  of 
the  calling.” 


FAIR  TRADE  NO.  I N.A.R.D.  OBJECTIVE 
FOR  1962 

“To  strive  with  aggressive  determination 
to  bring  about  the  enactment  of  the  Fair 
Competitive  Practices  Bill”  was  listed  by  the 
N.A.R.D.  executive  committee  as  its  No.  1 
objective  for  1962.  The  Committee,  meeting 
in  Chicago  November  15-17,  named  22  objec- 
tives for  the  current  year.  The  Committee’s 
press  release  on  its  meeting  also  stated: 

“Considerable  discussion  was  devoted  to 
a review  of  the  serious  problems  in  the  retail 
field  which  demand  solutions.  Further  studies 
will  focus  on  realistic  actions  needed  to 
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achieve  more  than  fragmentary  results  from 
efforts  to  bring  about  the  corrective  measures 
necessary  to  the  survival  of  the  independent 
retail  pharmacists.  The  Executive  Committee 
emphasized  that  nothing  would  be  left  un- 
done to  deal  with  the  desperate  adversities  in 
the  retail  drug  field.” 

Also,  it  was  agreed:  “it  is  important  for  the 
druggists  to  steer  clear  of  violations  since  the 
resultant  publicity  hurts  the  prestige  of  phar- 
macy everywhere  in  the  country.” 


ACA  WARNS  PUBLIC  AGAINST  BEING 
MISLED  BY  VITAMIN  PROMOTION 

An  insert  warning  the  public  to  beware 
of  being  misled  with  respect  to  vitamin 
product  promotion  is  being  made  available  to 
all  pharmacists  by  the  American  College  of 
Apothecaries  according  to  an  announcement 
by  A.C.A.  President  Wilkins  Harden. 

The  insert,  printed  in  two  colors,  quotes 
the  statement  made  by  Commissioner  Larrick 
of  the  Food  and  Drug  Administration  at  the 
recent  Congress  on  Medical  Quackery. 

“The  most  widespread  and  expensive  type 
of  quackery  in  the  United  States  today  is  the 


promotion  of  vitamin  products,  special  die- 
tary foods  and  food  supplements.  Millions  of 
consumers  are  being  misled  concerning  the 
need  for  such  products.” 

The  insert  then  goes  on  to  advise: 

“Before  you  purchase  any  such  products 
from  anyone,  consult  your  pharmacist  or 
physician  — they  are  the  only  ones  properly 
trained  to  advise  you  and  guide  you  in  all 
drug  and  vitamin  usage.” 

“In  making  these  available  it  is  hoped  that 
A.C.A.  is  performing  a service  to  the  phar- 
macist in  providing  him  with  some  assistance 
in  fulfilling  one  of  his  primary  roles,  namely 
that  of  advisor  and  guide  to  the  public  on  all 
drug  purchases,”  Harden  stated.  “New  gim- 
micks and  promotions  are  literally  sweeping 
the  country  and  the  prices  charged  are  far  in 
excess  to  the  costs  of  many  of  the  high  qual- 
ity vitamin  products  available  through  proper 
and  qualified  sources.” 

The  inserts  are  available  postpaid  at  $3.00 
per  thousand  from 

The  American  College  of  Apothecaries 
Hamilton  Court  Hotel 
39th  & Chestnut  Streets 
Philadelphia  4,  Penna. 


FDA  WARNS 
DISTRIBUTORS  OF 
NUTRI-BIO  PRODUCTS 

The  Food  and  Drug  Ad- 
ministration has  cautioned 
an  estimated  75,000  dis- 
tributors of  products  of  the 
Nutri-Bio  Corporation,  Bev- 
erly Hills,  California,  that 
the  legality  of  the  basic  sales 
promotion  materials  used  by 
the  parent  firm  has  been 
challenged  by  a November 
24  seizure  action  against 
Nutri-Bio  in  the  District  of 
Columbia. 

FDA  warned  the  Nutri- 
Bio  distributors  that  con- 
tinued use  of  Nutri-Bio  sales 


material  alleged  by  the  Gov- 
ernment to  be  false  and  mis- 
leading may  subject  them  to 
Federal  prosecution  and 
their  merchandise  subject  to 
seizure.  The  material  in- 
cludes the  Nutri-Bio  Gen- 
eral’s Manual,  Sales  Manual 
and  other  literature  fur- 
nished by  the  Corporation. 

FDA  said  it  was  making 
this  statement  because  a let- 
ter issued  on  November  27 
to  top-level  sales  personnel 
— called  “Generals”  and 
“Group  Coordinators”  — by 
the  company  erroneously 
states  that  the  D.  C.  seizure 
action  is  based  solely  on  the 
unauthorized  action  of  a 


local  distributor  and  in  no 
way  involves  the  parent 
company. 

The  FDA  case,  filed  in  the 
D.  C.  Federal  Court  on  No- 
vember 24  charged  that  four 
Nutri-Bio  food  supplements 
were  misbranded  by  false 
and  misleading  claims  for 
treating  and  preventing  a 
long  list  of  serious  disease 
conditions.  The  labeling 
material  containing  the  al- 
leged false  statements  in- 
cluded sales  manuals,  pro- 
gram kits,  testimonials,  rec- 
ords, filmstrips,  and  Nutri- 
Bio  newsletters  shipped  by 
the  Nutri-Bio  Corporation, 
Beverly  Hills,  California. 
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STATE  COLLEGE 
RECEIVES  HEALTH 
GRANTS 

The  third  part  of  a finan- 
cial grant  recently  given 
South  Dakota  State  College 
Pharmaceutical  Chemistry 
Department  brings  to  $115,- 
584  the  total  amount  furn- 
ished the  institution  since 
November  1956  for  various 
departmental  research 
studies. 

All  the  grants  were  made 
to  State  College  by  the  U.  S. 
Department  of  Health,  Edu- 
cation and  Welfare  for 
studies  concerned  with  the 
life  and  development  of 
plants,  animals  and  birds  in 
relation  to  the  health  of  hu- 
mans. 

The  most  recent  grant  to 
State  College  is  for  $14,467, 
which  is  part  of  the  original 
$42,653  given  to  the  school’s 
Pharmaceutical  Chemistry 
Department  in  August  1960 
for  the  study  of  body  protein 
in  relation  to  the  develop- 
ment of  tooth  decay. 

In  charge  of  the  three 
phases  of  the  dental  study  is 
Harold  S.  Bailey,  professor  of 
Pharmaceutical  chemistry 
and  director  of  dental-phar- 
macy research  at  State  Col- 
lege. 


The  first  part  of  the  three- 
phase,  dental  decay  research 
study  was  conducted  by  Dr. 
Bailey  and  assistants  from 
January  to  December  1960. 
The  second  part  of  the  study 
was  completed  Dec.  31. 

In  the  first  two  phases  of 
the  study  on  tooth  decay 
white  rats  were  treated  with 
various  chemicals  to  study 
the  relation  of  tooth  protein 
formation  to  the  develop- 
ment of  tooth  decay. 

“We  have  noted  a greater 
degree  of  tooth  decay,”  Dr. 
Bailey  said,  “in  the  approx- 
imately 300  rats  treated  with 
various  protein  producing 
chemicals  to  date  than  in  the 
tooth  decay  patterns  in  con- 
trol groups  of  rats  not  re- 
ceiving the  chemicals.” 

In  the  third  phase  of  the 
tooth  decay  study  at  State 
College  from  January  to  De- 
cember 1962  experimental 
rats  will  be  treated  with 
other  protein  forming  drugs 
to  attempt  to  discover  the  re- 
lationship of  the  organic  or 
inner  parts  of  teeth  to  tooth 
decay. 

Other  State  College  staff 
members  assisting  in  these 
experiments  are  Stanley  M. 
Shaw,  dental  pharmacy  re- 


search associate,  and  Dennis 
Hoogland,  dental  pharmacy 
research  assistant.  Shaw  will 
receive  his  doctor’s  degree  in 
radiation-biology  at  Purdue 
University,  Lafayette,  Ind., 
in  January. 

Other  grants  to  State  Col- 
lege by  the  Department  of 
Health,  Education  and  Wel- 
fare include:  $20,000,  breed- 
ing mutants  or  changes  in 
plants;  $2,295,  study  of  the 
causes  of  diabetes;  $28,750, 
research  on  biochemistry  of 
silicon;  $19,886,  dietary  prac- 
tices of  Indian  children,  and 
$2,000,  study  of  the  pheasant 
chick  ovary. 


PLANS  BEING  MADE 
FOR  FIRST  NATIONAL 
POISON  PREVENTION 
WEEK 

Representatives  of  21  pro- 
fessional, industrial,  and 
service  organizations  and 
Federal  agencies  met  at  the 
Statler-Hilton  Hotel  in 
Washington,  D.  C.,  on  No- 
vember 21  to  plan  for  the 
first  National  Poison  Preven- 
tion Week,  to  be  observed 
March  18-24,  1962. 

A recent  Act  of  Congress 
authorized  the  President  to 
designate  the  third  week  of 
March  each  year  as  National 
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Poison  Prevention  Week. 

The  meeting,  called  by  the 
National  Clearinghouse  for 
Poison  Control  Centers  of 
the  U.  S.  Public  Health  Serv- 
ice and  the  American  Phar- 
maceutical Association,  selec- 
ted children  under  five  years 
of  age  as  their  prime  target. 
Some  302,000  children  under 
five  suffer  accidental  poison- 
ing every  year. 

A steering  committee,  com- 
posed of  representatives  of 
the  two  host  organizations, 
the  National  Safety  Council, 
the  Food  and  Drug  Adminis- 
tration, and  the  American 
Academy  of  Pediatrics,  will 
coordinate  activities  for  1962 
and  generate  plans  for  an 
even  broader  campaign  in 
1963. 

Honorary  Chairman  of  the 
steering  committee  is  Homer 
A.  George,  a practicing  phar- 
macist of  Cape  Girardeau, 
Missouri,  whose  almost 
single-handed  compaign  of 
several  years  culminated  in 
passage  of  the  act.  H.J.  Reso- 
lution 358  was  sponsored  by 
Congressman  Paul  C.  Jones 
of  Missouri,  and  was  signed 
into  law  as  PL  87-319  by 
President  Kennedy  on  Sep- 
tember 26,  1961. 


1962  CONVENTION  OF 
THE  N.A.R.D.  TO  BE 
HELD  IN  NEW  YORK 
CITY 

The  1962  convention  of 
the  National  Association  of 
Retail  Druggists  will  be  held 
in  New  York  City  Septem- 
ber 16  through  the  20th,  it 
was  decided  by  the  Execu- 


tive Committee  of  the  N.A.- 
R.D. while  in  session  Novem- 
ber 15,  16  and  17  in  Chicago. 
The  business  sessions  and 
drug  show  will  be  held  in 
the  Statler-Hilton  Hotel  of 
New  York  City. 


FOUR  STATE  COLLEGE 
PHARMACY  STUDENTS 
NAMED  TO  'WHO'S  WHO' 

Four  South  Dakota  State 
College  Pharmacy  seniors 
have  been  honored  by  being 
named  to  “Who’s  Who  in 
American  Universities  and 
Colleges.” 

The  students  named  are 
Tom  Bratz,  Weyauwega, 
Minn.;  Marian  Hansen,  Mor- 
ris, Minn.;  Jon  Lee,  Clark- 
field,  Minn.;  and  Richard 
Miller,  Sioux  City,  Iowa. 

Qualities  considered  in 
choosing  the  students  were 
“excellency  and  sincerity  in 
scholarship;  leadership  and 
participation  in  extracur- 
ricular and  academic  activ- 
ities; citizenship  and  service 
to  the  school,  and  promise  of 
future  usefulness  to  business 
and  society.” 


AMA  ACTS  ON 
PHARMACY  RENTAL 
ARRANGEMENTS  WITH 
PHYSICIANS 

The  American  Medical  As- 
sociation House  of  Delegates 
has  officially  adopted  a Ju- 
dicial Council  supplementary 
report  that 

“Rentals  by  physicians  for 
space  leased  by  them  to 
pharmacists  based  on  a 
percentage  of  income  are 
unethical;  (and)  rental  fees 


charged  by  physicians  for 
space  leased  by  them  to 
pharmacists  must  be  rea- 
sonable according  to  the 
commonly  accepted  stand- 
ards of  the  community  or 
they  are  unethical.” 

The  action  was  taken  on 
November  29  by  the  House 
of  Delegates  meeting  during 
the  1961  AMA  Clinical  Ses- 
sion in  Denver,  following  a 
conference  between  the 
AMA  Judicial  Council  and 
representatives  of  APhA, 
ACA  and  NARD  on  Novem- 
ber 26.  During  this  confer- 
ence which  resulted  in  the 
AMA  action,  APhA  and  its 
affiliate,  the  ACA,  took  the 
position  that 

(1)  it  is  unethical  for  phy- 
sicians to  own  phar- 
macies; 

(2)  sliding  scale  rental  or 
rental  of  space  by  phy- 
sicians for  pharmacies 
based  on  a percent  of 
income  is  unethical; 
and, 

(3)  unreasonable  fixed  fee 
rentals  having  no  re- 
lation to  the  rental 
charge  for  like  facil- 
ities is  unethical. 

While  AMA  took  positive 
action  on  pharmacy  rental 
arrangements  with  phy- 
sicians, they  left  standing 
their  policy  that  it  is  not  con- 
sidered unethical  for  a phy- 
sician to  own  or  operate  a 
pharmacy  provided  there  is 
no  exploitation  of  the  pa- 
tient, pending  further  study 
and  a report  to  be  made  at 
the  AMA  annual  meeting 
next  June. 
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PYURIA* 


J.  Harry  Murphy,  M.D.,  Omaha,  Nebraska 


* Presented  at  the  Annual  Meeting  of  the  South 
Dakota  Medical  Association  in  May  of  1961. 


Essential  for  management  of  Pyuria. 

1.  DIAGNOSIS  — as  early  as  possible  or  sus- 
pected. 

2.  SOURCE  — any  part  of  Renal  and/or 
Genital  Tracts. 

3.  Is  the  MOST  COMMON  SYMPTOM  of 
urinary  tract  infection. 

4.  Combinations  of  OBSTRUCTION  and  in- 
fection account  for  90%  of  the  major 
urologic  problems  in  infants  and  children 
— (Campbell) 

5.  TREATMENT  — should  begin  promptly 
and  be  persisted  to  clearing. 

6.  Persistent  or  RECURRENT  CASES  — 
should  receive  urologic  work  up. 

7.  FUNCTIONAL  DISTURBANCES  may 
show  Pyuria  — may  be  transitory  or  pre- 
dispose to  infection. 

8.  REHABILITATION. 

DIAGNOSIS 

1.  Pyuria  occurs  frequently  but  is  also  fre- 
quently undiagnosed.  It  may  be  necessary 
that  the  physician  must  suspect  it  and  con- 
tinue to  prosecute  further  examination,  even 
in  the  light  of  negative  findings,  because 
white  blood  cells  may  not  appear  in  every 
urine  voided.  In  one  thousand  consecutive 
cases  seen  in  my  office  and  surveyed  recently, 
urinalyses  were  made  in  32.57%  of  the  pa- 
tients and  of  these  there  were  2.7%  showing 
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Pyuria.  I think  that  the  higher  estimate  can 
be  supported  on  the  basis  of  more  specimens 
examined.  In  a similar  survey  which  was 
made  before  the  antibiotic  era,  the  incidence 
was  12%. 

These  cases  may  be  grouped  in  classes  of 
acute,  chronic,  recurrent,  and  subacute.  In 
the  latter  group  there  are  indefinite  symp- 
toms of  a mild  low-grade  infection,  often  afe- 
brile. The  symptoms  very  often  do  not  at- 
tract the  patient’s  attention,  but  must  be 
elicited  by  careful,  often  persistent  question- 
ing while  taking  the  history. 

The  clinician  has  been  impressed  with  the 
insidious  nature  of  urinary  tract  infections  in 
children,  especially  with  the  obvious  absence 
of  clear  cut  signs  and  symptoms,  which  in  the 
adult  usually  draw  immediate  attention  to 
need  of  therapy. 

The  clinical  case  may  be  diagnosed  or  sus- 
pected, on  evidence  that  may  be  elicited  by 
the  history,  viz  bladder  symptoms  of  fre- 
quency, urgency,  burning  or  irritation,  or 
pain  in  the  bladder,  or  costrovertebral  angles, 
chills,  fever  and  often  an  euphoria.  While 
again,  there  are  no  symptoms.  I have  asked 
the  mother  “does  he,  or  she,  appear  to  be  not 
sick  and  not  well”?  Then  the  mother  appears 
to  be  pleased  at  this  turn  of  the  questioning 
and  heartily  agrees  that  accurately  describes 
the  patient’s  condition. 

The  physical  findings  that  may  indicate  the 
possibility  of  a renal  tract  infection  and  stim- 
ulate persistent  search  may  be  irritation  of 
the  external  urinary  meatus  in  the  male  and 
vulva  in  the  female.  Quite  frequently  the 
urinary  bladder  is  palpable  before  urination, 
without  tenderness.  Re-examination  after 
voiding  may  still  demonstrate  a palpable 
bladder,  which  suggests  a residual  urine.  This 
may  then,  or  at  a later  visit,  be  proved  or  dis- 
proved by  catheterization  — this  measures 
the  amount  of  residual  urine,  and  in  addition 
affords  a good  specimen  for  culture.  A con- 
stricted urethral  meatus  should  always  be 
noted  in  the  male.  And  if  present  it  must  be 
watched.  If  it  persists,  then  meatotomy  is 
indicated.  Dribbling  is  an  important  finding. 

Rectal  digital  examination  is  important  in 
order  to  demonstrate  possible  Sphincter  re- 
laxation, masses  viz  prostatic  or  ovarian  or 
appendix  tenderness. 

The  examiner  is  often  rewarded,  after  per- 
sistent urinalyses  and  urine  cultures,  by  prov- 


ing infection. 

The  urgency  of  an  accurate  diagnosis  as 
soon  as  possible,  is  based  on  the  greater  ease 
of  clearing  the  acute  infection,  especially  since 
the  advent  of  antibiotics  and  chemotherapy. 
The  transition  from  the  acute  to  the  chronic 
stage  is  insidious. 

Furthermore  if  the  acute  case  has  been  well 
treated  and  followed  up  by  urinalyses  which 
indicate  a clearing  of  the  infection,  we  may 
expect  few  recurrences.  While  on  the  other 
hand  a recurrence  after  any  time  interval 
may,  of  course,  indicate  another  acute  in- 
fection, it  affords  strong  evidence  that  the 
element  of  obstruction  may  be  present. 

The  diagnosis  is  based  on  finding  pus  cells 
in  the  urine  by  microscopic  examination  of 
the  uncentrifuged  specimen. 

Exceptional  cases  that  may  be  confusing 
are  those  that  may  not  show  pus  cells,  but 
only  bacteriuria,  and/or  no  shower  down  of 
pus  after  the  peak  of  fever,  as  can  be  seen  in 
an  acute  febrile  attack,  or  in  some  cases  of 
Cystitis,  or  in  cases  of  vaginitis  or  endocer- 
vicitis,  or  in  some  cases  as  asymptomatic 
renal  or  vesical  calculi. 

Serial  urine  specimens  with  temperature 
record  at  every  voiding,  has  shown  that  be- 
fore the  temperature  rise  and  while  the  fever 
was  at  its  peak,  the  urine  did  not  contain  pus 
cells.  The  pus  cells  began  to  appear  after  the 
temperature  had  fallen  1.5  — 2 degrees. 

There  are  some  leucocytes  and  red  blood 
cells  normally  excreted  by  the  kidney  and  we 
must  guard  against  misdiagnosis.  In  the  event 
of  a mild  degree  of  Pyuria,  repeated  exam- 
inations should  be  made.  A persistence  of  a 
mild  Pyuria  is  of  clinical  importance.  The 
importance  of  repeated  urinalyses  cannot  be 
over-emphasized.  If  the  laboratory  findings 
are  negative  or  at  least  non  confirmatory,  an 
accurate  opinion  cannot  be  supported  by  one 
urine  specimen  in  a diagnostic  approach. 

It  is  well  to  consider  all  cases  of  Pyuria  as 
potentially  serious.  The  gravity  of  well  de- 
veloped or  recurrent  cases  is  largely  based 
on  the  risk  of  eventual  serious  impairment  of 
renal  function.  However,  there  are  acute 
cases  of  Pyuria  which  are  attended  by  alarm- 
ing evidence  of  morbidity. 

SOURCE 

II.  The  source  of  pus  may  be  from  any  area 
in  the  renal  tract  from  the  urinary  meatus  to 
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the  renal  parenchyma.  It  may  include  struc- 
tures adjacent  to  and  outside  the  tract.  The 
latter  areas  include  Vaginitis  and  Endocer- 
vicitis.  We  have  had  several  instances  of 
Pyuria  and  complaints  of  Dysuria  when  the 
infection  was  found  in  the  above  mentioned 
areas.  There  were  complaints  of  increased 
frequency  of  urination,  burning,  pains  that 
were  demonstrated  in  the  area  of  bladder, 
vulva  or  low  back,  which  could  not  be  ac- 
curately located  anatomically  in  one  or  other 
areas.  Differentiation  was  made  by  carefully 
obtaining  urine  specimens  for  examination 
and  culture  and  introvaginal  cultures  or  en- 
doscopic examination  of  the  vagina  and  cer- 
vix with  a small  size  cystoscope.  This  latter 
method  also  served  well  both  diagnostically 
and  therapeutically.  Cultures  were  obtained 
accurately,  and  in  selected  cases  local  treat- 
ment could  be  applied. 

Pyuria  is  the  commonest  symptom  of  urin- 
ary tract  infection.  But  urinalyses  must  be 
made  both  by  chemical  analysis  and  also  by 
microscopic  examination  in  a large  segment 
of  patients  and  not  confined  only  to  cases  pre- 
senting symptoms. 

The  term  Pyuria  is  accurate  in  description 
of  the  condition,  which  in  its  first  analysis 
is  characterized  only  by  pus  and/or  bacteria 
in  the  urine.  And  the  appearance  of  this  pus 
is  not  typical  of  any  particular  or  designated 
level  of  the  tract.  This  applies  equally  well 
to  extrarenal  source  viz  vaginal. 

The  previously  used  designation  of  Pyelitis 
and  later  Pyelonephritis  are  likewise  illog- 
ically  used,  and  cannot  be  defended  until 
much  more  evidence  is  available  than  is  pos- 
sible in  the  findings  of  the  clinical  case,  short 
of  actual  biopsies,  surgical  specimens  or 
autopsies.  Such  terms  contribute  to  an  air  of 
finality  and  stultifies  the  investigative  in- 
stinct of  the  serious  clinician. 

MOST  COMMON  SYMPTOM 

III.  Pyuria  is  the  most  common  symptom  of 
urinary  tract  infection.  Pyuria  may  be  abac- 
terial, and  also  urine  cultures  may  be  positive 
in  cases  without  demonstrable  pus  cells  on 
examination.  Abacterial  Pyuria  cases  may  be 
seen  accompanying  dehydration  viz  exces- 
sive vomiting  as  in  Pyloric  obstructions,  de- 
hydrations of  diarrhea,  in  neonatal  period,  in 
trauma  viz  instrumentation  or  calculi,  chem- 


ical irritation,  toxic  products  remaining  after 
the  infection  will  have  been  corrected.  (An 
analogous  example  of  this  is  encountered  in 
Staphylococcic  infections  in  food  poisoning, 
when  the  organisms  will  have  been  killed  by 
cooking  but  the  toxins  are  unaffected.) 

OBSTRUCTION 

IV.  Combination  of  obstruction  and  infection 
enters  all  areas  of  the  renal  tract:  and  ob- 
struction predisposes  to  infection  by  afford- 
ing an  adequate  nidus  for  growth  of  organ- 
isms. This  is  analogous  to  the  sterile  waters 
of  a rapidly  flowing  stream  and  the  infected 
waters  of  a stagnant  pool.  And  in  the  de- 
velopment of  this  idea,  the  pathogenesis  of 
urologic  problems  establishes  a diagnostic  ap- 
proach and  presents  evidence  of  a far  reach- 
ing prognostic  importance.  The  results  of  ob- 
struction that  have  been  undiscovered  and 
untreated,  of  discovered  and  inadequately  or 
incompletely  treated,  may  well  cause  serious 
renal  dysfunction.  This  may  progress  and 
still  be  reversible  if  correctly  treated,  or  be- 
come irreversible  and  result  in  residual  irre- 
mediable damage. 

Some  of  these  cases  are  shown  in  examples 
of  Hydronephrosis,  Pyelonephritis,  Pyelone- 
phrosis,  probably  Nephrolithiasis,  Cystitis, 
Neurogenic  bladder  and  so  on.  Obstructions 
are  frequently  congenital  malformations  or 
deformities,  neurogenic  disturbances,  neo- 
plastic, or  traumatic.  Obstruction  may  result 
from  inflammatory  changes  due  to  infections, 
which  in  turn  contribute  to  an  aggravation 
of  the  infectious  process,  or  seriously  impairs 
renal  function.  Some  of  these  obstructions 
present  an  acute  onset  e.g.,  a double  kidney 
with  infection;  an  aberrant  vessel  that  sud- 
denly obstructs  the  outflow  of  urine  with  a 
resultant  Hydronephrosis  and  renal  Dysfunc- 
tion, or  a Nephrolithiasis  that  had  been  recog- 
nized for  four  years  and  was  asymptomatic, 
then  general  loss  of  appetite,  irritability  and 
depression  developed  which  were  fortunately 
followed  by  renal  colic.  Surgical  removal  of 
calculi  was  followed  by  a general  upsurge 
and  general  improvement;  the  presentation 
of  possible  association  of  Polycythemia  Vera 
with  Hydronephrosis.  The  case  of  Nephro- 
lithiasis alluded  to,  presented  symptoms  of 
anorexia,  loss  of  interest  in  school  work  with- 
out any  pain.  The  colic  appeared  about  two 
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months  later.  The  post  operative  recovery 
demonstrated  the  evidence  of  toxemia  and 
not  altogether  the  influence  of  pain  as  the 
overall  symptom  complex. 

Obstructions  in  children  may  be  found  in  a 
congenital  bar  and,  in  the  author’s  experience, 
of  enlarged  prostate  in  a 7 year  old  boy  and 
also  in  an  eleven  and  a twelve  year  old.  A 
constricted  urinary  meatus  is  found  rather 
frequently  from  neonatal  period  on.  This 
may  cause  a meatitis  and  may  often  be  the 
source  of  Pyuria  and  an  ammoniacal  urine. 
It  is  good  to  help  these  patients  with  a meato- 
tomy,  which  will  provide  the  cure.  Looking 
forward  from  this  age,  urologists  report  that 
a constricted  meatus  with  its  onset  in  infancy, 
and  untreated,  has  been  the  etiologic  factor  in 
an  eventual  Hydronephrosis. 

The  factor  of  infection  in  this  dual  roll  of 
obstruction  and  infection,  or  in  other  acute 
cases,  enters  the  renal  tract  by  way  of: 

(1.)  Direct  infection. 

(2.)  Hematogenic  infections. 

(3.)  Lymphogenous  infection. 

(4.)  Ascending  infection. 

The  frequent  occurrence  of  Pyuria  immed- 
iately poses  the  question  of  the  innate  me- 
chanism of  infection  of  this  tract,  but  there 
are  not  adequate  specific  explanations  of  the 
pathogenesis  of  this  disease. 

There  are  strains  of  organisms  of  varying 
virulence,  but  these  are  found  in  other  organs 
as  well  as  those  of  the  renal  system.  There 
have  been  some  potent  nonspecific  antibac- 
terial substances  demonstrated  in  normal 
urine:  Is  the  medullary  area  of  the  kidney 
more  susceptible  to  infection  because  am- 
monia is  produced  there  and  the  ammonia  in- 
activates the  fourth  component  of  comple- 
ment?; and  others,  but  as  yet  they  are  not 
sufficiently  compelling  to  reduce  these  di- 
seases to  discussions  in  specific  terms. 

It  is  interesting  to  note  that  urinary  tract 
infections  in  the  neonatal  period  are  more 
frequent  in  the  male,  while  later  the  in- 
cidence is  higher  in  the  female  infant.  Re- 
cently a male  infant  of  2 months  of  age,  was 
seen  with  complaint  of  “Colic”  since  birth. 
The  diagnosis  in  this  case  was  that  of  Pyuria 
due  to  a quite  severe  Cystitis.  Viewing  the 
tract  in  its  entirety,  and  for  example  accept- 
ing as  factual,  the  probable  routes  of  entrance 
of  infectious  agents  as  stated  above,  the  less 
than  stable  defenses  in  this  tract  against  in- 


vasion, the  huge  transport  of  liquid  through 
the  kidneys  as  a daily  excretory  function,  the 
contiguity  of  active  inflammation  in  the  ab- 
domen e.g.  acute  appendix,  we  are  forced  to 
recognize  the  challenge  of  an  otherwise  nor- 
mal organ  both  anatomically  and  physio- 
logically. The  complexity  of  the  program  pre- 
cludes the  possibility  of  too  great  simplifica- 
tion in  diagnosis  and  treatment. 

TREATMENT 

V.  Treatment  should  begin  promptly  after 
adequate  diagnosis  and  should  be  continued 
to  clearing  of  the  infection. 

The  acute  infectious  process  which  may  as 
well  occur  in  this  tract  as  it  may  in  another, 
may  be  expected  to  respond  well  to  antibiotic, 
chemotherapeutic  and  indicated  treatment. 
It  has  been  reported  that  90%  of  acute  un- 
complicated infections  can  be  cured  by 
prompt  and  adequate  treatment. 

These  acute  cases  may  become  subacute, 
chronic  or  recurrent  in  type  very  insidiously, 
and  should  be  followed  up  by  urinalyses  and 
may  well  be  followed  by  cultures  in  many  in- 
stances. All  of  these  cases  too,  should  be 
watched  for  residual  urine  after  voiding. 

The  element  of  obstruction,  emphasizes  the 
importance  of  careful  diagnosis  and  follow 
up.  Obstruction  adds  variable  to  the  constant 
of  a known  infecting  organism. 

RECURRENT  CASES 

VI.  Persistent  or  recurrent  and  chronic  cases 
should  receive  a urologic  work  up,  as  also 
should  cases  wherein  the  history  cannot  ac- 
curately establish  a time  of  onset.  Such  a 
patient  may  be  one  who  has  just  had  a first 
urinalysis,  which  demonstrated  more  or  less 
pus  cells,  and  other  evidence  of  serious  in- 
fection of  a more  or  less  profound  type.  Not 
infrequently  a case  such  as  this  will  present 
a serious  renal  disturbance. 

The  usual  management  of  this  clinical  case 
of  Pyuria,  will  demand  careful  and  repeated 
urinalyses,  with  culture  and  general  physical 
examinations  in  order  to  note  possible  effects 
of  a renal  tract  infection.  In  addition  to  this 
an  intravenous  Pyelogram  is  often  valuable 
as  a detector  of  anatomical  errors  and  as  a 
functional  test,  based  on  the  time  of  appear- 
ance of  the  dye  and  its  excretion.  One  must 
not  rely  too  greatly  on  an  I.V.P.,  but  on  the 
other  hand  it  can  give  valuable  negative 
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evidence. 

These  maneuvers  may  very  well  establish 
the  accuracy  and  adequacy  of  our  manage- 
ment and  treatment  of  a large  number  of 
acute  type  cases,  and  some  of  the  recurrent 
type  cases.  If,  however,  after  such  well  con- 
trolled management  and  apparently  success- 
ful treatment,  there  is  a recurrence  of  find- 
ings, once  or  certainly  twice,  this  patient 
should  have  a urologic  work  up.  At  this  work 
up  there  may  be  a repetition  of  the  earlier 
examinations,  but  with  also  a direct  visual- 
ization by  means  of  a urethroscopic,  cystos- 
copic  and  retrograde  pyelographic  examina- 
tion. Part  of  this  work  up  may  call  for  cysto- 
graphy for  excretory  bladder,  and  urethral 
function,  and  for  evidence  of  reflux  ureteral 
flow,  etc. 

There  may  be  many  other  maneuvers  which 
the  urologist  may  utilize.  And  out  of  this 
there  may  be  demonstrable  obstructions  that 
can  be  corrected.  It  is  to  be  hoped  that  a 
pathological  process  can  be  reversed. 

Treatment  should  be  persistently  followed 
to  a demonstrable  cure  if  possible.  And 
checks  should  be  utilized  to  supplement  evi- 
dences of  clinical  improvement.  Children 
presenting  evidence  of  renal  injury  and  de- 
formities are  seriously  affected  and  need  per- 
sistent attention.  These  children  are  routinely 
seen  as  undernourished,  pale,  often  tiring 
easily. 

FUNCTIONAL  DISTURBANCES 

VII.  Rehabilitation  in  chronic  urinary  tract 
problems,  offers  hope  to  some  permanently 
handicapped  patients. 

Especially  in  mind,  are  cases  of  myelo- 
meningocele in  the  sacral  area,  which  are 
usually  associated  with  the  usually  termed 
“Cord  bladder”  i.e.  a neuromuscular  uro- 
pathy,  or  a neurogenic  bladder.  These  may  be 
associated  with  Hirschsprung’s  disease.  They 
develop  tremendous  amounts  of  residual 
urine,  one  case  of  210  cc,  and  are  all  cases  of 
Pyuria. 

These  patients  very  frequently  present 
multiple  handicaps.  To  enumerate  a few; 
paralyses  of  lower  extremities,  hydro- 
cephalus, mental  retardation,  neurogenic 
problems  in  bowel  as  well  as  bladder  control. 

REHABILITATION 

The  rehabilitation  of  these  children  is  pos- 


sible by  a skilled  occupational  therapist  by 
improving  bowel  and  bladder  control  through 
education.  Education  is  necessary  because 
there  is  no  sensory  warning  to  the  patient  of 
desire  for  either  micturition  or  defecation. 

Means  that  may  be  employed  include  sig- 
nals on  time  bases;  a planned  and  measured 
amount  of  liquid  intake;  meals  that  are 
planned  in  kind  of  food  and  times  of  servings, 
in  order  to  stimulate  a pattern  of  peristalsis, 
mindful  of  constipation  or  the  reverse;  class 
schedules;  availability  of  toilet  facilities  in 
order  to  avoid  waiting  or  urgency;  and  ex- 
ternal urinals. 

Not  all  of  these  patients  are  mentally  re- 
tarded and  it  is  gratifying  to  see  that  they 
are  enabled  to  take  their  place  with  others  in 
regular  school  attendance,  and  of  course,  in 
other  activities  after  graduation. 

Patients  who  are  now  in  school  and  follow- 
ing a program  such  as  this,  must  of  course  re- 
arrange their  habit  patterns  or  their  school 
schedule  in  the  exigencies  of  advancement 
to  other  classes,  and  possibly  other  school 
buildings. 

SUMMARY 

1.  Pyuria  indicates  infection  of  the  urinary 
tract. 

2.  Diagnosis  must  be  made  early  but  many 
cases  must  be  suspected  to  be  found. 

3.  Pyuria  is  the  most  common  symptom  of 
urinary  tract  infection. 

4.  Combinations  of  obstruction  and  infection 
account  for  90%  of  major  urologic  prob- 
lems in  infants  and  children. 

5.  Treatment  should  begin  promptly,  and  per- 
sisted to  clearing,  90%  of  acute  cases 
should  clear. 

6.  Chronic  or  Recurrent  cases  should  have 
complete  urologic  work  up. 

7.  Rehabilitation  is  very  helpful  especially 
in  cord  bladder  problems. 
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PATTERNS  AT  THE 
SOUTH  DAKOTA 
STATE  HOSPITAL 


by 


G.  O.  Lysloff,  M.D. 
Medical  Director 


The  Yankton  State  Hospital  has  exper- 
ienced many  changes  in  the  past  two  years 
which  involve  all  areas  of  its  operational  ' 
structure.  I should  like  to  offer  a few  statis- 
tics which  might  throw  some  light  on  the 
evolution  that  has  taken  place  in  that  fine 
facility.  j 

ADMISSION  RATE 

The  admission  rate  has  increased  sharply  j 
since  1958  and  will  exceed  1000  patients  per 
year.  These  last  two  months  have  seen  100 
and  more  patients  seeking  admission  or  being 
committed  to  the  South  Dakota  State  Hos- 
pital. A higher  percentage  of  persons  in  need 
of  psychiatric  help  come  to  Yankton  of  their 
own  free  will.  The  average  rate  of  voluntary 
patients  admitted  at  present  approaches  35%; 
this  past  November  it  was  close  to  45%. 

The  total  census  of  hospitalized  patients 
in  any  given  month  has  been  decreasing  quite 
markedly,  particularly  since  early  in  1960.  In 
January  of  that  year  there  were  1653  patients 
in  this  hospital.  In  September  of  1961  the 
census  was  down  to  1575,  despite  the  much 
higher  rate  of  admission.  There  has  been  an 
increasing  number  of  patients  referred  direc- 
increasing  number  of  patients  referred  direct- 
ly to  this  institution  by  family  physicians 

Another  area  that  seems  to  reveal  a favor- 
able development  of  the  general  therapeutic 
endeavors  at  Yankton  is  reflected  in  the 
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number  of  individuals  going  home  on  visit 
prior  to  final  discharge.  The  increase  has 
been  very  marked  during  1961  and  promises 
to  become  even  higher. 

MORTALITY 

The  Yankton  State  Hospital  death  rate  has 
remained  fairly  constant  over  the  years.  Ap- 
proximately 150  patients  die  here  in  a year’s 
time.  This  is  due  to  the  fact  that  a good  two- 
fifths  of  the  resident  population  belongs  to 
the  65  years-of-age  bracket  and  older.  On  the 
other  hand,  since  one  year  ago,  we  have  ex- 
perienced approximately  a 10%  decrease  in 
that  group  of  patients,  mostly  in  view  of  the 
fact  that  particular  effort  has  been  placed  on 
utilizing  to  a maximum  the  nursing-home 
facilities  available  in  this  state.  I feel  that 
there  is  need  for  more  nursing-home  beds 
since  there  is  still  a monthly  average  of  550 
patients  left  that  are  over  the  age  of  65,  the 
majority  of  whom  could  be  cared  for  in  ade- 
quate old-age  homes. 

Our  autopsy  rate  has  been  improving  con- 
siderably for  the  past  twelve  months.  One- 
third  of  the  patients  that  die  at  the  Yankton 
State  Hospital  are  examined  as  to  cause  of 
death  and  other  necropsic  pathology. 

AGE  CLASSIFICATION 

Another  study  conducted  more  recently  in- 
volved a scrutiny  of  what  was  happening  as 
to  age  groups  of  patients  admitted  to  the 
Yankton  State  Hospital.  Prior  to  conducting 
those  studies  I had  felt  that  the  high  number 
of  old  people  residing  in  the  hospital  was 
possibly  imputable  to  a climbing  rate  of 
admission  of  individuals  65  years  old  and  up. 
To  my  surprise  I found  that  this  was  not  the 
case.  Over  a period  of  five  years  the  rate  of 
admission  in  that  age  range  has  been  re- 
markably constant.  This  obviously  indicates 
that  the  main  reason  for  the  accumulation  of 
the  patients  in  question  is  due  to  inadequate 
outlets;  namely:  lack  of  nursing  homes  or 
other  facilities  available  for  the  care  of  old- 
age  victims. 

In  contarst  to  that  the  study  revealed  that 
the  younger  patients  are  being  admitted  to 


the  Yankton  State  Hospital  at  an  ever  in- 
creasing pace.  For  instance  in  the  group  of 
patients  below  the  age  of  20,  whereas  we  saw 
one  such  individual  sent  here  in  1956  there 
were  three  in  1957,  17  in  1958,  15  in  1959,  71 
in  1960.  This  year  (1961)  we  probably  will 
reach  the  100  mark.  Similar  increases  have 
occurred  in  the  subsequent  age  decade  up  to 
the  50’s. 

The  discharge  rate  of  patients  in  those  age 
categories  has  followed  the  same  pattern  very 
closely.  This  is  obviously  attributable  to  the 
fact  that  those  individuals  have  better  re- 
sources; namely:  family,  jobs,  and  interested 
communities. 

The  remarkable  increase  in  the  admission 
rate  of  the  relatively  young  individuals  stems 
from  a multiplicity  of  reasons,  some  of  which 
I feel  are  the  progress  made  in  preventive 
psychiatry  throughout  the  state,  the  early 
action  undertaken  in  cases  of  mental  illness, 
and  the  increasing  confidence  of  the  broad 
public,  the  professional  groups,  and  the  com- 
munity agencies  in  their  state  hospital. 

Despite  all  these  encouraging  signs,  the 
situation  remains  difficult.  Because  of  the 
high  rate  of  admission  and  the  emphasis 
placed  on  better  service  to  the  patients  and 
the  communities  at  large,  the  work  load  of 
the  psychiatric  personnel  has  been  steadily 
mounting.  Frequent  shifts  in  clinical  and 
professional  people  have  slowed  down  the 
process  of  modernization  of  the  therapeutic 
methods  available  to  our  mental  patients. 
Particularly,  shortness  in  the  Medical  Staff, 
in  the  Social  Service  Department,  in  the  re- 
habilitation employees,  among  others,  has 
made  our  work  quite  difficult  and  occas- 
ionally frustrating. 

SUMMARY 

I definitely  hope  and  look  forward  to 
further  progress  in  the  future,  especially 
through  supplementation  of  our  professional 
group,  to  a point  where  we  may  expect 
further  betterment  of  our  diagnostic  and 
therapeutic  means. 
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MATERNAL  MORTALITY 
IN  SOUTH  DAKOTA 

During  the  past  decade  the  South  Dakota 
Maternal  Mortality  Committee  has  studied  all 
maternal  deaths  in  the  state.  A number  of 
these  have  educational  value  for  all  doctors 
who  practice  obstetrics,  or  who  see  obstetric 
patients  in  consultations.  Therefore,  some  of 
these  are  being  presented  in  your  State  Med- 
ical Journal  in  summarized  form  with  brief 
discussion.  In  most  instances  these  are  com- 
posite reports,  borrowing  features  from  sev- 
eral cases.  As  in  all  maternal  mortality 
studies,  specific  identification  has  been 
avoided. 

Fred  S.  Stahmann,  M.D. 

Sioux  Falls,  S.  D. 

Brooks  Ranney,  M.D. 

Yankton,  S.  D. 

E.  C.  Hanisch,  M.D. 

Huron,  S.  D. 

HYPERTENSION  AND  PREGNANCY 

I.  Age  36,  gravida  VIII  Para  VII.  There 
was  a 14-year  history  of  hypertension.  Five 
years  prior  to  this  pregnancy  the  patient  had 
a recorded  blood  pressure  of  210/120.  There 
was  no  known  albuminuria.  The  patient  had 
a known  cardiac  murmur. 

This  patient  expected  her  eighth  baby  in 
September.  Her  only  prenatal  visit,  in  July, 
provides  these  notes:  Blood  pressure  — 240/- 
150;  urine  — negative;  weight  — 278  lbs.;  no 
complaints;  serology  — negative. 

She  was  found  dead  at  home  one  month 
later.  Stroke  was  suspected.  No  autopsy  was 
obtained. 

DISCUSSION 

Despite  the  limited  information  available 
the  committee  thought  this  was  another  in- 
stance of  a woman  “digging  her  grave  with 
her  teeth.”  She  made  no  effort  to  avail  her- 
self of  regular  prenatal  care  nor  did  she  fol- 
low advice  she  was  given  at  her  visit  to  the 
doctor  one  month  before  her  death.  No  hypo- 
tensive drugs  were  prescribed;  there  is  some 
doubt  that  they  would  have  been  used  had 
they  been  prescribed.  Preventable  maternal 
death  — patient  responsibility. 


II.  Age  44,  gravida  III  para  II.  Blood  pres- 
sure ranged  above  200/100  for  ten  years  prior 
to  death.  Both  previous  pregnancies  were 
stillborn,  the  first  was  delivered  spontane- 
ously 14  years  before;  the  second  was  de- 
livered by  cesarean  section  10  years  before. 
At  age  41,  she  suffered  a right-sided  cerebral 
paralysis  which  kept  her  in  the  hospital  for 
a number  of  weeks,  but  she  recovered  suf- 
ficiently to  do  her  own  housework. 

During  the  first  seven  months  of  her  last 
pregnancy  the  patient  “felt  fine.”  Then  her 
blood  pressure  jumped  to  270/140  and  she 
was  dizzy  and  nauseated  and  noted  epigastric 
pain.  She  weighed  135  lbs;  her  pulse  was  60. 
The  urine  showed  2-1-  albumin,  and  hyaline 
casts.  There  was  no  dependent  edema.  The 
patient  was  placed  at  bed  rest  in  the  hospital; 
a salt-free  diet  and  diuretics  were  ordered. 
Sedation  was  ordered  “as  needed.”  The  pa- 
tient seemed  to  improve  until  3 weeks  later 
when  she  had  a massive  stroke  involving  the 
left  side  of  her  body.  A Cesarean  section  was 
done  delivering  a healthy  baby  of  8 months 
gestation.  The  patient’s  temperature  rose 
rapidly  and  she  died  within  four  days.  No 
autopsy  was  obtained. 

DISCUSSION 

Such  a patient  should  be  advised  not  to 
attempt  pregnancy.  Since  not  all  patients 
will  follow  good  advice,  some  such  patients 
will  become  pregnant.  Then  they  should  be 
treated  as  if  they  were  acutely  ill  during  the 
entire  pregnancy,  with  much  rest  and 
judicious  use  of  hypotensive  drugs  and  seda- 
tives. If  the  response  is  not  good,  bed  rest  in 
the  hospital  is  indicated  and  if  response  to 
this  is  poor,  the  pregnancy  should  be  term- 
inated. 

This  patient  apparently  had  a superimposed 
pregnancy  toxemia  on  her  previous  hyperten- 
sive disease.  The  time  and  method  of  term- 
inating her  pregnancy  were  probably  not  so 
much  chosen  by  her  physician,  as  forced  upon 
him  by  events.  Neither  were  ideal.  The  com- 
mittee pondered  the  reason  for  the  first  sec- 
tion which  placed  the  first  scar  in  her  uterus. 
It  is  possible  that  earlier  termination  of  this 
pregnancy  might  have  saved  this  patient’s 
life.  However,  by  a narrow  margin,  the  com- 
mittee voted  this  a non-preventable  maternal 
death. 
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WILLIAM  D.  FARRELL,  M.D. 

1875-^1961 

William  D.  Farrell,  M.D.,  retired  Aberdeen 
physician,  passed  away  Sunday,  December  31, 
1961  at  the  age  of  86. 

Born  September  6,  1875  at  Mason  City, 
Iowa,  he  was  later  graduated  from  North- 
western University  and  entered  the  school  of 
medicine  at  Cornell  University,  graduating 
from  that  institution  in  1899.  He  married 
Ellen  Cecilia  Kelley  on  April  16,  1906  in  Fort 
Dodge,  Iowa,  where  they  lived  until  1910 
when  they  moved  to  Aberdeen. 

Although  Dr.  Farrell  delivered  some  4,000 
babies  during  his  long  career,  he  is  perhaps 
best  remembered  as  the  doctor  who  delivered 
the  Schense  quadruplets  of  Frederick.  The 
quadruplets,  born  during  depression  and 
drought  in  the  1930’s,  brought  some  cheering 
publicity  to  the  nation. 

A veteran  of  World  War  I,  Dr.  Farrell  was 
also  an  active  member  of  the  State  Medical 
Association  and  received  the  Association’s 
50-Year  award.  In  addition,  he  was  a past 
vice  president  of  the  County  Medical  Society 
and  had  been  county  physician  for  several 
years. 

Dr.  Farrell  is  survived  by  his  widow,  and 
a daughter,  Mrs.  Carl  Conrad  of  Rockford, 
Illinois. 

The  members  of  the  Association  and  the 
staff  of  this  publication  express  their  deep 
sympathy  to  Dr.  Farrell’s  family. 


C.  H.  WEISHAAR,  M.D. 

1880—1961 

Dr.  Charles  H.  Weishaar  of  Aberdeen,  South 
Dakota,  passed  away  Saturday,  December  23, 
1961,  at  St.  Luke’s  Hospital.  The  doctor  was 
81  years  of  age. 

Dr.  Weishaar  was  born  July  24,  1880,  at 
Osseo,  Minnesota,  where  he  received  his  early 
education.  He  later  entered  St.  John’s  Uni- 
versity at  Collegeville,  Minnesota,  and  was 
graduated  from  the  School  of  Medicine  of  the 
University  of  Minnesota. 

On  April  26,  1906,  he  took  Mildred  Steeuck 
for  his  wife.  Their  first  home  was  in  Britton, 
South  Dakota.  Prior  to  1917,  when  he  moved 
to  Aberdeen,  he  practiced  in  Andover. 

Dr.  Weishaar  was  a member  of  St.  Mary’s 
Church,  St.  Joseph’s  Society,  the  Rosary  So- 
ciety, South  Dakota  Medical  Association  and 
the  Aberdeen  Medical  Association.  In  ad- 
dition, he  was  a past  member  of  the  Moose 
and  Knights  of  Columbus. 

He  is  survived  by  his  widow;  two  daugh- 
ters, Bernice  Weishaar  and  Mrs.  F.  C.  (Gail) 
Patten,  both  of  Aberdeen;  a son,  Lyle  of 
Excelsior  Springs,  Missouri;  four  grand- 
children and  two  great-grandchildren. 

Our  deepest  sympathy  is  extended  to  his 
family. 
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NEW 

comprehensive 
digestant 
with  the 
most 
'potent 
enzyme 
available 
for 

digestion 


—also  unsurpassed  potency  for  digestion  of  starch,  protein  and  celhdose 


— the  only  digestant  \\'ith  Lipancreatin,*  proven  superior  to  Pancreatin  N.E 

—the  only  digestant  with  fat-splitting  lipase  activity  12  times  as  great  as 
that  of  Pancreatin  N.F. 

When  the  question  is  digestion  because  of  your  patient’s  inability  to  handle  fat,  starch,  protein 
or  cellulose,  you  can  provide  dependable  relief  with  Cotazym-B,  which  contains  the  essential 
pancreatic  enzymes  lipase,  trypsin  and  amylase,  plus  bile  salts  and  cellulase.  A daily  dose  of 
6 Cotazym-B  tablets  is  sufficient  to  emulsify  and  digest  50  Gm.  of  dietary  fat,  and  to  digest  all  of 
the  protein  and  starch  in  a typical  diet  (100  Gm.  protein,  250  Gm.  starch)  and  480  mg.  cellulose. 


Dosage:  1 or  2 tablets  with  water  just  before  each  meal. 


Supply : Bottles  of  48  tablets. 


rox-g; 


*The  Significance  of  Lipanereatiii  (Pancreatic  Enzymes  Concentrated  ‘Organon’) 

A pi'oduct  of  oriKinaJ  Organon  research,  lipancreatin  provides  for  the  first  time  in  digesta7it  preparations  a 
known,  constant  amount  of  fat-digcftting  lipase  in  addition  to  trypsin  and  amylase.  It  surpasses  in  assayabJe 
digestive  activity  all  presently  available  pancreatin  preparations. 
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BETTER  NOTHING  THAN  SOMETHING? 

One  argument  that  has  been  directed 
against  present  civil  defense  efforts  is  that 
the  program,  by  giving  us  a false  sense  of 
security,  will  increase  the  likelihood  of  atomic 
war.  Admittedly,  the  various  statements  and 
actions  by  various  people  in  the  government 
are  at  such  odds  that  we  are  forced  to  wonder 
just  what  our  civil  defense  program  really  is. 
But  if  we  understand  the  basic  objectives  of 
the  program  to  be  those  set  forth  by  Presi- 
dent Kennedy  in  his  special  message  last  May 
— a fair  assumption  — then  this  particular 
argument  against  civil  defense  is  not  con- 
vincing. 

In  the  message,  the  President  draws  a dis- 
tinction between  deterrence  and  insurance. 
Our  deterrent  policy  depends  on  a potential 
enemy  responding  rationally  to  the  fact  that, 
if  his  attack  means  our  utter  devastation,  it 
also  means  his  utter  devastation  at  the  hands 
of  our  retaliatory  forces.  But  suppose  another 
country  acts  irrationally,  miscalculates,  or 
launches  an  attack  by  accident?  The  civil  de- 
fense program  is  conceived  as  insurance 
against  this  contingency.  A shelter  program, 
for  example,  could  protect  a part  of  the 
population  against  fallout,  should  the  attack 


Reprinted  from  Science,  Dec.  15,  1961,  Volume 
134,  Number  3494.  Courtesy  of  American  Associa- 
tion for  the  Advancement  of  Science. 


be  of  the  kind  that  produces  this  hazard. 

The  argument  that  the  present  civil  defense 
program  will  increase  the  likelihood  of  war 
seems  to  hinge  on  the  supposition  that  the 
scope  of  the  program  will  be  misunderstood 
in  a special  way.  The  misunderstanding  will 
be  to  attribute  greater  security  to  the  pro- 
gram than  it  provides.  This  false  sense  of 
security  will  then  lead  us  to  indulge  in  a 
greater  degree  of  brinkmanship  than  we 
would  otherwise  risk.  With  all  the  com- 
fortable hustle  and  bustle  that  goes  with 
carrying  out  civil  defense,  people  will  forget 
that  the  protection  offered  is  only  for  a 
limited  portion  of  the  population,  for  the 
barest  sort  of  survival,  and  against  only  cer- 
tain kinds  of  attack. 

There  is  plenty  of  evidence  that  the  im- 
plications of  the  civil  defense  program  have 
not  been  fully  rmderstood  by  the  man  in  the 
street  or,  for  that  matter,  by  the  New  Fron- 
tiersmen responsible  for  getting  the  program 
going.  In  support  of  the  latter  contention, 
consider  the  delay  in  producing  the  famous 
booklet  that  was  promised  to  explain  every- 
thing. The  delay  can  only  mean  that  the 
policies  for  carrying  out  the  basic  objectives 
have  not  been  worked  out.  The  problem  of 
preparing  the  booklet  cannot  simply  be  one  of 
translating  government  jargon  into  English. 

But  because  we  are  not  doing  well  in  the 
program,  it  does  not  follow  that  we  cannot  do 


53 


SOUTH  DAKOTA 


better.  Is  the  distinction  between  insurance 
and  deterrence  really  so  hard  to  grasp?  It 
would  seem  to  be  comprehensible  to  any 
reader  of  one  of  the  popular  news  weeklies. 
The  basic  ideas  are  not  so  foreign  to  us.  When 
we  take  out  accident  insurance  we  do  not  re- 
gard our  policy  as  a deterrent  to  motorists 
who  might  otherwise  run  us  down.  Why, 
then,  if  we  are  told  that  atomic  war  could 
mean  the  destruction  of  our  civilization, 
should  we  forget  that  fact  as  soon  as  we  are 
also  told  that  a modest  number  of  people  who 
might  otherwise  perish  could  possibly  be 
saved  if  we  take  proper  precautions  now? 

It  may  be  that  civil  defense  will  give  us  a 
false  sense  of  security,  but  an  equally  good 
hunch  is  that  once  the  program  is  fully  under 
way  its  psychological  impact  will  be  some- 
what different.  It  may  make  many  people 
look  squarely  for  the  first  time  at  the  conse- 
quences of  atomic  war.  — Dr.  Joseph  Turner, 
Associate  Editor,  Science. 


WHO  IS  BLUE  SHIELD,  ANYWAY? 

We  frequently  hear  one  or  another  of  our 
colleagues  refer  to  his  Blue  Shield  Plan  as 
though  it  were  some  kind  of  foreign  power. 
“How  come  that  Blue  Shield  Plan  won’t  pay 
for  an  incidental  appendectomy?”  he’ll  ask, 
with  something  of  the  same  mixture  of  de- 
tached resentment  and  impotent  impatience 
he  would  exhibit  if  he  were  commenting  on 
a new  provocation  by  Fidel  Castro. 

But  Blue  Shield  is  us  — the  medical  pro- 
fession. In  the  beginning,  it  became  a mem- 
ber of  the  medical  family  either  by  birth  or 
by  legal  adoption,  since  every  Blue  Shield 
Plan  was  organized  by  its  local  medical  so- 
ciety, or  at  least  with  its  explicit  approval. 
Blue  Shield  is  a member  of  our  family  be- 
cause it  is  subject  to  our  discipline.  Its  med- 
ical policies  are  guided  by  medical  men  and 
by  the  medical  societies  whose  endorsement 
every  Blue  Shield  Plan  must  maintain. 

Moreover,  like  our  profession  itself.  Blue 
Shield’s  sole  motivation  is  to  help  us  better  to 
serve  our  patients.  Like  us.  Blue  Shield  seeks 
to  help  the  whole  community  — not  just  the 
fortunate  few  who  least  need  medical  care 
or  are  best  able  to  pay  for  it  — or  both. 

Perhaps  most  important.  Blue  Shield  seeks, 
as  an  ideal,  to  help  us  render  our  services  at 


a predictable  cost,  particularly  for  our  pa- 
tients in  the  medium  and  lower  income 
brackets.  This  is  the  true  meaning  of  the 
service  benefit  commitment  which  nine  out 
of  ten  of  us  have  accepted  in  four  out  of  five 
of  all  Blue  Shield  Plans.  Even  in  those  areas 
where  our  colleagues  have  not  made  a formal 
commitment  to  render  fully  paid  service. 
Blue  Shield  is  seeking  to  provide  schedules 
of  payment  that  will  be  acceptable  to  us  on 
that  basis. 

Blue  Shield  is  a shield  of  comfort  and  secur- 
ity for  our  patients.  And  for  us,  it  is  some- 
thing we  have  created  to  help  us  meet  our 
community  responsibilities.  Blue  Shield  is  a 
bridge  between  us  and  our  patients  — and  a 
strong  shield  for  the  preservation  of  freedom 
in  the  practice  of  medicine. 


THE  MONTH  IN  WASHINGTON 

Reports  by  the  American  Medical  Associa- 
tion and  the  Health,  Education  and  Welfare 
Department  showed  that  38  states  have  taken 
advantage  of  the  Kerr-Mills  law  providing 
medical  care  for  the  aged  with  a total  ex- 
penditure of  $121  million  in  the  first  15 
months  of  the  program. 

Citing  the  program’s  wide  acceptance.  Dr. 
Leonard  W.  Larson,  president  of  the  A.M.A., 
said  that  27  states  had  enacted  Kerr-Mills 
Medical  Assistance  to  the  Aged  (MAA)  pro- 
grams and  11  other  states  had  expanded  Old 
Age  Assistance  (OAA)  medical  benefits  under 
the  new  law. 

In  addition,  he  said,  nine  states  already  had 
OAA  medical  programs  on  the  books  and  in 
most  instances  they  are  considered  to  be 
adequate  to  provide  the  necessary  health  care 
for  those  over  65. 

Two  of  the  three  remaining  states  — 
Arizona,  and  Delaware  — have  excellent  as- 
sistance programs  at  the  local  level  which 
include  medical  care.  Dr.  Larson  said. 

“These  figures  certainly  contradict  state- 
ments by  Kerr-Mills  critics  who  say  that  the 
program  can’t  and  won’t  work,”  Dr.  Larson 
said. 

“In  just  15  short  months  Kerr-Mills  has 
been  widely  accepted  across  the  land  and 
with  each  passing  day  is  proving  that  it  can, 
and  if  given  the  fullest  opportunity,  will  do 
the  job. 

“Kerr-Mills  is  being  implemented  by  the 
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states  as  fast,  if  not  faster,  than  any  previous 
federal-state  matching  program. 

“Such  rapid  acceptance  of  this  principle 
makes  any  compulsory  health  program 
through  the  social  security  mechanism  totally 
unnecessary.” 

A variety  of  new  approaches  to  better  care 
for  the  chronically  ill  and  aged  will  be  made 
possible  through  the  Community  Services 
and  Facilities  Act  of  1961,  HEW  said.  The  Act 
authorizes  grants  to  community  agencies  to 
develop  new  and  improved  home  nursing, 
home  care,  and  other  out-of-hospital  services. 
The  Act  also  raises  the  ceiling  for  grants  to 
the  states  for  the  construction  of  nursing 
homes  from  $10  million  to  $20  million  an- 
nually. 

* * * 

Manufacturers  accepted  a congressional 
proposal  for  further  government  controls 
over  the  efficacy  of  prescription  drugs,  but 
stood  pat  in  opposing  patent  provisions  of  the 
controversial  drug  legislation  sponsored  by 
Sen.  Estes  Kefauver  (D.  Tenn.). 

Eugene  N.  Beesley,  chairman  of  the  board 
of  the  Pharmaceutical  Manufacturers  Asso- 
ciation, said  that  the  PMA  “fully  endorses  the 
principle  that  a drug  should  be  effective  for 
the  uses  that  a manufacturer  claims  for  it; 
and,  second,  that  the  Food  and  Drug  Adminis- 
tration, in  passing  on  new  drug  applications 
to  determine  the  saftey  of  the  new  product, 
already  evaluates  — - in  many  cases,  — the 
evidence  of  its  effectiveness  for  the  uses 
claimed.” 

“Since  FDA  has  expressed  a desire  to  have 
its  authority  clarified  with  respect  to  its  con- 
sideration of  the  effectiveness  as  well  as  the 
safety  of  new  drugs,  we  wish  to  support  the 


proposal  as  we  understand  it,”  he  added. 

Beesley  said  such  FDA  clearance  “would 
assure  physicians  that  a drug  effectively  pro- 
duces certain  physiological  actions;  but  the 
physician,  not  the  FDA,  would  determine 
whether  these  specific  physiological  effects 
would  be  useful  or  beneficial  with  respect  to 
particular  patients.” 

Beesley  said  the  patent  restrictions  pro- 
posed in  the  bill  “would  virtually  destroy  the 
patent  system  with  respect  to  medicines.” 

“This  proposal  obviously  strikes  directly 
and  crucially  at  the  industry’s  capacity  and 
incentive  for  discovery  of  new  and  improved 
medicines,  and  we  vigorously  oppose  it,”  he 
said. 

Kefauver  indicated  he  might  compromise 
on  the  patent  provision,  saying  that  he  was 
“not  irrevocably  wedded  to  the  precise  ap- 
proach” of  his  legislation. 

Kefauver  endorsed  A.M.A.’s  expanded  drug 
information  program  which  will  put  the  data 
directly  in  the  hands  of  prescribing  phy- 
sicians in  contrast  to  new  FDA  regulations 
which  place  the  emphasis  on  distribution  of 
new  drug  information  to  pharmacists. 

“The  PMA  is  supporting  and,  I trust,  will 
continue  to  support  the  new  and  broadened 
program  it  has  established  with  the  American 
Medical  Association  of  disseminating  to  phy- 
sicians better  and  more  accurate  information 
concerning  the  bad  as  well  as  the  good 
features  of  drugs,”  Kefauver  said. 

“And  it  is  supporting,  and  again  I trust  will 
continue  to  support,  the  new  program  of  the 
U.  S.  Pharmacopoeia  and  the  A.M.A.  in  estab- 
lishing simpler  and  more  usable  generic 
names  for  drugs. 

“These  are  important  steps  forward.” 


^ CORRECTION 

In  the  article  by  Robert  E.  Van  Demark,  M.D.,  entitled,  “Surgery  In  Fractures  and  Disloca- 
tions of  the  Cervical  Spine,”  which  appeared  in  the  January,  1962,  issue,  an  error  was  made 
in  the  placement  of  Figures  9 and  10  on  page  six.  The  pictures  (only)  should  be  reversed. 
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REPORT  ON  ACTIONS  OF  THE  HOUSE  OF 
DELEGATES 

AMERICAN  MEDICAL  ASSOCIATION 
FIFTEENTH  CLINICAL  MEETING 
NOVEMBER  26-30.  1961 
DENVER,  COLORADO 


Social  Security  health  care,  relations  with  the 
American  College  of  Surgeons,  organization  of  the 
American  Medical  Political  Action  Committee, 
medical  discipline  and  polio  vaccine  were  among 
the  major  subjects  acted  upon  by  the  House  of 
Delegates  at  the  American  Medical  Association’s 
Fifteenth  Clinical  Meeting  held  Nov.  26-30  in  Den- 
ver. 

Sounding  the  keynote  for  the  Association’s 
campaign  to  oppose  enactment  of  the  King-Ander- 
son  type  of  legislation  in  1962,  Dr.  Leonard  W. 
Larson  of  Bismarck,  N.  D.,  AMA  president,  told 
the  opening  session  of  the  House  that  proposals  to 
incorporate  health  care  benefits  into  the  Social 
Security  system  “would  certainly  represent  the 
first  major,  irreversible  step  toward  the  complete 
socialization  of  medical  care.’’ 

The  compelling  issue,  Dr.  Larson  declared,  is 
socialization  versus  voluntarism  — or  compulsion 
versus  freedom  of  choice.  He  predicted  that 
courage,  determination  and  the  will  to  win  on  the 
part  of  physicians  will  bring  the  defeat  of  the 
King- Anderson  bill  in  Congress  next  year. 

Pointing  out  that  “we  are  engaged  in  an  historic 
struggle  to  preserve  our  country’s  unique  system 
of  medical  care  and  our  stature  as  a profession,” 
Dr.  Larson  said: 

“We  are  for  voluntarism.  We  do  not  believe  that 
Americans,  acting  either  as  citizens  or  as  patients, 
require  central  direction  from  government  in  their 
choice  of  doctor  or  hospital,  in  the  spending  of 
their  health  care  dollars,  or  in  their  selection  of 
the  health  services  and  facilities  best  suited  to 
their  own  individual  needs. 

“We  take  our  stand  for  voluntary  cooperation, 
for  preservation  of  the  historic  federal-state  organ- 
izational structure,  for  individual  responsibihty, 
for  help  for  those  persons  who  need  help.” 

Dr.  Larson  emphasized  that  the  AMA  will  con- 
tinue to  give  primary  attention  to  implementing 
the  Kerr-Mills  Act  in  the  states,  promoting  volim- 
tary  health  insurance  and  prepayment  plans  de- 
signed for  the  aged,  and  upgrading  nursing  homes. 

The  House  of  Delegates  gave  enthusiastic  ap- 
proval to  Dr.  Larson’s  address  and  took  several 
actions  reaffirming  strong  support  for  the  Kerr- 
Mills  program  to  aid  the  needy  and  near-needy 
aged,  and  urging  a concerted,  determined  fight 
against  Social  Security  health  care  proposals  in 
Congress. 

The  House  advised  all  state  and  county  medical 
societies  to  recognize  the  impending  threat  and  to 
prepare  now  for  any  eventuality  by  continuing  to 
oppose  any  scheme  which  tries  to  impose  a sub- 
standard system  of  medical  care  on  the  American 
people. 

“United,  as  well  as  individual,  effort  is  essen- 
tial,” the  House  declared.  “To  stop  short  of  our 
total  effort  is  to  invite  disaster  and  to  let  loose 
upon  our  beloved  America  irreversible  forces 
which  will  ultimately  destroy  her.  We  cannot  and 
we  must  not  fail.” 

American  College  of  Surgeons 

The  House  agreed  with  the  intent  of  five  reso- 
lutions which  expressed  strong  dissatisfaction  over 
recent  statements  by  a spokesman  for  the  Amer- 
ican College  of  Surgeons,  and  it  also  approved  a 
Board  of  Trustees  report  informing  the  House  that 
arrangements  have  been  made  for  a January  meet- 


ing with  the  ACS  Board  of  Regents  to  discuss  that 
organization’s  recent  statements  and  policy  posi- 
tions. The  report  expressed  hope  that  the  meeting 
“will  lead  to  a unification  of  effort  in  behalf  of 
American  medicine.” 

The  House  instructed  the  Board  of  Trustees  to 
take  the  five  resolutions  to  the  January  meeting 
and  to  report  to  the  delegates  as  soon  as  possible 
on  the  results  of  the  meeting.  In  taking  the  action, 
the  House  approved  a reference  committee  report 
which  said: 

“Your  reference  committee  believes  the  public 
airing  of  disagreements  between  large  segments  of 
medicine  can  only  confuse  and  shake  the  con- 
fidence of  the  pubhc  in  the  medical  profession  and 
distort  the  true  image  of  medicine  which  the 
American  people  should  have. 

“However,  in  its  hearings  upon  the  several  reso- 
lutions relating  to  the  recent  statements  of  the 
American  College  of  Surgeons,  all  those  who  tes- 
tified were  in  opposition  to  the  actions  and  state- 
ments of  the  ACS.  The  majority  of  those  who 
spoke  were  Fellows  of  the  American  College  of 
Surgeons. 

“Your  reference  committee  has  no  wish  to  fan 
the  flames  of  controversy  ignited  by  the  statements 
of  the  American  College  of  Surgeons.  On  the  other 
hand,  the  committee  feels  the  House  has  an  obliga- 
tion to  its  membership — which  includes  physicians 
in  all  types  of  practice — to  agree  with  the  indigna- 
tion manifested  by  the  introduction  of  these  reso- 
lutions and  in  the  discussions  before  the  commit- 
tee. 

“This  is  all  the  more  important  because  the 
osition  of  the  American  College  of  Surgeons  is 
ased  on  an  incorrect  interpretation  of  the  action 
of  this  House  which  in  no  sense  is  a retreat  from 
its  position  of  firm  opposition  to  fee  splitting.” 

American  Medical  Political  Action  Committee 

The  House  heartily  approved  the  purposes  and 
goals  of  the  recently-organized  American  Medical 
Political  Action  Committee  and  urged  all  physi- 
cians, their  wives  and  interested  friends  to  join 
AMP  AC  and  other  political  action  committees  in 
their  states  and  communities. 

“Effective  political  action  must  be  carried  on  at 
the  local  level  and  effective  implementation  must 
be  done  by  local  groups  of  physicians,”  the  House 
said.  “The  formation  of  AMPAC  recognizes  the 
need  for  a national  medical  political  action  com- 
mittee to  coordinate  the  political  activities  of 
physician  groups  at  all  levels  throughout  the 
country.” 

The  purposes  of  AMPAC,  which  is  an  organiza- 
tion separate  and  distinct  from  the  American  Med- 
ical Association  as  required  by  federal  law,  are: 

1.  To  promote  and  strive  for  the  improvement 
of  government  by  encouraging  and  stimulating 
physicians  and  others  to  take  a more  active  and 
effective  part  in  governmental  affairs. 

2.  To  encourage  physicians  and  others  to  under- 
stand the  nature  and  actions  of  their  government 
as  to  important  pohtical  issues  and  as  to  the  rec- 
ords and  positions  of  political  parties,  office- 
holders and  candidates  for  elective  office. 

3.  To  assist  physiciauis  and  others  in  organizing 
themselves  for  more  effective  political  action  and 
for  carrying  out  their  civic  responsibilities. 

4.  To  do  any  and  all  things  necessary  or  desirable 
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for  the  attcdnment  of  the  purposes  stated  above. 

Medical  Discipline 

The  House  received  from  the  Council  on  Con- 
stitution Euid  Byla-ws  a proposed  amendment  which 
would  have  made  it  possible  to  implement  a recom- 
mendation by  the  Medical  Disciplinary  Committee 
that  was  approved  by  the  House  at  the  June,  1961, 
meeting.  This  recommendation  was  to  change  the 
bylaws  so  as  to  confer  original  jurisdiction  on  the 
Association  to  suspend  and/or  revoke  the  AMA 
membership  of  a physician  found  guilty  of  violat- 
ing the  Principles  of  Medical  Ethics  or  the  ethical 
policies  of  the  Association,  regardless  of  whether 
or  not  action  has  been  taken  against  him  at  the 
local  level.  However,  after  considerable  discussion 
on  the  floor  of  the  House,  the  proposed  amendment 
was  referred  back  to  the  Council  on  Constitution 
and  Bylaws. 

In  another  action  on  medical  discipline  the  House 
approved  the  expanded  activities  of  the  Judicial 
Council,  which  has  taken  over  permanent  respon- 
sibility in  that  area,  and  said  that  the  Council  pro- 
gram should  benefit  all  physicians,  the  public  and 
5ie  profession. 

Polio  Vaccine 

The  House  adopted  a resolution  which  urged 
that  medical  societies  at  the  local,  county,  district 
or  state  levels  throughout  the  United  States  should 
encourage,  stimulate  and  participate  in  surveys  to 
determine  the  percentage  of  individuals  in  each 
community  who  have  undergone  immunizing  pro- 
cedures for  poliomyelitis. 

The  resolution  stated  that  on  the  basis  of  the 
results  of  the  surveys,  the  local  medical  society 
should  determine  the  type  of  vaccine  and  the  most 
effective  type  of  program  which  will  be  of  greatest 
benefit  to  the  public. 

Until  such  time  as  all  three  types  of  oral  vaccine 
are  available,  the  resolution  concluded,  the  Salk 
vaccine  should  be  the  vaccine  of  choice  for  routine 
poliomyelitis  immunization,  with  the  choice  of  pro- 
gram for  administering  the  vaccine  to  be  deter- 
mined on  a local  basis  by  each  county  medical 
society. 

Miscellaneous  Actions 

In  considering  a wide  variety  of  resolutions  and 
annual  and  supplementary  reports,  the  House  also: 

Disapproved  of  two  proposals  which  would  have 
required  that  resolutions  be  introduced  30  and  45 
days,  respectively,  before  Association  meetings. 

Approved  a statement  that  physicians  have  an 
ethical  obligation  to  participate  in  medical  society 
activities  and  express  their  opinions  fully  and 
freely. 

Reaffirmed  AMA  policy  that  it  is  not  considered 
unethical  for  a physician  to  own  or  operate  a 
pharmacy  provided  there  is  no  exploitation  of  the 
patient. 

Agreed  with  the  Judicial  Council  that  the  phy- 
sician himself  is  responsible  for  the  control  and 
custody  of  drug  samples  once  they  come  into  his 
possession,  and  in  the  high  tradition  of  the  med- 
ical profession  he  should  not  dispose  of  them  in 
any  way  that  could  cause  harm  to  others. 

Commended  those  constituent  medical  societies 
which  have  moved  forward  in  the  area  of  human 
relations  by  eliminating  membership  restrictions 
based  on  race  or  color.  In  connection  with  the 
same  subject.  Dr.  Peter  Murray  of  New  York  City, 
retiring  after  12  years  of  service  in  the  House,  told 
the  delegates  in  a farewell  address  that  Negro 
physicians  now  have  some  kind  of  medical  society 
membership  in  every  state  except  one. 

Approved  a recommendation  that  a special 
House  committee  be  appointed  to  investigate  all 
facets  of  the  operation  of  the  Joint  Commission  on 
Accreditation  of  Hospitals. 


Agreed  with  the  Board’s  choice  of  Miami  Beach, 
Florida,  as  the  site  for  the  1964  Clinical  Meeting. 

Approved  the  combining  of  the  American  Med- 
ical Education  Foundation  and  the  American  Med- 
ical Research  Foundation  into  the  American  Med- 
ical Association  Education  and  Research  Founda- 
tion, effective  next  January  1. 

Deferred  action  on  a proposed  study  of  fund 
raising  by  voluntary  health  agencies,  pending  the 
development  of  additional  information  by  the 
AMA  Committee  on  Volimtary  Health  Agencies. 

Reciffirmed  the  previous  policy  that  physicians 
should  have  the  privilege  of  prescribing  drugs  by 
either  generic  or  brand  name. 

Approved  the  principle  of  income  tax  deductions 
for  medical  caire  of  the  aged. 

Recommended,  in  reviewing  the  Medicare  Pro- 
gram, that  all  county  medical  societies  in  the  area 
surrounding  armed  forces  hospitals  make  a serious 
attempt  to  establish  formal  liaison  with  the  phy- 
sicians on  those  hospital  staffs. 

Endorsed  the  administration  of  indigent  med- 
ical care  programs  developed  in  cooperation  with 
local  medical  organizations  as  a legitimate  activity 
of  slate  and  local  health  departments. 

Urged  the  elimination  of  all  “categories”  in  pro- 
grams of  assistance  to  the  needy  at  the  federal  and 
state  levels,  with  all  assistance  provided  through  a 
single  program. 

Referred  to  the  Council  on  Medical  Service  a 
resolution  proposing  the  use  of  state  and  federal 
tax  funds  to  provide  voluntary  prepayment  health 
insurance  protection  for  the  aged.  In  a related 
action  the  House  approved  of  experimentation 
with  prepayment  plans  under  assistance  programs. 

Urged  more  vigorous  promotion  of  voluntary 
non-profit  prepayment  health  plans. 

Urged  evep^  physician  in  the  United  States  to 
use  automobile  seat  belts. 

Recommended,  as  a civil  defense  measure,  a 
mass  immunization  program  for  the  general  public. 

Suggested  that  the  Board  of  Trustees  continue 
its  negotiations  to  develop  a group  disability  in- 
surance program  for  AMA  members. 

Concurred  in  the  Board’s  appointment  of  a 
special  committee  to  study  the  organizational 
status  of  AMA  Sections,  the  functions  of  the  Scien- 
tific Assembly  and  existing  procedures  for  estab- 
lishing medical  certifying  boards. 

Instructed  the  Council  on  Medical  Education  and 
Hospitals  to  study  the  present  and  potential  con- 
tribution of  the  American  Board  of  Abdominal 
Surgery  to  the  advancement  of  the  art  and  science 
of  surgery  and  the  betterment  of  public  health,  to 
determine  whether  it  should  be  approved  as  a 
recognized  examining  board. 

Approved  and  commended  the  objectives  and 
program  submitted  by  the  Committee  for  Liaison 
with  National  Nursing  Organizations. 

Recommended  that  the  Secretary  of  Defense 
consider  the  advisability  of  developing  a training 
program  for  reserve  medical  officers. 

Awards  and  Donations 

The  AMA  Board  of  Trustees  presented  a special 
citation  to  the  producers  and  cast  of  The  Donna 
Reed  Show  for  its  “contribution  to  public  under- 
standing of  the  high  ideals  of  the  medical  profes- 
sion.” Carl  Betz,  who  portrays  Dr.  Alex  Stone  on 
the  television  show,  received  the  award  from  Dr. 
Hugh  H.  Hussey  Jr.,  AMA  Board  chairman,  at  the 
Wednesday  Session  of  the  House. 

Contributions  totaling  $435,275.93  from  phy- 
sicians in  six  states  were  presented  to  the  Amer- 
ican Medical  Education  Foundation  during  the 
opening  session  on  Monday. 

Registration 

Final  registration  at  the  meeting  reached  a total 
of  6,138,  including  2,976  physicians. 
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The  individual  physician  has  an  obligation  to  become  involved  in  legislation  which  con- 
cerns the  economy  and  freedom  of  his  nation. 

The  mechanics  of  fulfilling  this  obligation  are  not  always  adequate  through  only  activity  in 
the  political  party  of  his  choice.  Because  of  this  inadequacy,  two  organizations  have  been 
formed;  one  at  the  state  level  and  one  nationally.  The  one  at  the  national  level  is  the  American 
Medical  Political  Action  Committee  (AMP AC);  the  other  the  South  Dakota  Physicians  Com- 
mittee. 

Your  response  to  requests  by  these  organizations  for  memberships,  contributions,  and 
action  will  permit  you  to  live  in  a nation  where  self-determination  rather  than  government  dom- 
ination is  the  rule. 

Don’t  hesitate  — act  now! 

C.  J.  McDonald,  M.D. 

President 
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RECENT  INFORMATION  ON  INFLUENZA 

According  to  the  standard  mortality  data 
from  the  National  Office  of  Vital  Statistics 
upon  which  an  article  in  JAMA,  June  3,  1961, 
by  T.  Eichhoff  et  al  is  based,  a total  of  86,000 
excess  deaths  were  caused  by  Asian  influenza 
during  the  2 epidemics  occurring  since  1957. 
Over  2/3  of  the  excess  mortality  occurred  in 
persons  65  years  and  in  persons  with  cardio- 
vascular-renal disease,  certain  broncho-pul- 
monary diseases  and  diabetes  mellitus.  There 
was  also  a strong  association  of  rheumatic 
heart  diseases  with  influenza  associated 
deaths  and  increased  risk  of  influenza  asso- 
ciated deaths  in  pregnancy.  Immunologic 
protection  through  the  use  of  influenza  vac- 
cine in  such  high  risk  groups  was  highly 
recommended. 

An  article  by  Dr.  A.  W.  Menzin,  Treatment 
in  Internal  Medicine;  Current  Immunization 
Methods  and  Materials  in  Archives  of  Inter- 
nal Medicine,  Volume  107;  409-429,  (March) 
1961  is  of  interest  to  general  practitioners  be- 
cause of  the  recommended  schedules  for  those 
receiving  vaccine.  According  to  this  article 
polyvalent  influenza  vaccines  presently  em- 
ployed contain  the  standard  4-strain  formula 
with  a total  of  500  CCA  units  per  milliliter. 
Recently  Jensen  et  al  have  shown  that  injec- 
tion of  a 6-strain  preparation  with  a total  of 
1,000  CCA  units,  while  producing  no  greater 
incidence  of  undesirable  side  effects  than 
lower  doses,  repeatedly  stimulated  superior 
antibody  responses  than  with  the  standard 
500  CCA  4-strain  formula,  and  provides 
greater  protection  against  new  influenza 
virus  mutants. 


For  establishing  of  basic  immunity  the 
adult  immunizing  dose  consists  of  two  1-ml. 
innoculations  administered  subcutaneously 
with  an  interval  of  7 days  between  injections. 
Immunization  probably  does  not  exceed  12 
months  so  vaccination  is  repeated  annually. 

For  children  receiving  vaccine  containing 
500  CCA  units: 

1.  3 months  to  5 year-0.1  ml.  subcutan- 
eously repeated  after  an  interval  of  1-2 
weeks. 

2.  Children  5-12  years  of  age-0.5  ml.  sub- 
cutaneously repeated  after  an  interval  of 
1-2  weeks. 

3.  Children  13  and  older-  adult  dose  used. 

Persons  sensitive  to  egg  or  chicken  protein 

should  not  receive  influenza  vaccine. 

The  U.  S.  Dept,  of  Health,  Education  and 
Welfare  has  published  an  Influenza  Fact 
Sheet  revised  in  October  1961.  This  em- 
phasizes that  major  nation  wide  epidemics  of 
influenza  recur  in  cyclical  fashion.  Since 
March  of  1960  the  influenza  A virus,  which 
follows  a 2-3  year  pattern  has  lain  dormant 
while  B,  following  a 4-6  year  cycle,  has  not 
occurred  in  significant  amounts  since  1955. 
An  epidemic  can  be  expected  during  the  com- 
ing winter  (1962). 

This  pamphlet  gives  a description  of  the 
vaccine;  the  pharmaceutical  companies  manu- 
facturing it;  the  dosage  for  adults  and  chil- 
dren, and  its  effectiveness  and  reactions.  It  is 
printed  and  distributed  as  a public  service  by 
Pfizer  Laboratories  and  may  be  requested 
from  there  or  from  the  U.  S.  Dept,  of  Health, 
Education  and  Welfare,  Public  Health  Serv- 
ice, Communicable  Disease  Center,  Atlanta, 
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Georgia. 

A temporary  shortage  of  vaccine  exists  be- 
cause of  the  prediction  that  both  Asian  and 
Type  B influenza  may  increase  this  winter. 
Pfizer  reports  that  the  shortage  is  only  tem- 
porary, supplies  are  being  delivered  as  quick- 
ly as  possible  to  regular  suppliers,  and  that 
orders  should  be  placed  through  suppliers,  as 
individual  requests  cannot  be  filled  directly. 

Mrs.  Esther  Howard 
Medical  Librarian 


W.  B.  SAUNDERS  COMPANY  features 
the  following  recent  books  in  their  full  page 
advertisement  appearing  elsewhere  in  this 
issue: 

FONTANA  and  EDWARDS  — CON- 
GENITAL CARDIAC  DISORDERS 
a vital  statistical  study  to  aid  you  in  a 
better  understanding  of  malformations  of 
the  heart. 

WILLIAMS  — Textbook  of  ENDO- 
CRINOLOGY 

a definitive  source  emphasizing  the  ef- 
fects of  endocrine  changes  on  body  meta- 
bolism. 

1962  CURRENT  THERAPY 
today’s  best  treatments  — ranging  from 
external  cardiac  massage  for  cardiac 
arrest  through  current  use  of  antibiotics 
in  treating  bacterial  infections. 


PATHOLOGY  WORKSHOPS  TO  BE  HELD 

Clinical  Pathology  Workshops  for  labora- 
tory technicians  will  be  held  at  the  Univer- 
sity of  South  Dakota  School  of  Medicine  in 
Vermillion,  S.  D.  on  May  10-12,  1962. 

The  workshops  are  being  sponsored  by  the 
South  Dakota  State  Medical  Association,  The 
University  of  South  Dakota  School  of  Med- 
icine, and  the  University  Extension  Division, 
the  South  Dakota  Society  of  Pathologists,  and 
the  South  Dakota  Society  of  Medical  Tech- 
nologists. The  sponsoring  organizations  have 


been  encouraged  by  the  interest  in  previous 
workshops  devoted  to  a single  subject  held 
at  the  University  for  medical  laboratory  per- 
sonnel. The  May  1962  workshops  will  have  a 
more  comprehensive  and  expanded  program 
with  workshops  on  different  subjects  running 
concurrently.  The  participants  will  be  able 
to  express  a preference  for  workshops  they 
desire. 

There  will  be  two  general  sessions  devoted 
to  lectures,  and  three  workshop  sessions  with 
each  session  of  about  four  hours  duration. 
Each  workshop  will  be  limited  to  a small 
munber  of  participants,  varying  from  eight 
to  twenty.  The  technicians  will  perform  with 
their  own  hands  and  gain  proficiency  in  the 
phase  of  laboratory  technique  being  covered 
in  each  workshop.  The  number  of  partici- 
pants will  be  limited  to  75  and  will  include 
medical  technologists,  laboratory  technicians 
and  laboratory  aides. 

The  faculty  of  the  workshop  will  include 
staff  members  of  the  University  of  South  Da- 
kota School  of  Medicine  and  a number  of 
guest  members  from  South  Dakota  and  from 
outside  the  state.  The  tentative  subjects  for 
workshop  presentation  include  (1)  Urinology, 
(2)  Practical  Bacteriology  (3)  White  blood  cell 
morphology  (4)  Blood  glucose  determination 
and  quality  control  (5)  BMR  & EKG  (6)  Blood 
Banking.  The  general  sessions  will  include 
lectures  of  interest  to  all  medical  laboratory 
personnel. 

The  sponsoring  organizations  hope  to  make 
this  an  annual  meeting  and  solicit  the  support 
and  encouragement  of  all  South  Dakota 
physicians,  Hospital  Administrators  and  Med- 
ical Laboratory  personnel. 

An  announcement  was  sent  to  all  of  these 
individuals  in  late  January  1962,  and  included 
an  application  form.  Application  forms  should 
be  promptly  returned  as  attendance  must  be 
limited. 
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Pop's  Proverbs 

Mental  maturity  is  the 
ability  to  evaluate  the 
teachings  of  childhood  and 
youth,  and  arrive  at  a “dif- 
ferent” conclusion. 


NEWS  NOTES 

Robert  M.  Stewart,  M.D., 

a native  of  South  Dakota  and 
former  physician  at  High- 
more,  has  opened  an  office  in 
Centerville,  South  Dakota. 

* * * 

The  Citizens  Building  in 
Aberdeen  is  the  home  of  the 
new  office  of  R.  A.  Standard, 
M.D.,  an  orthopedic  surgeon. 
A native  of  Montana,  Dr. 
Standard  received  his  edu- 
cation in  California  and 
served  on  a naval  hospital 
ship  at  Long  Beach  prior  to 
his  arrival  in  Aberdeen. 

* * * 

The  Homestake  medical 
staff  at  Lead,  South  Dakota, 
has  added  a new  member  — 
Robert  H.  Anderson,  M.D„ 

formerly  of  Terry,  Montana. 

* * * 

Drs.  Tobin,  Tobin  and 
Weatherill  of  Mitchell  have  a 
new  home.  They  recently 
moved  into  their  new  build- 


ing at  1200  East  Sixth  Street. 
The  building  will  be  named 
“Tobin  Clinic”  and  will  also 
house  a pharmacy  which  will 
be  operated  under  the  name, 
“Sixth  Avenue  Pharmacy.” 

*  *  * » 

Enrollment  in  the  nation- 
wide Blue  Shield  Plans 
passed  the  48,400,000  mark  as 
of  September  30,  1961,  John 
W.  Castellucci,  Executive 
Vice  President  of  the  Na- 
tional Association  of  Blue 
Shield  Plans,  reported.  Total 
membership  in  the  75  med- 
ical-surgical Blue  Shield 
Plans  amounted  to  48,415,337, 
as  a result  of  a net  gain  of 
1,330,349  new  members  dur- 
ing the  first  nine  months  of 
1961. 

“Blue  Shield  now  covers 
one  out  of  every  four  Amer- 
icans, and  almost  15  per  cent 
of  the  total  Canadian  popula- 
tion,” Mr.  Castellucci  in- 
dicated. 

Thirteen  Blue  Shield  Plans 
have  enrolled  more  than  40 
percent  of  the  population  in 
the  areas  they  serve.  Among 
the  13,  the  District  of  Colum- 
bia Blue  Shield  Plan  has  en- 
rolled more  than  80  percent 


of  the  population  in  its  area, 
while  the  Rhode  Island, 
Rochester,  N.  Y.,  and  Dela- 
ware Plans  have  more  than 
60  percent  of  their  service 
areas  covered. 

* :!:  * 

The  Seventh  District  Med- 
ical Society  met  January  2, 
1962  at  the  Cactus  Heights 
Country  Club.  Guest  speaker 
was  Benjamin  Bofenkamp, 
M.D.,  of  Minneapolis,  Min- 
nesota, who  spoke  on  “Com- 
mon Problems  in  Ear,  Nose 
and  Throat  Ailments.”  Bus- 
iness matters  discussed  in- 
cluded 1)  the  Fluoridation 
question,  2)  Location  for  fu- 
ture meetings,  and  3)  Instruc- 
tion of  delegates  for  the  Jan- 
uary 14th  meeting  of  Blue 
Shield  Conference. 

* 

Staff  members  of  the  Mayo 
Clinic  and  the  Mayo  Founda- 
tion for  Medical  Education 
and  Research  will  present  a 
three-day  program  of  lec- 
tures and  discussions  on 
problems  of  current  interest 
in  general  medicine  and  sur- 
gery. Since  attendance  must 
be  limited,  two  identical  ses- 
sions will  be  offered.  The 
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first  program  will  be  pre- 
sented March  26,  27,  and  28, 
and  the  second  April  2,  3 and 

4,  1962.  Category  I credit 
may  be  obtained  by  members 
of  the  American  Academy  of 
General  Practice.  For  further 
information,  contact  M.  G. 
Brataas,  Mayo  Clinic, 

Rochester,  Minnesota. 

* * * 

The  Britton  Medical  Cen- 
ter, Britton,  South  Dakota, 
has  filed  corporate  papers 
with  the  Secretary  of  State. 
Directors  of  the  Center  are 
Drs.  Edward  Drissen,  Leo 
Graff  and  Kenneth  Currie. 

* * :i: 

ERICKSON  LEAVES 

5.  D.  MEDICAL  SERVICE 

Richard  C.  Erickson,  Sioux 
Falls,  for  three  and  one-half 
years  assistant  executive 
director  of  South  Dakota’s 
Blue  Shield  plan,  has  left  to 
join  the  sales  staff  of  Inter- 
national Business  Machines. 
After  a training  course  in 
Endicott,  New  York,  he  will 


return  to  the  Sioux  Falls 
area  as  an  electric  typewriter 
sales  representative. 

The  vacated  position  with 
Blue  Shield  will  not  be  filled 
immediately,  although 
Robert  Green  of  Sioux  Falls 
has  been  employed  as  office 
manager  just  prior  to  the 
first  of  the  year.  Green,  mar- 
ried and  the  father  of  one 
child,  had  been  with  Inter- 
national Harvester  until  tak- 
ing his  present  position. 

* * * 

VAN  HEUVELEN 
HONORED 

Eighty  friends  and  co- 
workers gathered  recently  to 
honor  G.  J.  Van  Heuvelen. 
M.D.,  director  of  the  State 
Health  Department.  The  oc- 
casion marked  Dr.  Van  Heu- 
velen’s  silver  anniversary 
with  the  department,  and 
was  celebrated  with  a dinner 
party  at  the  Pierre  Country 
Club.  Dr.  Van  Heuvelen  was 
presented  with  a watch  and 
a bound  book  containing  pic- 


tures and  letters  from  every 
person  now  with  the  depart- 
ment, from  division  heads, 
and  from  those  persons  who 
had  worked  five  years  or 
more  in  the  department  dur- 
ing the  doctor’s  tenure. 

* * * 

I.C.S. 

APPOINTMENTS 

The  following  appoint- 
ments have  been  made  by 
the  International  College  of 
Surgeons  for  South  Dakota. 
Regent: 

Geoffrey  I.  W.  Cottam, 
M.D.,  Sioux  Falls 
Vice  Regents: 

Robert  E.  Van  Demark, 
M.D.,  Sioux  Falls 
Arthur  A.  Lampert,  M.D.. 
Rapid  City 

Credentials  Committee: 
Stephen  A.  Donahoe,  M.D., 
Sioux  Falls 
Michael  M.  Morrissey, 
M.D.,  Pierre 

H.  Russell  Brown,  M.D., 

Watertown 


MEDIPHONE,  INC. 

The  practice  of  medicine  and,  even  more, 
drug  therapy  are  full  of  surprises.  As  the  out- 
put of  pharmaceutical  laboratories  becomes 
more  complex  and  the  effects  of  drugs  more 
profound  in  their  ability  to  alter  life’s  pro- 
cesses, the  frequency  of  such  surprises  is  cer- 
tain to  increase.  There  was  a time  when  a 
man  could  compound  a prescription  and  feel 
quite  certain  of  its  effects,  but  such  is  not 
the  case  today. 

Indeed,  in  the  past  year,  four  widely  used 
drugs  were  taken  off  the  market  because  of 
their  unexpected,  injurious  effect  on  patients. 
These  were  not  new  drugs,  but  in  view  of  the 
side  effects  they  must  be  abandoned. 

Some  method  of  collecting  data  for  fore- 
warning physicians  about  an  increasing  in- 
cidence of  injurious  by-effects  has  long  been 


needed.  This  need  is  apparently  to  be  met 
with  a new  service  known  as  “Mediphone.” 

This  is  a system  whereby  physicians  can 
obtain  vital  information  about  any  drug  any 
time,  day  or  night,  immediately,  by  telephon- 
ing the  “Mediphone”  Center  in  Washington, 

D.  C. 

Service  is  available  to  physicians  by  mem- 
bership. The  service  is  operated  by  phy- 
sicians, is  personal  and  confidential,  and  has 
no  connection  with  advertising  of  any  prod- 
ucts. “Mediphone”  receives  no  subsidies  from 
private  industry  or  the  Federal  Government. 
Calls  for  information  will  be  on  a physician- 
to-physician  basis. 

Physicians  desiring  additional  information 
should  contact  the  Mediphone  center.  The 
address  is:  Mediphone,  Inc.,  1500  Massa- 
chusetts Avenue,  N.  W.,  Washington  5,  D.  C. 
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EVALUATION  OF  PHARMACEUTICAL 
EMULSIONS* 

by 

Phyllis  Carter** 

Wilmington,  Delaware 


Introduction 

Today,  with  the  advent  of  new  emulsifiers 
and  emulsion  techniques,  the  number  of  phar- 
maceutical products  formulated  as  emulsions 
is  increasing.  A prime  reason  for  this  trend 
is  simply  that  an  emulsion  frequently  gives 
the  patient  his  medication  in  a more  appeal- 
ing or  more  effective  form.  Emulsions  are 
easy  to  apply  topically  and  can  be  formulated 
to  eliminate  oiliness  and  staining.  Usually, 
an  emulsion  is  not  so  noticeable  on  the  skin  as 
a non-emulsified  product,  a major  factor  in 
patient  acceptance.  Emulsified  products  for 
topical  application  sometimes  offer  a means 
of  obtaining  added  cleansing  action.  Emulsion 
systems  also  aid  in  carrying  water,  an  excel- 
lent softener  to  the  skin. 

Sometimes  poor  flavor  can  be  masked  by 
emulsifying  an  objectionable  tasting  product 
in  a more  pleasant  tasting  medium.  In  some 
cases,  the  rate  of  medicament  release  or  the 
rate  of  absorption  can  be  controlled  by  choice 
of  emulsifier  or  emulsification  method. 

By  using  emulsions,  aqueous  and  oil  sol- 
uble ingredients  can  be  used  simultaneously. 
Along  with  therapeutic  and  esthetic  benefits, 


*A  paper  presented  at  the  Pharmacy  Congress 
sponsored  by  St.  John’s  University,  Jamaica 
L.  I.,  New  York,  March  17,  1961. 

**  Product  Development  Department,  Atlas  Powder 
Company. 


substantial  savings  can  often  be  effected  by 
formulation  in  emulsion  form. 

Each  emulsion  formulator  must  have  a 
thorough  background  in  all  facets  of  emul-  ■ 
sion  technology  in  order  to  cope  with  the 
complex  formulation  problems  he  faces  daily. 

It  is  especially  important  to  know  how  to 
evaluate  emulsion  systems  for  several  rea- 
sons: development  work  can  provide  a sound 
basis  for  choosing  a final  formulation;  the 
final  product  can  be  screened  during  and 
after  manufacture  to  assure  batch  uniformity; 
and,  proper  packaging  can  be  selected. 

A prime  consideration  in  evaluating  any 
pharmaceutical  product  is  its  physiological 
effect,  the  response  which  can  be  expected 
from  the  body  when  the  product  is  admin- 
istered. Whenever  possible,  the  final  formu- 
lation should  be  studied,  although  in  some 
cases  it  is  desirable  to  study  individual  com-  ■ 
ponents.  Oral,  parenteral,  and  dermal  toxicity 
must  be  considered.  The  rate  of  medicament 
release  and  medicament  absorption  must  be 
determined.  Product  pH  and  bacterial  count 
must  be  controlled  so  that  no  body  damage 
results. 

In  planning  evaluation  of  the  pharmaceu- 
tical products  which  are  emulsions,  there  are 
other  properties  which  should  be  considered. 
They  are  emulsion  type,  particle  size,  visco- 
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sity  or  consistency,  esthetic  characteristics, 
effect  on  containers  and  stability.  Methods 
for  determining  these  properties  follow. 

Types  of  Emulsions 

An  emulsion  consists  of  two  phases,  an  in- 
ternal, discontinuous,  or  dispersed  phase 
within  a second  phase  known  as  the  external 
or  continuous  phase.  If  the  emulsion  consists 
of  oil  as  the  internal  phase,  the  emulsion  is 
said  to  be  of  the  oil-in-water  (0/W)  type. 
When  the  water  is  the  internal  phase,  with 
the  oil  surrounding  it  as  the  external  or  con- 
tinuous phase,  the  product  is  said  to  be  a 
water-in-oil  (W/0)  emulsion.  Occasionally 
an  emulsion  has  no  well  defined  internal  and 
external  phases;  that  is,  each  phase  contains 
droplets  of  the  other  phase.  In  this  case,  the 
emulsion  is  said  to  be  a mixed,  dual,  multiple, 
or  polyphase  emulsion. 

Emulsion  type  is  an  important  considera- 
tion in  the  preparation  of  pharmaceutical 
emulsions,  especially  those  intended  for  top- 
ical use.  0/W  emulsions  in  general  are  less 
oily  and  consequently  less  obvious  to  the 
touch  than  W/O  emulsions.  Frequently,  the 
rate  of  release  of  a medicament  from  a topical 
product  is  dependent  on  emulsion  type.  0/W 
emulsions  are  washable,  a major  factor  in 
their  current  popularity  in  ointment  formu- 
lation. 

In  oral  formulation,  a change  in  emulsion 
type  can  alter  mouthfeel,  flavor,  or  med- 
icament absorption. 

Differences  in  emulsion  type  can  also  alter 
the  effect  which  the  emulsion  has  on  special 
containers  such  as  polyolefin  bottles. 

Deiermination  of  Emulsion  Type 
Dilution 

One  way  of  determining  emulsion  type  is 
by  dilution.  If  the  external  phase  is  water, 
j the  emulsion  can  be  diluted  with  aqueous  sol- 
j vents.  If  the  external  phase  is  oil,  the  emul- 
I sion  will  not  disperse  and  will  appear  as 
globules  throughout  the  water.  A W/O  emul- 
I sion  will,  however,  dilute  with  oily  materials. 
I Dispersibility 

The  dispersibility  of  other  materials  in  an 
I emulsion  follows  the  same  pattern.  A water 
i soluble  dye  will  disperse  in  an  O/W  emulsion 
I while  it  will  remain  undispersed  in  a W/O 
emulsion.  An  oil  soluble  dye  will  not  dis- 
! perse  in  an  O/W  emulsion  but  it  will  color  a 
: W/O  emulsion.  This  behavior  forms  the  basis 


of  a second  test  for  emulsion  type:  dye  solu- 
bility. 

Conductivity 

Still  another  way  to  determine  emulsion 
type  is  by  determining  conductivity.  Most 
aqueous  systems,  and  therefore  most  O/W 
emulsions  are  good  conductors.  Most  oils  and, 
consequently,  most  W/O  emulsions  are  feeble 
conductors. 

Fluorescence 

Another,  less  simple  method  for  deter- 
mining emulsion  type  involves  microscopic 
examination  of  the  emulsion  under  ultra- 
violet light.  Many  oils  fluoresce,  and  when 
W/O  emulsions  are  viewed  in  this  way,  the 
whole  field  fluoresces.  Only  a few  fluorescent 
spots  will  appear  in  an  O/W  emulsion. 

Paper  Wetting 

Another  method  which  has  been  used  oc- 
casionally depends  on  the  wetting  action  of 
the  emulsion  on  filter  paper.  A drop  of  O/W 
emulsion  will  spread  rapidly  whereas  a drop 
of  a W/O  emulsion  will  not. 

Cobalt  Chloride 

Another  method  recently  published  (1)  is 
based  on  the  color  change  of  cobalt  chloride 
when  it  passes  from  the  anhydrous  to  the 
hydrous  form.  Filter  paper  is  impregnated 
with  cobalt  chloride  by  dipping  it  into  a 22% 
aqueous  solution,  then  drying  it.  The  pre- 
pared sheets,  which  are  kept  in  a desiccator, 
are  deep  blue.  When  exposed  to  an  O/W 
emulsion,  the  filter  paper  becomes  pink. 
Little  or  no  change  occurs  when  a W/O  emul- 
sion is  placed  on  the  paper.  A dual  emulsion 
causes  a pink  color  to  develop,  but  the  action 
is  much  slower  than  that  noted  with  O/W 
emulsions. 

These  methods  are  not  infallible.  For  ex- 
ample, a W/O  emulsion  containing  a poly- 
valent metal  soap  may  conduct  electricity.  In 
choosing  a method,  ingredient  properties 
must  be  considered. 

Particle  Size 

The  particle  size  of  an  emulsion  is  usually 
expressed  as  the  diameter  of  the  globules  in 
the  internal  phase.  If  the  size  is  not  uniform, 
the  particle  size  occurring  most  frequently  is 
used. 

Particle  size  is  important  because  it  gov- 
erns the  appearance  of  the  emulsion  and  be- 
cause it  can  give  an  indication  of  the  rate  of 
coalescence  of  the  dispersed  phase. 
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The  particle  size  of  an  emulsion  can  be 
estimated  from  its  appearance,  using  the  fol- 
lowing guide; 

Appearance  Particle  size 

Milky  white  emulsion  Greater  than  1 micron 
Blue  white  emulsion  0.1  to  1 micron 
Gray  semi-transparent 

emulsion  0.05  to  0.1  micron 

Transparent  emulsion  0.05  micron  and  smaller 

The  most  widely  used  method  of  deter- 
mining droplet  size  distribution  is  by  observa- 
tion of  the  emulsion  using  a microscope  fitted 
with  a micrometer  eyepiece. 

Viscosity 

Viscosity  can  be  defined  as  a measure  of 
internal  friction  or  resistance  to  flow.  Some 
emulsions,  usually  those  that  are  relatively 
dilute,  exhibit  Newtonian  flow;  that  is,  their 
behavior  when  subject  to  shear  can  be  ex- 
pressed in  terms  of  a single  constant  viscosity 
coefficient.  The  majority  of  emulsions  are 
non-Newtonian,  because  they  have  different 
viscosities  at  different  rates  of  flow  in  the 
same  apparatus  or  in  different  pieces  of 
equipment.  A single  viscosity  determination 
on  this  type  of  product  gives  an  “apparent 
viscosity”  or  consistency  which  is  often  suf- 
ficient for  quality  control  if  the  same  con- 
ditions of  testing  are  used  for  each  batch. 
However,  to  obtain  more  complete  rheolog- 
ical data,  readings  taken  at  several  rates  of 
shear  must  be  plotted. 

Viscosity  is  probably  one  of  the  most  im- 
portant emulsion  properties  since  variations 
are  usually  quite  obvious  to  the  consumer. 
Viscosity  changes  often  indicate  other 
changes  in  the  product  which  may  reduce  its 
effectiveness.  Fluctuations  during  shelf 
storage  are  a major  problem  for  the  emulsion 
chemist. 

There  are  three  basic  methods  for  ob- 
serving viscosity  or  consistency.  The  first 
measures  the  rate  of  flow  of  the  product 
through  a capillary  or  an  orifice.  The  second 
involves  measurement  of  the  rate  at  which 
a foreign  object  will  fall  or  rise  through  a 
product.  The  last  measures  the  torque  in- 
duced when  the  product  is  subject  to  shear; 
for  example,  by  placing  it  between  a rotating 
spindle  and  a stationary  cup.  The  choice  of 
method  depends  on  the  type  of  product  being 
examined,  and  on  the  ease  with  which  the 
method  can  be  used. 

Capillary  Methods 

The  capillary  method^  affords  simplicity 


of  operation,  as  well  as  equipment  that  is 
simply  constructed.  Its  main  disadvantage  is 
that  it  is  inadequate  for  non-Newtonian 
products. 

The  Ostwald  viscosity  pipette  is  typical  of 
the  equipment  used.  In  the  Ostwald  ap- 
paratus, the  liquid  to  be  measured  flows 
through  a capillary.  The  time  required  for 
the  fluid  to  pass  between  two  levels  on  the 
tube  is  noted,  permitting  a calculation  of  vis- 
cosity. 

Measurement  of  capillary  flow  is  useful 
only  in  the  low  viscosity  region.  When  more 
viscous  emulsions  are  encountered  it  is  neces- 
sary to  measure  the  rate  of  flow  through  a 
small  orifice  (which  can  be  considered  as  a 
short  capillary).  In  most  cases,  the  viscosity 
is  reported  in  terms  of  the  time  required  for 
passage  of  a given  volume  of  liquid.  One  of 
the  widely  used  orifice  type  viscometers  is 
the  Saybolt  instrument,  which  provides  a 
viscosity  reading  in  Saybolt  seconds.  Various 
modifications  of  the  Saybolt  equipment  have 
been  made,  but  the  main  difference  in  them 
is  the  size  of  the  orifice. 

Falling  Object  or  Rising  Bubble  Methods 

All  falling  ball,  falling  plunger,  and  rising 
bubble  techniques  depend  on  Stokes  law. 
Measurement  by  means  of  falling  or  rising 
objects  is  relatively  simple,  but  it  is  primarily 
applicable  to  Newtonian  fluids. 

The  familiar  Hoeppler  instrument  is  a fall- 
ing ball  viscometer  in  which  the  sphere  rolls 
down  an  inclined  plane  through  the  liquid. 
The  consistency  may  be  reported  in  viscosity 
units  or  it  may  simply  be  noted  in  terms  of 
time. 

Another  falling  object  type  instrument, 
useful  only  for  measuring  consistency;  that 
is,  softness  or  firmness  of  the  product,  is  the 
cone  penetrometer,  which  consists  of  a 
weighted  cone  which  can  be  dropped  into  the 
product.  The  consistency  is  reported  in  terms 
of  penetration  depth. 

The  rising  bubble  technique  can  be  em- 
ployed for  fluid  emulsions.  The  Gardner-Holt 
viscosity  tester  employs  this  principle.  With 
this  equipment  the  rate  of  bubble  rise  in  a 
small  tube  of  the  unknown  liquid  is  compared 
with  the  rates  of  known  liquids  contained  in 
the  tubes  in  the  test  kit.  When  a match  is 
found,  the  viscosity  of  the  unknown  can  be 
reported  in  terms  of  the  viscosity  of  the 
known  liquid. 
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Rotational  Methods 

Rotational  viscometers^  are  the  most 
versatile  type.  They  can  be  used  for  New- 
tonian and  non-Newtonian  products  over  a 
wide  viscosity  or  consistency  range.  The  only 
disadvantages  of  these  instruments  are  that 
they  are  sometimes  expensive  and  may  re- 
quire trained  operators. 

In  the  Stormer  viscometer,  a rotational  in- 
strument, the  emulsion  is  placed  in  a cup  in 
which  a paddle  or  cylinder^-  driven  by  a 
descending  weight  is  rotated.  The  viscosity 
of  the  product  is  reported  in  terms  of  time 
required  for  a large  number  of  revolutions. 

The  MacMichael  viscometer,  another  ro- 
tational type,  consists  of  a cup  which  can  be 
rotated  around  a concentrically  suspended 
bob.  The  torque  exerted  on  the  bob  is  used 
as  a measure  of  the  viscosity  of  an  emulsion 
placed  in  the  cup. 

The  Brookfield  viscometer,  a more  recently 
developed  rotational  instrument,  measures 
the  torque  induced  on  a rotating  spindle  by 
the  viscous  drag  of  the  product  being  meas- 
; ured.  A large  number  of  spindle-speed  com- 
i binations  are  available,  permitting  measure- 
I ment  on  a wide  variety  of  products.  The 
I instrument  can  also  be  used  with  a Helipath 
I stand,  which  moves  the  spindle  through  the 
■ emulsion  during  the  measurement,  bringing 
unworked  product  into  contact  with  the 
spindle.  The  viscosity  of  Newtonian  fluids  is 
usually  reported  in  centipoises.  Consistency 
; of  non-Newtonian  fluids  can  be  noted  as  a 
dial  reading  if  only  one  spindle  and  speed  are 
■:  used  for  a series  of  determinations.  It  can 
: also  be  used  to  provide  complete  rheological 
j data  on  non-Newtonian  products. 

The  Ferranti-Shirley  viscometer  is  a rota- 
tional instrument  which  consists  of  a flat 
1 plate  and  rotating  cone  with  a very  obtuse 
I angle.  In  use,  the  apex  of  the  cone  Just 
I touches  the  plate  surface  and  the  sample  to 
be  measured  fills  the  narrow  gap  between 
; the  cone  and  the  plate.  The  instrument  was 
j designed  to  provide  a fairly  complete  rheo- 
•|  logical  characterization  of  a small  quantity  of 
[ products  in  a short  time.^  Results  may  be 
reported  in  viscosity  units  for  Newtonian 
fluids  and  for  non-Newtonian  products  as  a 
rheogram  showing  cone  velocity  vs.  meter 
: reading  or  rate  of  shear  vs.  shear  stress.  A 
recent  study®  of  cosmetic  emulsions  in 


which  this  instrument  was  used  indicates  that 
it  should  be  very  useful  in  evaluating  oint- 
ments, creams,  and  lotions. 

Esthetic  Characteristics 

In  early  pharmaceutical  practice,  little  at- 
tention was  given  to  formulating  products 
which  were  pleasant  to  use.  Today,  patients 
are  more  discriminating,  and  esthetic  charac- 
teristics such  as  good  application  properties, 
and  pleasing  color,  odor,  flavor  and  mouth- 
feel  are  usually  considered  essential  proper- 
ties when  a product  is  being  formulated. 
Application  Properties 

Spreading  qualities  and  feel  on  application 
of  an  ointment  or  lotion  are  generally  eval- 
uated by  touch  and  sight.  Since  the  tests  are 
purely  qualitative,  the  results  may  vary  using 
different  subjects  or  the  same  subject  at  dif- 
ferent times.  The  product  is  usually  cate- 
gorized as  follows: 

1.  soft,  medium,  or  firm  consistency 

2.  short,  medium,  or  long  (stringy)  fiber 

3.  uniform,  grainy,  or  lumpy  appearance 

4.  lubricates  or  drags  during  application 

5.  rubs  out  smoothly  or  soaps  up 

6.  leaves  oily,  tacky,  dry,  or  wet  film  on 
skin  or  waxes  out 

7.  causes  heat  or  cold  sensation 

8.  washes  off  easily,  or  clings  to  skin 
Color 

If  the  emulsion  system  is  colored,  a method 
of  evaluation  of  the  intensity  of  the  color 
must  be  devised.  The  choice  of  method  will 
depend  on  the  type  of  coloring  agent  used. 

Odor 

The  evaluation  of  odor,  like  flavor,  has  not 
advanced  to  the  stage  of  an  exact  science. 
O’dor  may  simply  be  described  in  terms  of 
likeness  to  well-known  odor;  for  example, 
fruity,  fishy,  or  tarry. 

Perhaps  the  most  nearly  scientific  classi- 
fication which  exists  today  is  that  of  Crocker 
and  Henderson'^-  8 who  have  assigned  four 
fundamental  sensations  to  any  odorous  sub- 
stance: fragrant  (sweet);  acid  (sour);  burnt; 
and  caprylic  (goaty).  The  Crocker-Henderson 
Odor  Classification  Set  contains  a series  of 
standards  representing  eight  intensity  levels 
for  each  fundamental  sensation.  The  product 
being  evaluated  is  compared  to  the  standard 
for  each  of  the  four  attributes  and  assigned 
a number  from  each  series  corresponding  to 
the  best  match.  This  makes  possible  descrip- 
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tion  of  the  product  by  a four  digit  number.  In 
this  system,  oil  of  wintergreen  would  be 
classified  8453;  that  is,  it  is  8 in  the  fragrance 
scale,  4 in  the  acid  scale,  5 in  the  burnt  scale, 
and  3 in  the  caprylic  scale. 

Flavor  and  Mouthfeel 

Emulsion  products  for  internal  consump- 
tion are  usually  rated  for  flavor  and  mouth- 
feel.  The  testing  is  highly  subjective;  and 
consequently,  results  may  vary  with  dif- 
ferent subjects  or  with  the  same  subject  at 
different  times. 

In  evaluating  flavor,  the  degree  of  the  fol- 
lowing characteristics  is  noted: 

1.  sweetness 

2.  sourness 

3.  bitterness 

4.  saltiness 

5.  tanginess 

6.  acridness 

7.  rancidity 

Mouthfeel  is  usually  characterized  by 
choosing  from  the  following  descriptions: 

1.  thin,  medium,  or  heavy  consistency 

2.  smooth,  lumpy,  or  gritty 

3.  oily,  greasy,  waxy,  or  sticky 

4.  numbing  or  astringent 

5.  cool  or  warm 

The  food  industry  has,  of  course,  given 
much  thought  to  the  problem  of  taste  testing. 
One  of  the  papers^  which  provides  a good 
guide  to  the  latest  sensory  testing  panel  tech- 
niques includes  a discussion  of  selection  of 
panel  members,  panel  size,  panel  training, 
choice  of  tests,  test  conditions  and  procedures, 
and  interpretation  of  results. 

Effect  on.  Container 

When  glass  containers  are  used  to  package 
emulsions  no  unusual  effects  would  be  ex- 
pected. In  adapting  emulsions  for  packaging 
in  aerosol  cans  or  polyolefin  containers 
special  problems  may  arise. 

The  corrosion  problems  encountered  in 
packaging  in  aerosol  cans  are  usually  more 
acute  when  aqueous  systems  such  as  emul- 
sions are  packaged.  Each  proposed  new 
product  should  be  tested  for  corrosion  tend- 
ency, using  enough  cans  to  permit  statistical 
analysis  of  the  data  obtained. 

Certain  common  pharmaceutical  ingre- 
dients are  absorbed  by  polyolefins  resulting 
in  permeation  or  deformation  of  container 
walls,  If  these  materials  are  present  only 
in  the  internal  phase  of  a stable  emulsion,  no 


effect  on  the  container  will  be  noted.  If,  how- 
ever, they  are  part  of  the  external  phase, 
permeation  or  deformation  will  be  of  the 
same  order  noted  with  unemulsified  in- 
gredients. 

When  aerosol  or  polyolefin  packaging  is 
planned,  a study  should  be  run  to  determine 
the  emulsion  effect  on  the  container. 

Stability 

Perhaps  the  most  important  emulsion  prop- 
erty is  stability.  Stability  is  defined  for  this 
purpose  as  lack  of  change  in  a product  over  a 
period  of  time.  Ideally,  an  emulsion  should 
retain  its  type,  appearance,  viscosity  or  con- 
sistency, application  properties,  color,  odor, 
and  flavor  during  its  shelf  life.  The  test 
methods  previously  discussed  should  be  ap- 
plied at  frequent  intervals  during  stability 
testing  so  that  changes  in  the  emulsion  sys- 
tem can  be  appraised.  Therapeutic  action 
should  also  be  checked  on  aged  products.  The 
time  of  testing  must  be  decided  for  each 
emulsion  depending  on  its  intended  use. 
Chemical  Testing 

The  chemical  stability  of  the  emulsion  in- 
gredients must  be  considered  in  any  stability 
testing  program.  For  example,  there  may  be 
a possibility  of  active  ingredient  degradation 
when  the  product  is  exposed  to  sunlight  or 
one  of  the  emulsion  components  may  be  sub- 
ject to  oxidation.  The  test  procedure  ob- 
viously must  be  chosen  at  the  time  of  formu- 
lation. 

Bacteriological  and  Mycological  Testing 

Emulsion  products  are  particularly  suscep- 
tible to  organism  growth.  They  must  be  pre- 
pared under  sanitary  conditions  and  it  is 
usually  necessary  to  preserve  them.  Periodic 
organism  counts  should  be  made  on  each 
product  throughout  its  shelf  life  to  permit  ap- 
praisal of  the  preservative  system.  A test 
method  specifically  designed  for  testing  the 
efficacy  of  preservatives  for  pharmaceutical 
products  has  been  published.  ^ ^ 

Accelerating  Aging 

Since  it  is  sometimes  impossible  to  run  ex- 
tended shelf  life  storage  tests  before  market- 
ing, emulsions  are  sometimes  subjected  to  ac- 
celerated aging  tests.  These  usually  consist 
of  exposing  samples  to  conditions  more 
rigorous  than  they  would  ever  meet  in  ship- 
ping, storage,  display,  and  use.  If  the  product 
remains  unaffected  under  the  stringent  con- 
ditions of  the  testing,  it  is  likely  to  be  stable 
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during  actual  shelf  storage.  Interpretation 
of  accelerated  test  results  must  be  done  very 
carefully  because  although  most  accelerated 
tests  have  merit,  emulsion  behavior  is  often 
unpredictable  and  an  emulsion  which  passes 
through  severe  conditions  without  change 
may  show  evidence  of  breakdown  under  or- 
dinary storage  conditions. 

One  method  of  accelerated  testing  is  sub- 
jecting the  product  to  temperature  changes. 
This  is  probably  the  most  widely  accepted 
accelerated  aging  technique.  Usually  heat 
stability  (up  to  50 °C.)  and  freezing-thawing 
tests  are  run.  Many  emulsion  chemists  re- 
gard one  to  three  months’  stability  (excluding 
therapeutic  agent  stability)  at  45-50 °C.  neces- 
sary before  marketing.  Occasionally  high  and 
low  temperature  testing  are  combined  so  that 
the  emulsion  is  subjected  to  alternate  heat- 
ing-freezing cycles.  About  five  such  cycles  or 
freezing-thawing  cycles  are  sufficient  for 
stability  prediction. 

Centrifuging  an  emulsion  speeds  up  the 
coalescence  of  the  internal  phase.  Centri- 
fuging may  be  of  some  value  in  stability  pre- 
diction, but  it  is  usually  merely  an  indication 
of  the  state  of  the  emulsion  at  the  time  of 
testing. 

Another  means  of  accelerating  creaming  is 
dilution  of  the  emulsion  and  this  sometimes 
serves  as  a means  of  estimating  stability.  An 
emulsion  viewer  especially  designed  for  this 
type  testing  is  available.  1 2 Dilution  data  must 
be  evaluated  carefully  since  the  results  with 
the  less  concentrated  emulsion  may  not  re- 
veal the  stability  behavior  pattern  of  the 
original  product. 

Phase  separation  can  be  observed  micro- 
scopically. Periodic  size  frequency  analyses 
usually  give  a good  indication  of  the  rate  of 
coalescence,  and  hence  the  tendency  toward 
instability.  Such  analyses  are  time  consum- 
ing and  not  usually  considered  practical  for 
screening  emulsifying  agents  but  are  ex- 
tremely useful  in  evaluating  finished 
products. 


All  of  these  accelerated  methods  have 
merit  in  some  cases,  but  none  of  them  can  re- 
place actual  shelf  life  testing.  Opinions  as  to 
the  time  required  for  shelf  testing  before 
marketing  vary  somewhat,  but  many  emul- 
sion chemists  regard  six  months  at  room  tem- 
perature as  the  minimum,  with  one  to  two 
years  desirable.  In  evaluating  finished  prod- 
ucts, correlation  of  results  of  accelerated  test- 
ing with  results  of  actual  shelf  life  testing 
will  reveal  which  accelerated  tests  are  most 
meaningful. 
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ACEUTICAL 


ON  ENTERING  A PROFESSION* 

by 

George  P.  Hager,  Ph.D.** 
Minneapolis,  Minnesota 


From  the  art  of  the  apothecary,  the  profes- 
sion of  the  pharmacist  has  slowly  emerged 
and  the  transition  has  been  given  consider- 
able impetus  by  the  rapid  developments  in 
the  science  and  technology  of  pharmacy  dur- 
ing the  past  quarter  century.  The  metamor- 
phosis of  the  trade  into  a profession  has  not 
been  rapid,  nor  can  it,  even  now,  be  con- 
sidered complete.  Pharmaceutical  educators 
have  every  reason  to  hope,  however,  that 
the  coming  generation  of  pharmacists  will 
bring  to  fruition  the  professional  hopes  and 
aspirations  that  have  sustained  the  efforts  of 
pharmacists  through  many  difficult  and  try- 
ing years.  Anyone  who  aspires  to  enter  a pro- 
fession today  should  be  fully  aware  of  the 
attributes  that  distinguish  a professional  vo- 
cation from  all  other  vocations.  With  this 
knowledge  at  hand,  he  should  then  decide 
whether  or  not  he  really  desires  to  engage  in 
a professional  vocation. 

We  are  all  aware  that  the  events  of  recent 
years  have  excited  a “great  awakening”  in 
the  sciences  and  technologies  of  this  country, 
and  in  the  institutions  of  higher  learning  de- 

*An address  delivered  at  the  Fifth  Annual  Na- 
tional Pharmacy  Week  Conference  sponsored  by 
the  pharmacy  student  organizations  of  the 
School  of  Pharmacy,  Ferris  Institute,  Big  Rapids, 
Michigan,  October  3,  1961. 

**Dean,  College  of  Pharmacy,  University  of  Min- 
nesota. 


voted  to  the  problem  of  providing  the  man- 
power that  is  required  for  our  country’s  con- 
tinued leadership  among  the  nations  of  the 
world.  Stimulated  by  the  startling  pace  of 
the  Soviet  Union’s  advancement  in  “scien- 
tific, technological,  military,  and  political 
might”,  we  have  awakened  to  an  acute  aware- 
ness of  “how  good  we  must  be  and  how  much 
we  must  do  to  maintain  our  leadership.”  We 
have  been  prodded  out  of  our  indolent  slum- 
bering by  the  sudden  realization  that  our 
country  now  “has  a serious  rival  in  a field 
where  we  thought  ourselves  without  peer.” 

Time  for  an  Awakening 

In  many  ways  our  profession,  pharmacy, 
has  also  been  lulled  into  a state  of  semi- 
professional  consciousness,  and  this  has  come 
about  under  the  soporific  effects  of  our  an- 
cient ancestry,  our  enviable  traditions,  and 
our  special  privileges  and  prerogatives  even 
though  they  are  justified  by  the  serious  re- 
sponsibilities we  assume  and  the  important 
contributions  we  make  towards  the  felicity 
of  our  fellowmen.  In  our  state  of  com- 
placency, we  find  some  of  the  forces  afield 
today  very  disquieting.  Our  slumbers  are 
being  disturbed  by  serious  rivals  in  a field 
where  we  have  long  considered  ourselves 
without  peer.  The  time  has  come  for  a “great 
awakening”  to  full  professional  consciousness 
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throughout  our  pharmaceutical  community, 
a rude  awakening  for  some,  but  the  fruition 
of  the  professional  hopes  of  the  many  phar- 
macists for  whom  a quasi-professional  status 
in  society  will  be  merely  a bad  dream, 
quickly  to  be  forgotten. 

The  wide-awake  pharmacist  must  be  fully 
aware  of  the  three  aspects  of  a profession  that 
pharmacy  has  in  common  with  all  true  pro- 
fessions. Two  of  the  characteristics  that  set 
a profession  apart  from  non-professional  vo- 
cations were  expounded  by  a Supreme  Court 
jurist  when  he  defined  a profession  as  “an 
occupation  requiring  extensive  preliminary 
intellectual  training,  pursued  primarily  for 
others  and  not  merely  oneself,  and  accepting 
as  the  measure  of  achievement  one’s  con- 
tribution to  society  rather  than  individual 
financial  return.”  i In  this  definition,  a pro- 
fession is  earmarked  by  the  extensive  pre- 
liminary intellectual  training  required  of  its 
practitioners  and  by  the  measurement  of  suc- 
cess primarily  in  terms  of  service  to  society 
rather  than  the  usual  financial  rewards.  On 
the  basis  of  definitions  of  a profession  found 
in  numerous  authoritative  sources.  Dr.  Lloyd 
E.  Blauch2  gave,  as  a third  earmark  of  a pro- 
fession, the  organization  of  its  members  into 
an  association  “through  which  they  act  collec- 
tively to  maintain  and  improve  (the  profes- 
sion’s) service.”  The  professional  stature  of 
each  of  us,  therefore,  will  be  measured  in 
terms  of  our  special  training,  our  relationship 
with  professional  associations  together  with 
our  activities  in  association  affairs,  and  our 
willing  acceptance  of  the  opportunity  and  re- 
sponsibility to  serve  as  ends  in  themselves 
rather  than  merely  as  means  towards  the  end 
of  financial  rewards. 

As  we  awaken  to  a full  professional- 
consciousness, we  should  examine  ourselves 
individually  and  collectively  from  these  three 
points  of  view,  because  upon  these  points  we, 
as  pharmacists,  and  pharmacy,  as  a profes- 
sion, will  be  scrutinized  and  judged.  Phar- 
macy will  survive  as  a profession  because 
pharmacists  will  awaken  to  a full  realization 
that  professional  privileges  and  professional 
responsibilities  are  inseparable.  Of  course, 

1 Judge  Brandeis  as  quoted  in  “Careers  in  Chem- 
istry and  Chemical  Engineering,”  American  Chem- 
ical Society,  1955,  p.  103. 

2“Education  for  the  Professions,”  U.  S.  Govern- 
ment Printing  Office,  Washington,  1955. 


there  will  be  a minority  in  our  pharmaceu- 
tical community,  as  the  new  day  for  phar- 
macy dawns,  who  will  reject  the  professional 
responsibilities  that  earmark  pharmacy  as  a 
profession.  They  will  continue  to  deny  the 
need  for  adequate  collegiate  training  of  phar- 
macists. They  will  be  steadfast  in  their 
laissez-faire  attitude  towards  professional  as- 
sociations. They  will  vociferously  deprecate 
the  idea  that  the  joy  of  service  excels  that  of 
the  tinkle  of  the  cash  register,  and  they  will 
do  this  on  the  basis  that  such  idealism  must 
be  excluded  from  the  market  place.  From 
their  purely  economic  point  of  view,  they  are 
perfectly  right.  A truly  professional  man 
must  be  an  idealist.  To  some  extent  he  must 
be  obsessed,  but  his  is  a “magnificent  ob- 
session.” 

Qualifications  of  a Pharmacist 

Persons  outside  the  profession  who  stand  to 
profit  greatly  by  the  demotion  of  pharmacists 
to  a non-professional  status,  and  the  practice 
of  pharmacy  to  a purely  economic  enterprise, 
are  the  first  to  level  a charge  of  unrealistic 
idealism  against  those  who  testify  to  the 
pharmacists’  professional  responsibilities  in 
justification  of  his  professional  prerogatives. 
They  choose  to  ignore  the  “extensive  pre- 
liminary intellectual  training”  that  is  re- 
quired by  anyone  who  is  truly  qualified  to 
render  pharmaceutical  services.  They  are 
anxious  to  reduce  the  scope  of  professional 
pharmaceutical  services  and  eager  to  remove 
many  of  the  present  limitations  on  the  extra- 
professional distribution  of  drug  products. 
Their  actions  raise  a number  of  questions  for 
which  we  must  have  irrefutable  answers. 
What  is  a pharmacist?  What  special  services 
are  to  be  rendered  by  pharmacists?  What 
unique  qualifications  should  the  graduates 
of  the  college  of  pharmacy  possess  in  order 
that  they  may  serve  well  the  people  of  their 
community?  Can  a substantial  part  of  the 
professional  responsibilities  of  the  phar- 
macist, in  this  day  of  sure  diagnostic  pro- 
cedures and  wonderful  or  miraculous  thera- 
peutic controls,  be  taken  over  by  persons  who 
lack  the  qualifications  of  a pharmacist,  and 
can  this  be  done  without  detriment  to  the 
health  of  our  people? 

As  an  educator,  I am  deeply  interested  in 
the  qualifications  of  the  graduates  of  a col- 
lege of  pharmacy  to  minister  to  the  health 
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needs  of  the  public  side-by-side  and  in  close 
cooperation  with  physicians,  dentists,  and 
other  members  of  the  public  health  team. 
Our  graduates  are  trained  not  only  in  phys- 
ical sciences  and  biological  sciences,  but  also 
in  the  application  of  those  sciences  to  the 
preparation,  control,  and  distribution  of  drugs 
and  medicines,  i.e.,  the  professional  distri- 
bution of  drug  products  that  for  centuries  has 
been  the  traditional  duty  of  the  pharmacist 
and  for  many  years  his  legal  prerogative.  Our 
graduates  are  qualified  to  distribute  drug 
products  of  all  types,  including  narcotics,  cor- 
rosives, and  other  poisonous  and  hazardous 
medicinals  with  minimum  danger  to  public 
health,  with  maximum  surety  of  effective  ap- 
plication where  needed,  and  in  accordance 
with  many  complex  federal,  state,  and  local 
laws  and  regulations  that  protect  the  health 
of  the  public  from  incompetent  and  unscrup- 
ulous practices  of  persons  who  would  be  will- 
ing to  exploit  public  health  for  personal  gain. 

Our  defense  against  the  aggressive  efforts 
of  non-professional  interlopers  need  not  be 
based  exclusively  on  the  pharmacist’s  special 
capacities  or  his  traditional  privileges  in  the 
professional  distribution  of  drug  products; 
rather  our  effort  should  be  sustained  by  a 
sincere  belief  that  the  people  of  this  nation 
have  the  right  to  expect  and  the  power  to 
demand  that  their  government  will  continue 
to  provide  for  the  professional  distribution  of 
drugs  Just  as  it  provides  for  the  professional 
diagnosis  of  disease,  the  professional  prescrip- 
tion of  treatment  and,  in  short,  the  profes- 
sional practice  of  all  arts  involving  their 
health. 

The  “extensive  preliminary  intellectual 
training”  of  pharmacists  is  of  considerable 
interest  to  students  now  in  the  colleges  of 
pharmacy.  It  must  continue  to  be  of  interest 
to  them  after  graduation  as  they  study  to 
keep  abreast  of  new  developments  and  as 
they  serve  as  preceptors  for  pharmacy  in- 
ternes. It  should  be  profitable  to  examine  a 
little  more  closely  the  education  they  are  re- 
ceiving and  to  point  out  mure  precisely  cer- 
tain of  its  implications. 

Before  1921,  there  were  no  colleges  of  phar- 
macy in  this  country;  now  there  are  seventy- 
six.  Their  classrooms  and  laboratories  are 
accommodating  more  than  20,000  students,  or 
approximately  one  student  for  each  prac- 
titioner. The  five-year  curriculum  adopted 


last  year  by  all  accredited  colleges  marks  a 
very  significant  advancement  in  the  prep- 
aration of  young  men  and  women  for  the 
pharmacy  profession.  Today  approximately 
3700  students  enter  the  profession  each  year 
upon  graduation,  yet,  as  I shall  point  out, 
there  is  a growing  deficit  in  the  number  of 
persons  trained  in  the  pharmaceutical 
sciences. 

Need  for  Recruitment 

The  recruitment  of  greater  numbers  of 
highly  qualified  students  is  one  of  the  most 
pressing  problems  in  pharmaceutical  educa- 
tion today.  When  a young  man  or  woman 
approaches  you  as  the  local  representative  of 
the  vast  pharmacy  profession  and  pharma- 
ceutical industry,  what  will  you  say,  what 
impression  will  you  give,  in  order  to  quicken 
and  to  strengthen  the  prospective  student’s 
interest  in  pharmacy  as  a vocation? 

It  is  most  important  to  show  the  prospec- 
tive student  how  pharmaceutical  practices, 
especially  at  the  retail  druggist  level,  have 
changed  during  the  past  quarter  century. 
Formerly  he  had  to  be  knowledgeable  about 
hundreds  of  relatively  non-toxic  medicinals 
the  effects  of  most  of  which  were  primarily 
palliative  in  nature.  Today  he  deals  with 
thousands  of  potent,  hence  potentially  hazard- 
ous, agents  that  are  highly  specific  and 
capable  of  producing  dramatic  results  when 
properly  employed  for  precisely  defined  clin- 
ical indications.  Formerly,  his  professional 
prestige  depended  upon  the  manipulative 
skill  he  exercised  as  he  prepared,  combined, 
and  dispensed  what  have  often  been  called 
shot-gun  mixtures  of  the  relatively  few  sub- 
stances in  his  armamentarium.  Today,  in  an 
ever-increasing  way,  his  professional  stature 
depends  upon  the  intellectual  skill  he  must 
exercise  in  dispensing  and  distributing  the 
vast,  growing,  and  changing  array  of  phar- 
maceutical products  that  crowd  his  shelves. 
There  is  no  margin  for  error  in  the  solutions 
to  the  problems  he  solves.  The  knowledge 
he  requires  in  solving  his  problems  is  highly 
sophisticated  and  very  dynamic,  changing 
every  day.  His  problems  and  his  knowledge 
alm.ost  invariably  involve  the  response  of  a 
biological  system  to  an  applied  agent.  Con- 
sequently he  must  be  highly  trained  in  the 
biological  sciences  if  he  is  to  understand  the 
biological  system,  and  he  must  have  a parallel 
high  level  training  in  the  physical  sciences  in 
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order  to  deal  intelligently  with  the  applied 
agent.  Before  he  graduates  from  college,  he 
will  have  been  brought  to  a high  academic 
level  in  his  training  in  biological  sciences 
and  to  a parallel  high  academic  level  in  his 
training  in  the  physical  sciences.  He  will  have 
learned  to  apply  both  disciplines  in  the  solu- 
tion of  problems  related  to  pharmaceutical 
products.  He  will  have  studied  at  least  a hard 
core  of  the  courses  in  business  administration. 
He  will  have  received  training  in  the  social 
sciences  and  humanities  that  will  enable  him 
to  integrate  his  specialized  capacity  to  serve 
society  with  the  prevailing  social,  economic, 
and  political  scheme  of  things.  There  is  little 
wonder,  therefore,  that  a five-year  collegiate 
training  has  become  necessary  in  grooming 
pharmacists  for  their  service  to  mankind  in 
the  years  that  lie  ahead. 

Professional  Opportunities 

The  extensive,  interdisciplinary  training 
of  the  pharmacy  graduate  accounts  for  the 
great  variety  of  opportunities  that  are  open 
to  him.  Although  he  has  been  trained  pri- 
marily for  the  practice  of  retail  pharmacy, 
and  the  chances  are  good  that  he,  as  most  of 
his  colleagues,  will  practice  retail  pharmacy; 
he  can,  if  he  chooses,  find  positions  for  which 
his  training  is  equally  appropriate  in  hospital 
pharmacy,  in  the  research,  development,  pro- 
duction, control,  and  marketing  divisions  of 
the  pharmaceutical  industry,  and  in  many 
other  areas  that  are  ancillary  to  his  field  of 
specialization.  He  will  not  be  in  the  position 
of  many  college  graduates  who  find,  to  their 
dismay,  that  they  have  invested  their  educa- 
tion in  preparation  for  a vocation  that  has 
lost  its  appeal  to  them. 

The  prospective  student  will  be  interested, 
however,  not  only  in  the  variety  of  opportu- 
nities but  also  in  a second  basic  consideration. 
A number  of  years  ago  a conservative 
estimate  placed  the  manpower  need  for  the 
profession  and  industry  at  4000  graduates 
each  year.  In  the  post-war  years,  1949-1953, 
the  colleges  did  produce  4000  graduates.  After 
dropping  to  a low  of  3239  in  1956,  the  annual 
production  of  pharmacy  graduates  seems  to 
have  leveled  off  in  the  neighborhood  of  3700 
graduates  each  year.  The  demand,  on  the 
other  hand,  has  steadily  increased.  However 
distressing  the  growing  manpower  shortage 
may  be  to  the  profession  and,  incidentally,  to 


the  college  of  pharmacy  dean  who  more  and 
more  frequently  must  respond  negatively  to 
appeals  for  prospective  employees;  to  the 
graduate,  the  shortage  means  better  starting 
levels  in  respect  to  responsibility  and  salary. 

Certainly  the  college  of  pharmacy  graduate 
enjoys  an  unusually  great  variety  of  oppor- 
tunities and  he  is  qualified  and  able  to  accept 
starting  positions  at  high  levels  of  profes- 
sional responsibility;  yet  he  still  has  excel- 
lent chances  for  advancement.  I am  certain 
that  the  alumni  rosters  of  the  colleges  of 
pharmacy  will  include  successful  operators 
of  retail  pharmacies,  outstanding  hospital 
pharmacists,  administrative  executives  in  the 
pharmaceutical  industry,  research  directors 
and  group  leaders,  and  many  pharmaceutical 
educators. 

That  pharmacy  is  a profession  by  virtue  of 
the  “extensive  preliminary  intellectual  train- 
ing” required  of  its  practitioners  cannot  be 
denied.  I would  like  now,  however,  to  discuss 
a second  earmark  of  a profession,  member- 
ship and  active  participation  in  professional 
associations,  beginning  with  the  great  need 
for  unity  within  a profession. 

Pharmaceutical  Service  ■ — Past  and  Present 

Consider,  for  a moment,  our  professional 
ancestor,  the  apothecary  of  two  or  three  gen- 
erations ago.  He  truly  was  a remarkable  and 
busy  person.  From  all  corners  of  the  world 
he  collected  herbs  of  medicinal  value,  he 
dried  them.  He  ground  them.  He  made  ex- 
tracts. He  made  decoctions.  He  made  in- 
fusions. What  nature  did  not  provide,  he  pro- 
duced in  his  retorts  and  crucibles.  He  devoted 
time  to  research  and  development  of  new 
products.  Production  of  dosage  forms  and 
control  of  their  purity  were  prominent  among 
his  responsibilities.  All  of  the  many  things 
that  must  be  done  to  market  drug  products, 
he  did.  Above  all  else  he  worked  very  closely 
with  his  physician  colleagues  in  the  interest 
of  the  sick  people  of  their  community;  com- 
pounding and  dispensing  to  the  latter  those 
of  his  products  that  were  prescribed  by  the 
former.  It  would  be  very  unjust  to  say  that 
he  was  a jack-of-all-trades.  The  record  proves 
that  he  was  the  master  of  many  of  them. 

He  would  be  proud  of  the  pharmaceutical 
services  his  professional  offspring  are  render- 
ing today.  All  phases  of  the  profession  and 
industry  are  cooperating  in  a common  effort 
to  place  a growing  array  of  new  and  wonder- 
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ful  drugs  in  the  hands  of  physicians  and  their 
patients.  The  modern  drug  therapy  that  has 
revolutionized  medical  care  can  in  large 
measure  be  traced  directly  to  the  efforts  of 
a great  variety  of  pharmaceutical  specialists 
that  now  comprise  the  pharmacy  profession 
and  the  pharmaceutical  industry.  These 
specialists  are  the  progeny  of  what  was  once 
a single  personality.  Today’s  profession  and 
industry  represent  the  arms  and  the  legs, 
the  mind  and  the  heart,  in  short  all  of  the 
members  of  the  body  of  their  common  an- 
cestor. 

What  has  been  gained  through  a division 
of  the  labors  of  the  apothecary  is  obvious. 
For  example,  the  reduction  in  the  number  of 
tuberculosis  patients  in  VA  hospitals  from 
16,000  in  1954  to  10,000  in  1958  corresponds  to 
a saving  of  $107  million  in  the  cost  of  main- 
taining beds  for  TB  patients  during  the  four 
year  period.  Dr.  William  S.  Middleton,  the 
Veterans  Administration  Medical  Director, 
testifying  before  the  Senate  Appropriations 
Committee  in  1959,  gave  full  credit  to  the 
pharmaceutical  industry  for  its  role  in  the 
research  and  development  work  that  led  to 
these  advances.  He  also  pointed  out  that  the 
rate  of  discharge  of  mental  patients  from  VA 
hospitals  was  increased  from  28,000  to  41,000 
per  year  through  the  use  of  tranquilizing 
drugs.  According  to  Francis  Boyer,3  “these 
are  cold  statistics,  albeit  impressive  ones.  But 
think  of  them  in  human  terms;  the  thousands 
of  people  who  in  all  probability  would  have 
been  dead  or  crippled,  who  would  have  been 
locked  in  the  back  wards  of  our  mental  hos- 
pitals, who  would  have  been  bedridden  in- 
valids — but  who,  today,  are  leading  normal, 
productive  lives.  Then  perhaps  we  can  better 
realize  the  contribution  to  our  nation’s  wel- 
fare made  by  modern  drug  therapy  . . . .” 

Professional  Unify 

Truly,  much  has  been  gained  by  dividing 
the  apothecary’s  labors;  but  the  gains  have 
been  made  at  the  expense  of  professional 
unity. 

What  once  was  carried  out  by  the  individ- 
ual apothecary,  is  now  being  accomplished 
through  the  teamwork  of  many  persons  who 
are  often  grossly  ignorant,  even  indifferent, 
about  the  important  contributions  of  the 
other  members  of  the  team.  Today  the  apo- 

sFrancis  Boyer.  “The  Two  New  Ingredients,” 
1959. 


thecary’s  right  hand  does  not  know  what  his 
left  hand  is  doing,  and  the  lack  of  professional 
unity  is  such  that  neither  really  seems  to 
care. 

The  pharmaceutical  educator  is  in  an  un- 
usually favorable  position  to  discern  the  dis- 
unity that  exists  among  the  many  segments 
of  our  profession  and  industry,  to  appraise 
the  many  benefits  of  greater  professional 
unity  for  ourselves  and  for  the  people  we 
serve,  and  to  view,  with  increasing  alarm,  the 
serious  problems  we  shall  continue  to  face  if 
our  present  ununited  state  continues. 

Of  all  our  problems,  the  threat  to  our  pro- 
fessional integrity  is  the  most  ominous.  We 
seem  to  be  surrounded  by  opportunists  who 
are  avidly  interested  in  the  economic  ad- 
vantages of  the  pharmacy  profession  and  the 
pharmaceutical  industry,  but  blindly  insen- 
sitive to  the  professional  responsibilities  of 
the  pharmacist.  They  are  well  aware  that 
what  is  divided  can  be  easily  conquered.  We 
should  realize  as  clearly  that  a house  divided 
cannot  stand. 

Would  not  the  pharmaceutical  manufac- 
turer be  less  vulnerable  to  adjust  onslaughts 
in  the  lay  press  and  elsewhere,  if  the  aggres- 
sors realized  that  the  thousands  of  pharma- 
cists practicing  in  hospitals  together  with  the 
tens  of  thousands  of  private  pharmacists  min- 
istering in  an  intimate  and  friendly  way  to 
all  the  people  in  every  community  would 
rally  in  a heroic  and  overwhelming  defense 
against  the  threat  to  one  of  their  members? 

Retail  pharmacy’s  battle  against  self- 
diagnosis,  self-medication,  and  the  promis- 
cuous distribution  of  drugs  would  be  quickly 
and  decisively  won  if  the  other  members  of 
the  team,  especially  the  manufacturers  and 
wholesalers,  would  join  forces  against  the 
enemies  not  only  of  retail  pharmacists  in 
particular,  of  the  entire  pharmaceutical  body 
in  general,  but,  especially,  the  hopelessly  vul- 
nerable people  of  our  nation. 

The  generic  name  issue  could  be  resolved 
to  the  satisfaction  of  all  segments  of  our  pro- 
fession and  industry  if  it  were  decided  on  the 
basis  of  our  professional  integrity  and  not 
on  the  basis  of  economic  considerations  that 
are  more  often  the  primary  concern  of  in- 
dividuals and  agencies  outside  of  our  pro- 
fession. 

It  is  obvious  that  the  integrity  of  our  whole 
profession  and  industry  is  at  stake  in  issues 
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that  often  appear  to  be  the  exclusive  concern 
of  only  one  segment.  The  work  of  the  phar- 
maceutical scientist  engaged  in  research  and 
development  of  modern  medicinals  would  be 
futile  without  the  supplemental  services  of 
the  production,  control,  and  marketing 
divisions  of  the  industry.  The  industry  would 
contribute  relatively  little  towards  the  relief 
of  sickness  and  suffering  without  the  services 
of  the  pharmacy  profession  in  the  drugstores 
of  every  community  and  hospital  throughout 
the  country.  Truly  each  of  us  does  need  the 
help  of  the  other. 

The  divided  labors  of  the  pharmacy  pro- 
fession and  pharmaceutical  industry  can  and 
will  continue  to  achieve  common  goals  for 
the  greater  benefit  of  mankind  only  through 
a higher  degree  of  professional  unity.  Let  us 
now  accept  as  our  individual  and  collective 
responsibility,  the  greater  unity  that  will  pro- 
tect and  sustain  the  integrity  of  our  profes- 
sional body  of  many  members,  and  guarantee 
to  the  people  of  our  nation  an  abundance  of 
the  benefits  they  can  rightfully  expect  from 
modern  pharmacy. 

Professional  Consciousness 

A sound  education  of  pharmacists  and  their 
ethical  practices  in  association  with  other 
members  of  the  pharmaceutical  community 
have  little  meaning  and  are,  in  fact,  un- 
realistic without  the  third  earmark  of  a pro- 
fession. Herein  lies  the  severest  test  of  any 
profession.  Here  we  encounter  the  most  dif- 
ficult lesson  that  must  be  learned  by  our- 
selves and  taught  to  those  who  look  to  us  for 
instruction.  It  is  true  that  the  services  ren- 
dered by  the  members  of  a profession  are 
performed  for  a fee  or  a salary,  yet  “their 
success  is  not  measured  by  financial  stand- 
ards but  rather  by  accomplishment  in  serving 
the  needs  of  the  people.  Their  main  driving 
force  is  professional  spirit  rather  than  the 
desire  for  gain;  the  true  measure  of  their  suc- 
cess is  the  quality  of  the  service  they  render, 
not  the  financial  gains  they  amass.  Profes- 
sional men  may  become  well-to-do,  but  the 
meaning  and  significance  of  their  profession, 
both  for  themselves  and  for  the  public,  is  not 
primarily  that  they  make  money  but  that 
their  service  brings  . . . health  to  their  pa- 
tients. The  professional  man  is  sustained  by 
the  satisfaction  which  he  obtains  from 
rendering  a service  well,  from  gaining  the 
esteem  of  his  fellow  professionals,  from  living 
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up  to  the  solidly  established  tradition  of 
the  ....  society  or  professional  group  of 
which  he  is  a member,  from  discharging 
faithfully  the  high  professional  obligation  in 
which  he  has  been  indoctrinated.”  Without  a 
doubt,  satisfaction  from  faithful  professional 
service,  as  a reward  of  greater  value  than  the 
financial  return,  is  a very  high  ideal.  Never- 
theless, this  attitude,  even  more  than  the  pro- 
fessional competence  growing  out  of  proper 
training  and  ethical  practice  arising  from 
association  with  professional  colleagues, 
marks  the  individual  as  a professional  man 
and  his  vocation  as  a profession.  In  a more 
realistic  sense,  it  will  be  this  attitude  of  phar- 
macists, recognized  not  only  by  themselves 
but  also  by  the  public  and  the  members  of 
sister  professions,  that  will  make  the  distri- 
bution of  drugs  and  medicines  a game  not 
worth  the  candle  to  the  extra-professional 
interloper  who  sees  only  the  profits  and  is 
blind  to  the  responsibilities  of  professional 
pharmaceutical  services. 

He  will  see  the  dawn  of  a new  day  for  phar- 
macy in  which  he  will  awaken  to  a full  pro- 
fessional consciousness  who  can  render  a 
proper  answer  to  the  question.  When  does 
night  end  and  day  begin?  When  asked  this 
question,  some  will  answer,  “The  night  ends, 
and  there  is  no  longer  darkness  and  day  has 
begun  when  you  can  tell  the  difference  be- 
tween a white  thread  and  a purple  thread.” 
Others  will  reply,  “The  night  ends,  and  there 
is  no  longer  darkness  and  the  day  has  begun 
when  you  can  distinguish  between  a dog  and 
a wolf.”  The  man  who  is  worthy  of  his  pro- 
fessional calling,  who  is  no  longer  groping  in 
the  darkness  of  conflicting  interests  and  per- 
sonal greed,  will  answer  correctly,  “The  night 
ends,  and  there  is  no  longer  darkness  and  the 
day  has  begun  when  you  can  see  the  face  of 
your  brother.” 

Students  who  are  preparing  to  enter  the 
profession  of  pharmacy,  must  be  constantly 
aware  of  the  great  importance  of  the  exten- 
sive preliminary  intellectual  training  they  are 
receiving,  they  must  become  active  partici- 
pants in  professional  association  activities, 
and  accept  willingly  the  fact  that  there  are 
easier  ways  for  earning  a livelihood  than  the 
practice  of  any  profession,  including  phar- 
macy. With  20-20  foresight,  they  should  map 
out  the  record  they  will  want  to  look  back 
upon  forty  or  fifty  years  from  now  and  pro- 
ceed accordingly. 
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During  the  month  of  February  we  observe  the  birthdays  of  two  of  our  great  presidents.  We 
have  all  studied  the  stories  of  their  lives  and  have  been  inspired  by  them.  Their  devotion  to 
our  country  and  their  adherence  to  Christian  principles  have  been  two  of  their  outstanding 
traits.  At  the  present  time,  when  Pharmacy  seems  to  be  so  beset  with  government  investiga- 
tions and  public  disfavor,  it  might  be  well  for  us  to  review  the  guiding  principles  followed 
by  these  two  great  presidents.  If  we  were  to  apply  these  principles  in  the  day-to-day  opera- 
tion of  our  businesses  and  to  the  practice  of  our  profession,  we  would  then  need  to  have  no 
fear  of  the  forces  that  are  trying  to  discredit  us  nor  would  we  need  to  shrink  away  from  the 
displeasure  of  the  general  public.  Most  of  us  feel  that  the  accusations  made  against  us  have 
been  unjust,  yet  most  of  us  could  do  much  more  to  improve  our  image  in  the  public  mind  by 
a new  dedication  to  the  principles  embodied  in  the  lives  of  these  two  great  men.  Then, 
whether  we  are  criticized  or  not,  we  will  know  in  our  hearts  that  we  have  conducted  our- 
selves in  such  a way  as  to  be  a credit  not  only  to  ourselves  and  our  profession  but  to  our 
country  as  well. 

Philip  E.  Case 
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Advances  In 


Drug  Research 


Wi 


RADIOACTIVE  BLOOD  CLOTS  USED  TO 
STUDY  NEW  CLOT  DISSOLVING  DRUGS 


Do  the  new  drugs  that  dissolve  blood  clots 
in  a test  tube  also  dissolve  them  inside  a 
living  blood  vessel? 

Doctors  have  begun  to  use  these  new 
“thrombolytic  agents”  to  treat  ailments  like 
thrombophlebitis.  Trials  are  also  under  way 
at  some  research  hospitals  of  their  effective- 
ness in  more  serious  conditions  such  as  cor- 
onary thromboses.  Early  reports  indicate  that 
most  patients  get  better  following  such  treat- 
ment. 

But,  says  Dr.  Michael  Hume,  assistant  pro- 
fessor of  surgery  at  the  Yale  School  of  Med- 
icine, the  patients’  improvement  could  be  due 
to  factors  other  than  the  clot-dissolving  treat- 
ment, and  it  is  still  difficult  to  determine 
whether  the  drugs  actually  perform  in  living 
blood  vessels  as  they  do  in  laboratory  glass- 
ware. He  is  seeking  an  answer  by  testing 
them  on  radioactive  clots  in  experimental 
animals.  His  research  is  aided  by  an  Amer- 
ican Heart  Association  grant  partially  sup- 
ported by  the  Norwalk  (Conn.)  Heart  Asso- 
ciation. 

Dr.  Hume,  who  uses  surgical  methods  when 
indicated  to  treat  serious  blood-clotting  con- 
ditions, is  a hopeful  skeptic  regarding  the 
new  medicines.  He  would  like  to  find  a less 
drastic  means  of  helping  his  patients  than 
surgery. 

“I  know  that  patients  can  improve  without 


clot-dissolving  drugs,”  Dr.  Hume  said  in  an 
interview.  “In  some  cases  we  might  just  be 
giving  an  expensive  and  elaborate  treatment 
which  has  little  effect  — the  patient  would 
get  better  anyway.” 

Recalls  Older  Drug 

He  recalled  that  in  1952  the  drug  trypsin 
had  been  similarly  hailed  as  a clot-dissolver 
because  it  is  a “proteolytic”  agent,  and  be- 
cause patients  got  better  after  receiving  it. 
“But  it  was  subsequently  shown  that  it  didn’t 
and  couldn’t  possibly  dissolve  clots,”  he  said. 
“Patients  get  better  because  trypsin  reduces 
inflammation.” 

To  make  the  radioactive  clots,  the  Yale 
scientist  mixes,  in  a glass  tube,  a small 
amount  of  the  animal’s  blood  with  two  blood 
proteins  — plasminogen  and  fibrinogen  — 
previously  tagged  with  radioactive  iodine.  He 
then  inserts  the  clot  into  the  animal’s  circula- 
tion and  tracks  it  with  a scintillation  detector 
(equivalent  of  a Geiger  counter)  after  admin- 
istration of  one  of  several  thrombolytic 
agents. 

“When  successful  disintegration  of  the  clot 
takes  place,”  Dr.  Hume  said,  “there  is  less  con- 
centrated radioactivity  at  one  spot;  the  radio- 
activity appears  in  the  urine  and  blood,  and 
we  pick  it  up  there.” 

He  and  his  assistants  take  blood  samples  to 
measure  the  radioactivity  and  thrombolytic 
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activity  for  the  two-day  period  following  in- 
troduction of  the  clot  during  which  dissolu- 
tion may  take  place.  This  adds  to  the  picture 
of  each  drug’s  action.  Thus  far  they  have 
found  that  clots  are  dissolved  by  all  except 
one  of  the  drugs  tested.  Urokinase-activated 
plasmin,  streptokinase,  streptokinase-activated 
plasmin,  and  one  of  two  commercial  products 
(both  made  with  streptokinase)  worked  with 
differing  degrees  of  success. 

Not  Always  Effective 

But  even  the  effective  drugs,  Dr.  Hume  re- 
ports, do  not  always  work.  One  of  his  research 
goals  is  to  find  out  why.  The  blood  has  “in- 
hibitors” that  may  possibly  resist  the  drugs’ 
action  at  times,  he  explained.  He  and  his  as- 
sistants are  attempting  to  measure  such  re- 
sistance in  the  animals’  blood  with  a view 
to  developing  tests  of  inhibition  that  could 
also  be  applied  to  patients.  Such  tests  would 
be  helpful  in  determining  the  right  dosage  for 
the  individual  patient. 

Some  investigators  believe  that  the  drugs 
are  ineffective  when  either  too  little  or  too 
much  is  administered.  This  is  another  of  the 
many  unanswered  questions  arising  from  Dr. 
Hume’s  work  with  patients  that  prompted 
him  to  undertake  his  study.  He  has  also  been 
accumulating  detailed  knowledge  about  blood 


clots  and  how  they  dissolve  — with  or  with- 
out drugs. 

“While  it’s  in  the  circulation,  any  clot  tends 
to  decrease  in  size,”  Dr.  Hume  observed. 
“Also,  new  clots  tend  to  be  deposited  on  the 
surface  of  the  clot  itself.”  He  has  noted 
through  his  measurements  of  radioactivity 
that  the  clot  always  grows  smaller  but 
changes  its  shape  as  new  deposits  form. 

“I  believe  the  same  process  holds  true  in 
the  human  circulation  also  — ■ that  is,  in  the 
circulation  of  normal  people  who  do  not  have 
a blood-clotting  disease.  In  those  who  suffer 
from  such  thrombotic  disease,  however,  the 
clot  might  very  well  get  larger.”  If  this  is 
true,  it  becomes  all  the  more  important  to 
develop  drugs  that  can  effectively  dissolve 
clots  in  their  early  stages. 

Summarizing  his  work,  Dr.  Hume  noted 
that  it  is  reasonable  to  expect  that  throm- 
bolytic agents  are  likely  to  develop  into  an 
effective  and  predictable  means  of  treatment, 
but  part  of  their  development  will  be  to 
show  that  they  actually  do  dissolve  clots  in 
the  blood  stream  under  carefully  controlled 
experimental  conditions.  Patients  with 
thrombotic  disease  do  not  present  an  ideal 
circumstance  for  such  observations  to  be 
made. 
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UNITY  AND  SOLIDARITY 


For  years  we  have  heard  the  statement  that 
pharmacy  is  at  the  crossroads.  It  is  perhaps 
truer  today  than  at  any  other  time  in  the  his- 
tory of  our  profession.  We  are  definitely  at 
the  crossroads  — one  road  leading  to  the 
elevation  and  strengthening  of  the  profes- 
sional status  of  pharmacy  and  the  other  to  the 
depreciation  and  total  destruction  of  the  pro- 
fession as  we  know  it  today.  The  road  to 
disaster  is  marked  with  discord,  apathy,  com- 
placency, and  inactivity;  the  road  to  a 
brighter  future  for  pharmacy  is  mapped  by 
years  of  hard  work,  co-operation,  and  dedica- 
tion to  one  purpose — the  survival  and  preser- 
vation of  pharmacy  as  a profession. 

There  probably  is  not  a pharmacist  in 
America  who  does  not  realize  something  must 
be  done  for  pharmacy  if  it  is  to  continue  to 
progress  without  being  “hamstrung”  by  un- 
necessary legislation.  In  the  face  of  this 
knowledge,  the  complacency  present  in  the 
minds  of  many  members  of  our  profession 
while  watching  the  walls  of  professionalism 
crumble  about  them  is  one  of  the  most  per- 
plexing situations  existing  in  pharmacy  to- 
day. 

Now  is  the  time  for  every  member  of  the 
profession  to  realize  that  if  we  are  to  build 
and  project  a good  image  of  pharmacy,  each 


one  of  us  will  have  to  labor  long  and  steadily 
at  the  job  of  developing  good  public  relations. 
While  standing  idly  by,  we  cannot  delude 
ourselves  that  some  unearned  but  great  op- 
portunity will  materialize  and  accomplish  the 
job  for  us.  That  will  never  happen.  If  we  ex- 
pect to  accomplish  the  monumental  job 
ahead  all  of  us  must  trade  our  apathy,  com- 
placency, and  inactivity  for  effort  and  energy. 
We  must  formulate  a plan  to  develop  good 
public  relations  and  then  activate  this  plan 
and  perpetuate  it.  Any  program  dealing  with 
the  uplifting  of  professional  stature  or  the 
attainment  of  good  public  relations  must  be 
continued  if  it  is  to  be  effective.  Programs 
dealing  with  public  opinion  cannot  be  “one- 
shot-in-the-arm”  affairs.  They  must  be  prac- 
ticed day  after  day,  week  after  week,  month 
after  month,  and  year  after  year  if  they  are 
to  be  expected  to  produce  the  desired  results. 

In  our  present  crisis,  with  litigation  pend- 
ing in  several  states  that  could  result  in  the 
loss  of  the  professional  status  of  pharmacy 
and  with  the  hue  and  cry  for  legislation  that 
could  impede  pharmacy’s  progress,  we  must 
have  unity  of  action  and  solidarity  of  pur- 
pose. Now  is  the  time  for  pharmacists  every- 
where to  engage  actively  in  the  work  at  hand 
and,  through  a concentration  of  their  efforts, 
produce  a brighter  picture  for  pharmacy. 
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FDA  EXEMPTS  TEN 
Rx  DRUGS  FROM 
LABELING 
REQUIREMENTS 

The  Food  and  Drug  Ad- 
ministration has  announced 
that  10  prescription  drugs  for 
human  use  have  been  ex- 
empted from  requirements 
that  directions,  hazards, 
warnings,  and  other  informa- 
tion be  on  the  dispensing 
package.  Basis  for  the  ex- 
emption, the  agency  said,  is 
that  information  about  the 
drugs  is  commonly  known  to 
medical  practitioners. 

Exempted  are: 

(1)  Aminophylline.  For 
oral  use,  not  in  excess  of  100 
milligrams  per  dosage  unit. 

(2)  Barbiturates.  For  use 
orally,  not  in  excess  of  100 
milligrams  per  dosage  unit; 

j for  use  as  suppositories,  not 
f in  excess  of  130  milligrams 
per  suppository. 

(3)  Digitalis.  Preparations 
of  whole-leaf  digitalis  includ- 
ing forms  such  as  digitalis 
tincture.  For  oral  use,  con- 


taining the  equivalent  of  not 
more  than  1 U.S.P.  digitalis 
unit  per  dosage  unit. 

(4)  Erythrityl  tetranitrate. 
For  oral  use,  not  in  excess  of 
30  milligrams  per  dosage 
unit. 

(5)  Mannitol  hexanitrate. 
For  oral  use,  not  in  excess  of 
32  milligrams  per  dosage 
unit. 

(6)  Nitroglycerin.  For  oral 
use,  not  in  excess  of  0.65  mil- 
ligrams per  dosage  unit. 

(7)  Pentaerythritol  tetrani- 
trate. For  oral  use,  not  in 
excess  of  20  milligrams  per 
dosage  unit. 

(8)  Pentaerythritol  tetra- 
nitrate with  phenobarbital. 
For  oral  use,  not  in  excess  of 
20  milligrams  of  pentaery- 
thritol tetranitrate  and  35 
milligrams  phenobarbital. 

(9)  Sodium  nitrite.  For  oral 
use,  not  in  excess  of  60  milli- 
grams per  dosage  unit. 

(10)  Thyroid.  For  oral  use, 
not  in  excess  of  195  milli- 
grams (3  grains)  per  dosage 
unit. 


FDA  also  has  published  a 
policy  statement  exempting 
prescription  drug  container 
labels  from  bearing  dosage 
recommendations  where 
space  available  is  not  suf- 
ficient for  a fully  informa- 
tive and  useful  statement. 
FDA  expressed  the  opinion 
that  in  such  cases  a label 
statement  such  as  “See  pack- 
age insert  for  dosage  in- 
formation” would  comply 
with  the  requirements  of  its 
regulations,  provided  detailed 
dosage  information  is  con- 
tained in  the  insert. 


STATE  ASSOCIATION 
CONVENTION  DATES 
SET 

The  1962  convention  of  the 
South  Dakota  Pharmaceu- 
tical Association  will  be  held 
in  Sioux  Falls  on  June  17,  18, 
and  19,  according  to  an  an- 
nouncement by  C.  F.  Van  De 
Walle,  local  Chairman  for 
the  event.  Convention  head- 
quarters will  be  the  Shera- 
ton-Cataract  Hotel. 
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LILLY  ANALYSIS 
SERVICE  AVAILABLE 
TO  RETAILERS 

Available  to  retail  phar- 
macy owners  or  managers  is 
a service  which  is  unique  in 
the  field  of  business  enter- 
prise. It  is  the  Lilly  analysis 
service.  Retail  pharmacy 
owners  who  utilize  the  man- 
agement-counseling service 
obtain  a personalized  an- 
alysis report  of  their  opera- 
tions. A factual,  impartial, 
comprehensive,  and  confi- 
dential report  enables  re- 
tailers to  simplify  their  man- 
agement problems  and  to 
make  better-informed  mana- 
gerial decisions. 

The  Lilly  analysis  service 
for  the  retail  pharmacy  trade 
began  in  early  1933.  The 
service  was  offered  in  order 
to  provide  proprietors  with 
helpful  suggestions  and  ad- 
vice that  would  enable  them 
to  operate  more  efficiently 
or,  at  least,  reduce  operating 
losses.  The  usefulness  of  the 
Lilly  analysis  service  has 
been  expanded  for  1962.  The 
new  feature  inaugurated  this 
year  is  the  inclusion  on  the 
first  page  of  “usual  averages” 
of  operating  expenses  in 
similar-type  pharmacies.  At 
a glance,  the  owner  may 
quickly  determine  which 
items  of  expense  compare 
favorably  and  which  ad- 
versely. Other  financial  data 
summarized  on  this  page  are 
the  retailer’s  dollar  and  per- 
centage amounts  of  the  items 


of  income  and  expense.  Also 
included  are  highlights  of 
the  prescription  department 
and  a comparison  of  total 
sales,  prescription  sales,  and 
the  number  of  prescriptions 
filled  with  the  figures  for 
the  previous  year. 

Personalized  analysis  re- 
ports are  prepared  for  re- 
tailers who  submit  their  an- 
nual income  and  expense 
statements  and  prescription 
records.  A completed  report, 
which  averages  about  five 
pages,  includes  a review  of 
the  key  areas  of  retail  phar- 
macy operations  — merchan- 
dise costs,  inventory,  salaries, 
rent,  miscellaneous  operating 
costs,  and  prescription  de- 
partment figures.  Each  of 
these  items  is  compared  with 
the  averages  of  many  similar 
type  pharmacies.  Oppor- 
tunities for  improvement  are 
clearly  revealed,  and  con- 
structive suggestions  are  of- 
fered when  indicated. 

To  enable  owners  and 
managers  to  make  better- 
informed  managerial  de- 
cisions for  more  efficient  op- 
erations, the  analysis  covers 
facts  concerning  (1)  the 
store’s  present  position,  (2) 
its  previous  position,  and  (3) 
how  it  compares  with  sim- 
ilar-type pharmacies.  By 
means  of  electronic  process- 
ing, all  dollar  amounts  of  in- 
come and  expense  are  con- 
verted to  a percentage  of 
sales.  Thus,  the  relationship 
between  the  various  items 


can  easily  be  seen,  since  all 
are  based  on  a common  fig- 
ure. 

If  a proprietor  has  main- 
tained continuity  in  report- 
ing, the  second  step  is  to 
compare  the  current  opera- 
tions with  those  of  the  pre- 
vious year.  For  this  reason, 
a file  copy  of  a completed  re- 
port is  retained  for  one  year. 
The  analysis  report  provides 
the  store  management  with 
information  on  whether  the 
operations  have  improved  or 
remained  at  satisfactory 
levels  or  whether  undesir- 
able trends  are  developing. 

Finally,  the  current  opera- 
tions are  compared  with 
those  of  pharmacies  most 
like  the  one  being  analyzed. 
This  procedure  reveals  where 
the  operations  compare  fav- 
orably and  where  opportun- 
ities may  exist  for  improve- 
ment. 

For  a free  and  confidential 
analysis  of  a retail  pharmacy 
operation,  all  proprietors  are 
invited  to  send  their  income 
and  expense  statements  and 
prescription  records  to  the 
Lilly  Retail  Pharmacy  Op-- 
erations  Clinic,  Eli  Lilly  and 
Company,  Indianapolis  6, 
Indiana. 


After  41 1/2  years  of  service, 
T.  L.  Larson.  Assistant  Secre- 
tary of  Druggists  Mutual  In- 
surance, Algona,  Iowa,  has 
retired.  Mr.  Larson  joined 
the  company  in  August,  1919, 
just  ten  years  after  Drug- 
gists Mutual  was  founded. 
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1.  THE  CHEMISTRY,  PHYSIOLOGY, 
TRADE-NAMES,  AND  MODES  OF 
ADMINISTRATION  OF  SYNTHETIC 
LONG-ACTING  PROGESTATIONAL 
DRUGS 

By  E.  C.  Hanisch,  Jr.,  M.D.,  Huron,  South  Dakota 
Progestational  drugs  are  substances  capable 
of  mimicking  progesterone  in  some  of  its 
actions  but  no  substance  is  as  yet  known 
that  duplicates  exactly  all  of  the  physiological 
and  pharmacological  effects  of  progesterone. 
The  synthetic  progestational  agents  are  all 
steroids  with  a phenanthrene  nucleus.  Some 
of  the  drugs  are  closely  related  to  proges- 
terone while  others  more  closely  resemble 
testosterone.  (See  Figure  No.  1).  These  re- 
lationships assume  importance  in  selecting  a 
progestin  because  the  latter  group  can  occas- 
ionally exert  androgenic  activities.  In  ad- 
dition, the  different  progesterone  effects  vary 
considerably  among  the  new  products. 

Since  the  discovery  of  progesterone  in  about 
1930,  considerable  research  has  been  devoted 
to  this  steroid.  It  is  well  established  that  pro- 
gesterone is  produced  in  large  amounts  by 
the  corpus  luteum  and  the  placenta,  and  to  a 
much  lesser  degree  by  the  adrenals.  As  far 
as  the  fate  of  the  hormone  is  concerned,  its 
exact  metabolism  is  unknown.  Injected  pro- 
gesterone disappears  within  minutes  from  the 
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blood  stream;  the  major  sites  of  inactivation 
are  the  liver  and  kidneys.  However,  there  is 
also  evidence  to  indicate  that  the  uterus  plays 
a part  in  inactivation  of  progesterone.  In  ad- 
dition to  direct  inactivation,  a significant 
amount  of  the  hormone  is  stored  in  body  fats 
and  is  liberated  more  or  less  ad  lib  from  these 
depots.  During  metabolism,  it  is  improbable 
that  the  phenanthrene  ring,  itself,  is  des- 
troyed, but  rather  cleavage  of  the  side  chain 
of  the  hormone  probably  occurs.  At  the  pres- 
ent time  there  are  at  least  ten  known  meta- 
bolites of  progesterone  — most  of  them  are 
hormonally  inactive. 


TSOW  VeULUTIN  JKOVEf^A 
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Figure  No.  1. 


thetic  drugs  to  progesterone.  The  proges- 
terone is  given  an  endometrial  response  of 
one,  and  as  we  can  see  the  pregnancy  main- 
tenance is  easily  accomplished  with  minimal 
doses.  The  same  is  true  with  parturition  in- 
hibition in  which  2.5  mg.  gives  a complete 
block.  Prodox,  although  four  to  six  times 
progesterone  in  endometrial  assays,  is  rela- 
tively inactive  as  either  a pregnancy  main- 
tainer  or  a parturition  inhibitor.  Delalutin  is 
about  five  times  progesterone  as  an  endo- 
metrial stimulator,  but  like  Prodox,  does  not 
maintain  pregnancy  in  rats  when  admin- 
istered alone.  It  is  also  relatively  inactive  in 
blocking  parturition.  Provera  is  many  times 
as  active  as  progesterone  as  far  as  endome- 
trial response  is  concerned  and  it  appears  to 
be  a good  pregnancy  maintainer.  As  a par- 
turition inhibitor  it  is  fair.  Endometrial  re- 
sponse to  Ethisterone  is  only  a tenth  that  of 
progesterone  and  is  totally  inactive  as  far  as 
pregnancy  maintenance  is  concerned.  The 
same  is  true  for  parturition  inhibition.  Nor- 
lutin  exhibits  ten  times  progesterone’s  en- 
dometrial response,  but  is  inactive  in  main- 
taining pregnancy,  but  fairly  potent  in  par- 
turition inhibition.  Enovid  is  about  one-half 
progesterone  as  far  as  endometrium  is  con- 
cerned, is  totally  inactive'  in  maintaining 
pregnancy,  but  is  a potent  parturition  in- 
hibitor. 


As  far  as  the  synthetic  progestins  are  con- 
cerned, little  or  nothing  is  known  of  their 
metabolism.  However,  one  thing  has  been 
ascertained,  the  break-down  products  are  not 
the  same  as  those  obtained  from  the  meta- 
bolism of  progesterone. 

Further,  most  of  the  progestins  are  detailed 
on  their  ability  to  create  a secretory  endo- 
metrium, in  an  estrogen  primed  uterus.  Never- 
theless, it  is  evident  that  there  is  failure  of 
correlation  between  endometrial  activity, 
pregnancy  maintenance,  and  parturition  in- 
hibition. Pituitary  gonadotrophin  inhibition 
is,  apparently,  common  to  all.  It  cannot  be 
assumed  that  because  an  agent  produces  a 
secretory  endometrium  or  blocks  parturition, 
that  it  will  maintain  pregnancy.  See  Figure 
No.  2).  On  the  other  hand,  one  of  the  synthetic 
progestins  is  a potent  parturition  inhibitor, 
but  has  only  about  one-half  the  endometrial 
effect  of  progesterone.  The  table  is  a rough 
summary  comparing  some  of  the  various  syn- 


Figure No.  2. 


Progestin 

Endo. 

Secret. 

Prolif. 

Preg. 

Maint. 

Part. 

Inhibition 

Progesterone 

1 

Oral-lair 

I.M. -excellent 

Excellent 

Acetoxy- 

Progest. 

4-6 

Without  Estrog. 
poor 

With  Est.-Excel. 

Fair 

Hydroxy- 

Progest. 

Caproate 

5 

Poor 

Poor 

Medroxy- 

progesterone 

Acetate 

20-50 

Excellent 

Good 

Ethisteron 

1/10 

Inactive 

Poor 

N orethindrone 

10 

Inactive 

Excellent 

Norethyno- 

drel 

Vz 

Inactive 

Excellent 

Figure  No.  3 lists  the  various  drugs  along 
with  their  modes  of  administration. 
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Figure  No.  3. 


Drug 

Mode  of  ad- 
ministration 

Progesterone 

Progesterone,  Lipo-Lutin, 
Lutromone,  Lutocylin,  Natutron, 
Progestin,  Proluton 

Oral,  Sub- 
lingual, Vag. 
Supp.,  I.M. 

17  Alpha- 

hydroxyprogesterone 
acetate  Prodox 

Oral 

Off-market 

17  Alpha- 

hydroxyprogesterone 

Caproate  Delalutin 

I.M. 

Medroxyprogesterone  acetate 
Provera 

Oral.  I.M. 

Ethisterone 

Pranone,  Lutocylol,  Progestoral, 
Ora-Lutin 

Oral, 

Sublingual 

N orethindrone 

Norlutin 

Oral 

N orethynodrel 

Enovid 

Oral 

II.  THE  USE  OF  SYNTHETIC  LONG 
ACTING  PROGESTATIONAL  DRUGS  IN 

THE  TREATMENT  OF  THREATENED 
ABORTION  AND  HABITUAL  ABORTION. 
THE  INCIDENCE  OF  PSUEDO  HERMA- 
PHRODITISM AMONG  FETUSES 

By  R.  T.  Orr,  M.D.,  Sioux  Falls,  South  Dakota 

Early  fetal  deaths  are  approximately  4 
times  that  of  late  fetal  deaths.  The  word 
abortion  is  associated  with  fetal  loss  before 
20  weeks  gestation,  i.e.  viability;  habitual 
abortion  designates  repeated  fetal  loss,  i.e.  3 
or  more  consecutive  abortions.  Primary 
habitual  abortion  designates  a patient  who 
has  never  carried  a pregnancy  to  term,  with 
3 or  more  abortions. 

Any  vaginal  bleeding  during  the  first  20 
weeks,  with  or  without  physical  complaints, 
suggests  threatened  abortion,  although  about 
half  of  these  patients  are  not  threatening  to 
abort.  Estimates  show  approximately  20%  of 
pregnancies  will  demonstrate  vaginal  bleed- 
ing during  the  first  trimester.  Depending 
upon  such  outward  signs  as  the  estimated 
time  of  gestation,  amount  and  type  of  bleed- 
ing, and  presence  of  associated  pain,  plus 
other  history  data,  prognostic  values  may  be 
assumed  in  the  therapy.  Nesbitt  criticizes  the 
confusing  literature  that  has  brought  about  a 
philosophy  of  nihilism  concerning  specific 
benefits  of  therapy  once  a patient  threatens 
to  abort.  1 “Recent  works  show  that  a sig- 
nificant minority  of  patients  who  threaten  to 
abort  can  be  favorably  influenced  by  an  en- 


ergetic program  of  management.” 

An  intelligent  evaluation  of  the  signs  and 
symptoms  of  a bleeding  patient  is  mandatory. 
The  only  routine  part  is  the  history  and 
physical  examination,  not  the  therapy.  Of  im- 
portance are  signs  and  symptoms  of  previous 
abortions,  hydatidiform  mole,  ectopic  preg- 
nancy, anovulatory  bleeding,  cervical  lesions 
including  malignancy,  polyps,  and  pelvic  in- 
flammatory disease.  All  of  these  may  have 
genital  bleeding  and  varying  degrees  of  pel- 
vic discomfort. 2 If  pregnancy  has  not  been 
previously  established,  it  is  mandatory  to 
substantiate  this  diagnosis  by  gentle  pelvic 
examination  of  the  uterus  and  appendages. 
Visualization  of  the  cervix  should  be,  in- 
cluded. Laboratory  aids  include;  1,  urinary 
pregnandiol  levels  — (expensive  and  time 
consuming);  2,  Pregnancy  tests  — (a  negative 
test  being  more  significant):  3,  smears  of  ex- 
foliated vaginal  epitheleal  cells  using  Papani- 
colau  or  hematoxylin-Harris-Schoor  technic 
(a  persistent  karyopyknotic  index  of  less  than 
20  shows  less  than  1%  chance  of  aborting 
from  endocrine  related  causes^);  and  4,  a fern 
pattern  or  arborization  in  the  cervical  mucus 
smear  is  also  an  indication  the  pregnancy  is 
threatened  (a  lack  of  progesterone). 

The  treatment  of  threatened  abortion  is 
fairly  standard  and  this  discussion  is  mainly 
concerned  with  the  use  of  synthetic  proges- 
tins.  Progesterone  has  been  given  a great 
deal  of  credit  for  preventing  fetal  wastage  — 
proof  of  which  is  difficult.  Undesirable  effects 
may  be  obtained  if  the  fetus  has  already  ex- 
pired and  administration  of  steroids  produces 
a missed  abortion  status,  although  this  carries 
little  risk  to  the  patient.  Threatened  abortion 
is  probably  less  amenable  to  successful  treat- 
ment with  any  • therapeutic  agent  than  is 
habitual  abortion.  Rakoff  observed  20  pa- 
tients who  received  Enovid  for  threatened 
abortion.  Of  these,  12  or  60%  delivered  viable 
infants.  There  were  no  congenital  anomalies 
or  evidence  of  virilizing  syndromes. ^ Gold- 
zieher  and  Benigno  doubt  whether  a chi- 
square  test  would  show  that  results  of  pro- 
gestine therapy  were  significantly  better  than 
could  have  been  achieved  by  chance  and  non- 
hormone measures  alone. 

Habitual  abortion  appears  to  find  more 
basis  for  progestin  therapy,  however  no  satis- 
factory control  study  has  been  conducted. 
Examinations  should  include  complete  blood 
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typing  for  blood  group  incompatibilities,  and 
thyroid  function  tests.  Dietary  deficiencies 
should  be  discussed,  and  clotting  defects, 
capillary  fragility  and  decreased  Vit.  C.  levels 
should  be  ascertained.  (Greenblatt  demon- 
strated how  Vits.  C & B improve  decidual 
vasculature  and  prevent  decidual  hemor- 
rhage). Prior  to  pregnancy  genital  tract  ano- 
malies are  examined  by  hysterosalpingo- 
graphy  and  surgical  corrections  undertaken. 
Emotional  disturbances  are  discussed. 

Tyler  pointed  out  that  in  habitual  abortion 
there  is  an  endocrine  abnormality  akin  to  the 
inadequate  luteal  phase.®  The  endometrial 
biopsy  remains  the  best  gauge  of  proges- 
terone metabolism. 2 The  situation  known  as 
inadequate  luteal  phase  or  shortened  luteal 
phase  with  resulting  deficient  progestational 
endometrium  provides  a poor  environment 
for  a fertilized  ovum.  Endometrial  biopsies 
may  be  obtained  either  during  the  latter  half 
of  the  cycle  or  within  24  hours  after  onset  of 
menstruation.  If  a poorly  developed  proges- 
tational endometrium  is  revealed,  oral  pro- 
gestins  may  be  administered.  The  Univ.  of 
Utah  School  of  Medicine  used  Enovid,  10 
mgm,  daily,  starting  after  ovulation  and 
stopping  after  14  days.  If  menstruation  does 
not  follow  in  2 - 4 days,  the  patient  is  prob- 
ably pregnant  and  medication  may  be  con- 
tinued throughout  the  first  12  weeks.  Periodic 
assays  for  chorionic  gonadotropins  are  de- 
sirable if  the  pelvic  examinations  do  not 
certainly  reveal  a pregnancy.  Other  dosage 
schedules  of  Norethynodrel  (Enovid)  are  as 
follows:  start  a daily  10  mgms  7 to  10  days 
after  the  first  missed  period.  At  time  of  the 
2nd  missed  period,  the  dosage  is  increased  to 
20  mgm  daily,  and  continued  into  late  preg- 
nancy. If  there  is  any  evidence  of  bleeding, 
the  dose  may  be  increased  to  30-40  mgm/day. 
In  pregnant  patients,  Rakoff  did  not  have  any 
side  reactions  requiring  discontinuing  the 
drug. 5 Wilkins  in  1958,  and  Jones  & Wilkins 
in  1960,  discuss  genital  anomalies  in  female 
infants  in  mothers  treated  with  progestins 
during  pregnancy.  Some  48  cases  were  des- 
cribed of  enlarged  phallus,  with  or  without 
varying  degrees  of  fusion  of  the  labioscrotal 
folds.  There  was  no  derangement  of  internal 
development,  and  surgical  correction  was 
satisfactory.  The  mothers  had  received  17- 
ethinyl  testosterone,  17-ethinyl-19-nortestos- 
terone,  progesterone,  or  methyltestosterone. 


Three  had  received  no  treatment.  These  pro- 
gestogens  are  widely  used  and  only  a small 
proportion  of  babies  born  of  treated  mothers 
are  affected.  Jones  suggests  that  use  be  re- 
stricted to  women  in  whom  a progestogenic 
deficiency  can  be  shown  to  exist.  Treatment 
was  usually  begun  before  the  10th  week  and 
in  most  instances  before  the  4th  and  6th 
weeks.  Diagnosis  was  established  by  finding 
female  chromatin  patterns,  low  excretion  of 
17-ketosteroids,  and  absence  of  progressive 
virilization. 4 Grumbach,  et  al.,  presented  18 
females  with  congenital  masculinization 
born  of  mothers  treated  with  certain  oral 
progestins  during  pregnancy,  and  they  recom- 
mend the  treatment  be  abandoned.  They  feel 
the  surgical  repair  is  only  of  value  in  the 
hands  of  a few  surgeons,  and  unsatisfactory 
repairs  have  been  done,  as  well  as  others 
complicated  by  urinary  tract  infections.  They 
feel  the  treatment  of  pregnant  women  with 
progestins  should  be  limited  to:  1.  compounds 
not  injurious  to  the  fetus,  2.  compounds 
capable  of  maintaining  pregnancy. 
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in.  THE  USE  OF  LONG  ACTING 
SYNTHETIC  PROGESTATIONAL  DRUGS 
IN  IRREGULAR  OVARIAN  FUNCTION. 
DYSFUNCTIONAL  UTERINE  BLEEDING 
AND  INFERTILITY 

By  C.  R.  Stoltz.  M.D.,  Watertown,  South  Dakota 
A moderate  number  of  women  when  attain- 
ing the  last  half  of  their  menstrual  life  begin 
to  exhibit  occasional  anovulatory  cycles.  The 
reason  for  this  is  not  clear.  It  may  also  be 
noted  that  as  the  menopause  approaches, 
these  anovulatory  cycles  may  become  more 
frequent.  With  these  anovulatory  cycles  a 
certain  degree  of  dysfunctional  uterine  bleed- 
ing may  occur.  A typical  anovulatory  period 
is  usually  somewhat  delayed  and  commonly 
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is  heavier  and  longer  than  usual  for  the  in- 
dividual patient.  The  flow  may  be  as  much 
as  double  the  ordinary  amount  and  may  last 
as  long  as  10  to  14  days.  In  a patient  whose 
abnormal  cycles  occur  only  occasionally,  no 
therapy  is  indicated.  If  a patient  exhibits  the 
anovulatory  pattern  frequently,  or  for  several 
cycles  consecutively,  therapy  should  be  con- 
sidered. It  is  important,  however,  to  obtain 
an  accurate  history  and  to  determine  that  the 
pelvic  organs  are  anatomically  normal.  In 
some  cases,  where  the  conclusion  as  to  ano- 
vulation may  be  in  doubt  or  questionable,  en- 
dometrial biopsy  can  be  done  for  more  ac- 
curate determination  of  the  condition.  Gen- 
erally speaking,  an  accurate  history  will  give 
one  sufficient  grounds  for  trial  on  the  syn- 
thetic progestational  therapy. 

In  a patient  who  has  had  bleeding  for  14 
or  more  days,  who  perhaps  gives  a history 
of  recurrences  of  heavy  or  irregular  bleeding, 
and  who  has  a normal  pelvis  to  examination, 
anovulation  must  be  considered.  The  history 
and  the  pelvic  examination  should  reasonably 
rule  out  incomplete  abortion  and  extra 
uterine  pregnancy.  In  this  instance  the  pro- 
gestational agent  might  be  given  for  5 days. 
The  patient  must  be  told  that  the  bleeding 
may  or  may  not  cease  by  the  time  the  med- 
ication is  finished,  but,  in  either  case,  a re- 
currence or  increase  in  flow  after  a period 
of  3 to  6 days  may  occur,  but  should  then  stop 
in  another  3 to  4 days. 

In  an  instance  where  the  apparent  ano- 
vulation is  occurring  quite  frequently  or  has 
occurred  for  the  last  3 to  4 cycles  consecu- 
tively, therapy  can  be  given  in  a 5 to  7 day 
period  near  the  end  of  each  cycle,  and  prob- 
ably should  be  repeated  through  3 or  4 cycles. 

Actually  the  treatment  suggested  here  is 
not  considered  curative,  but  rather,  substitu- 
; tion  therapy.  I have  seen  some  instances 
where  the  treatment  has  seemed  to  result  in 
regular  ovulatory  cycles  after  3 to  4 cycles  of 
this  suggested  therapy.  Whether  or  not  the 
ovulatory  cycles  would  have  occurred  with- 
out therapy  is  not  known.  Since  the  sug- 
gested regime  is  substitutional,  and  not 
definitive,  permanent  results  should  not  be 
I anticipated.  However,  some  peace  of  mind  for 
i the  patient  can  be  obtained  through  its  use. 

; The  use  of  these  products  in  infertility  is 
of  extremely  limited  value,  I believe.  In  in- 
fertility which  seems  to  be  due  to  failure  of 


ovulation,  all  other  findings  having  been  de- 
termined as  normal,  production  of  several 
“substitution  cycles”  might  result  in  ovula- 
tion; however,  this  is  doubtful.  In  a few 
cases  a trial  for  3 to  4 or  more  cycles  might 
prove  worthwhile. 


IV.  CONTROL  OF  OVULATION  USING 

LONG-ACTING  PROGESTATIONAL 
DRUGS 

By  F.  S.  Btahmann,  M.D.,  Sioux  Falls,  So.  Dakota 

Effective,  safe  and  simple  contraception  has 
always  been  an  aim  of  many  physicians.  In 
recent  years  sociologists  tell  us  that  world 
population  is  increasing  at  the  rate  of  1.7% 
annually  and  they  estimate  that  the  world 
population  will  be  doubled  in  about  40  years 
and  quadrupled  in  75  years.  This  is  because 
medicine  is  providing  the  world  with  increas- 
ingly effective  death  control.  Unfortunately, 
contraception  lags  chiefly  in  the  world  areas 
where  it  is  most  needed  for  a multiplicity  of 
reasons. 

The  19  norsteroids  prevent  ovulation  by 
suppressing  pituitary  gonadotropic  activity. 
This  inhibition  of  pituitary  activity  inhibits 
ovarian  activity  so  that  the  egg*  does  not  de- 
velop in  the  ovary.  These  drugs  substitute  to 
some  degree  for  the  usual  ovarian  hormones, 
as  far  as  the  uterus  is  concerned,  and  they 
produce  a secretory  or  near  decidual  en- 
dometrium, which  sloughs  or  bleeds  in  a 
somewhat  menstrual-type  flow  shortly  after 
stopping  the  drug. 

Some  years  ago.  Doctor  Gregory  Pincus, 
evaluated  the  norsteroids  then  available, 
along  with  other  progestational  products, 
from  a standpoint  of  their  effectiveness  as 
ovulation  inhibitors  and  certain  side  effects. 
His  results  are  still  generally  accepted.  He 
found  that  northynodrel  (Enovid)  was  the 
most  potent  oral  ovaluation  inhibitor  and  had 
the  least  androgenic  or  masculinizing  effects 
on  the  patient.  Because  of  this  work,  prac- 
tically all  clinical  studies  have  been  done 
with  the  drug  norethynodrel  (Enovid). 

When  used  as  a contraceptive,  northynodrel 
is  given  in  10  or  5 mgm.  doses  daily  from  day 
5 to  day  25  of  the  cycle.  It  seems  to  be  very 
effective  if  no  dose  is  omitted.  Uterine  bleed- 
ing, which  usually  follows  a few  days  after 
stopping  the  drug,  is  usually  quite  similar  to 
that  of  a period  or  perhaps  somewhat  more 
scant  or  short. 
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All  observers  have  reported  benign  un- 
pleasant side  effects  in  some  patients  when 
taking  Enovid. 

1.  Nausea.  About  one-third  of  the  patients 
have  varying  degrees  of  nausea  on  the  10 
mgm.  dose  of  Enovid,  and  less  with  the  smal- 
ler 5 mgm.  dose.  Many  patients  acquire  a 
tolerance  to  the  drug,  if  they  are  encouraged 
to  continue  its  use,  but  around  10%  will  be 
unable  to  continue  because  of  nausea. 

2.  Dizziness,  headache,  diarrhea,  weakness 
and  abdominal  pain  also  occur,  but  usually 
disappear  on  continued  use. 

3.  Break-through  or  escape-bleeding  occurs 
in  perhaps  25%  of  patients.  It  occurs  more 
often  in  the  new  5 mgm.  dose  and  usually 
ceases  after  doubling  the  dose  for  a few  days. 
In  only  1-2%  of  cases  is  it  severe  enough  to 
discontinue  therapy. 

4.  Chloasma  and  pregnancy  changes.  Since 
these  progesterone-like  compounds  produce  a 
pregnancy-like  endometrial  change,  one 
would  almost  expect  other  psuedo-pregnancy 
changes  elsewhere.  About  8-10%  of  white  pa- 
tients develop  patchy  pigmentation  of  the 
face.  One  of  my  recent  patients  developed 
such  marked  pigmentation  of  the  upper  lip 
that  she  almost  appeared  to  have  a mustache. 
This  required  stopping  the  drug. 

Norethynodrel  causes  softening  of  the  cer- 
vix. This  may  cause  the  clinician  to  wonder 
if  pregnancy  is  present.  Cervical  erosions  be- 
come larger  and  may  bleed  on  contact.  How- 
ever, the  incidence  of  carcinoma  is  not  greater 
in  patients  using  these  drugs. 

5.  Breast  discomfort  and  dysmenorrhea  are 
other  benign  symptoms  produced  by  con- 
traceptive doses  of  Enovid. 

What  are  the  long  term  effects  of  taking 
norsteroids?  Can  long  term  pituitary  sup- 
pression damage  the  ovary  as  long  term  cor- 
tisone therapy  damages  the  adrenals?  To 
date  it  appears  that  women  having  been  on 
norethynodrel  are  just  as  fertile,  or  more  so, 
when  they  stop  it.  Time  alone  will  tell.  At 
present  we  must  realize  this  question  has  not 
been  answered.  Are  there  other  extra-genital 
effects  of  prolonged  suppression  of  pituitary 
and  ovarian  inactivity?  To  my  knowledge  this 
is  not  known. 

After  a recent  synposium  on  progestational 
steroids  the  Director  of  Clinical  Research  of 
the  G.  D.  Searle  & Co.,  Dr.  I.  C.  Winter, 
stated: 


“I  believe  that  the  evidence  is  overwhelm- 
ing that  this  is  an  anovulatory  drug  and 
further  that  it  can  be  considered  a contracep- 
tive. This  response  to  Enovid  seems  to  be  the 
same  after  at  least  eleven  consecutive  cycles 
as  when  initially  given.  Pregnancies  have  oc- 
curred after  individuals  have  received  the 
agent  and  have  had  anovulatory  cycles  for  at 
least  eight  months.  I am  not  suggesting  and 
I do  not  think  we  are  ready  to  suggest  that 
one  can  keep  this  up  indefinitely  without 
danger  to  the  reproductive  process,  but  to 
date,  at  any  rate,  the  evidence  is  truly 
promising.” 

Dr.  Edas  Rice-Wray  after  a Puerto  Rico 
study  in  1957  on  221  mothers  using  Enovid 
from  1-9  months  concluded  “Enovid  gives 
100%  protection  against  pregnancy  in  10 
mgm.  doses  taken  for  20  days  each  month. 
However,  it  causes  too  many  side  reactions 
to  be  generally  acceptable.” 


V.  A SUMMARY  OF  RECENT  USE  OF 
NORETHYNODREL  IN  THE  TREATMENT 
OF  ENDOMETRIOSIS 

By  J.  B.  Slingsby,  M.D.,  Rapid  City,  South  Dakota 

This  treatment  of  endometriosis  is  based  on 
the  inhibition  of  menstruation,  and  the  asso- 
ciated establishment  of  a pseudo-pregnancy 
by  artificially  inducing  decidual  changes  in 
ectopic  endometrium  by  prolonged  treatment 
with  this  progestational  agent. 

It  is  postulated  that  with  treatment,  regres- 
sion of  artificially  induced  decidua  is  due  to 
atrophy  and  necrosis.  Other  progestational 
agents  have  been  used,  but  norethynodrel 
(Enovid)  has  shown  the  most  satisfactory  re- 
sults because  of: 

a.  lack  of  androgenic  effect; 

b.  some  estrogenic  content  (which  has  been 
proved  necessary  in  the  production  and 
maintenance  of  decidua);  and 

c.  ovulation  inhibitory  changes. 

Culdoscopy  studies  have  confirmed  the 

diagnosis  of  endometriosis  correctly  in  only 
54%.  In  addition,  7.3%  of  pelvic  inflamma- 
tory disease  was  diagnosed  as  endometriosis. 
This  suggests  that  one  must  have  a firm  diag- 
nosis of  endometriosis  when  treating  it  med- 
ically, to  obtain  optimum  results. 

The  procedure  generally  followed  is  to  give 
norethynodrel  (Enovid)  to  the  patient  in  a 
dosage  of  5 mgms.  daily  for  one  week,  in- 
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creasing  it  by  increments  of  5 mgms.  every 
two  weeks  until  a maintenance  dose  of  20  to 
40  mgms.  or  more  daily  is  taken.  It  is  entirely 
possible,  but  not  necessary,  to  increase  the 
dosage  up  to  100  mgms.  per  day.  Generally, 
the  dosage  level  must  be  kept  high  enough  to 
prevent  break-through  bleeding.  The  best  re- 
sults were  seen  when  the  uterus  became  en- 
larged to  about  eight  weeks  gestational  size. 
Therapy  is  carried  on  for  a minimum  of  six 
months. 

The  side  effects  of  this  hormone  are  similar 
to  complaints  during  pregnancy.  Initially, 
nausea  and  vomiting  may  occur,  but  subside 
with  continued  treatment.  Nervousness  and 
irritability  are  frequent  complaints.  Abdom- 
inal cramps,  weight  gain  and  sodium  reten- 
tion are  others.  These  adverse  symptoms 
can  be  partially  controlled  by  the  use  of  suit- 
able medications. 

In  cases  of  proven  endometriosis,  one  can 
expect  that  approximately  70%  will  have  a 
six-months  interval  of  remission  and  regres- 
sion; about  12%,  failure;  in  18%,  a remission 
for  seven  to  ten  months  is  followed  by  recur- 
rence and  exacerbations.  Although  not  statis- 
tically high  enough  for  evaluation,  several 
infertility  patients  have  conceived  after 
therapy  has  been  discontinued. 

The  major  pathological  findings  are  as 
follows: 

1.  The  cervix  shows  mucous  gland  hyper- 
plasia, hypertrophy  and  hypersecretion 
with  edema  and  increased  vascularity. 

2.  In  the  corpus, 

a.  The  endometrium  shows  marked 


stromal  increase  with  decidual  trans- 
formation as  early  as  the  eighth  to 
twelfth  days  of  therapy. 

b.  Glands  are  inactive;  secretory  activity 
is  absent  or  markedly  diminished. 

c.  There  are  stromal  edema  and  foci  of 
necrosis  in  the  decidua. 

d.  Rather  marked  myometrial  hyper- 
trophy and  vascular  dilatation  are 
present. 

e.  Lyomyomas  have  shown  advanced 
changes  of  accelerated  degeneration 
and  necrobiosis. 

3.  Ectopic  endometrium  on  ovaries  shows  a 
decidual  mantle  with  inactive  glands.  In 
all  areas  of  ectopic  endometrium,  there 
is  decidual  transformation  of  the  stroma 
with  some  areas  of  necrobiosis.  Glands 
are  uniformly  inactive. 

4.  The  breasts  show  cystic  disease  with 
hyperlasia. 

Therefore,  it  is  postulated  that  an  accel- 
erated secretory  exhaustion  takes  place  with- 
in the  endometrial  glands.  There  appears  to 
be  very  little  histochemical  alteration,  as 
compared  with  pregnancy.  The  remissions 
are  similar  to  those  which  occur  in  preg- 
nancy. The  over-all  rate  of  approximately 
70%  remission  on  this  conservative  therapy 
indicates  that  this  type  of  progestational  ther- 
apy definitely  has  a place  in  the  treatment  of 
endometriosis,  with  special  reference  to  the 
younger  individual  in  the  child-bearing  age 
and  to  those  infertility  problems  resulting 
from  pelvic  endometriosis. 


WANTED?  General  Practitioner.  South- 
western Minnesota.  Trade  area  popula- 
tion 2500.  Modem  community  with  new 
medical  clinic.  10  minutes  to  county 
hospital  with  move  on  the  way  to  build 
a new  one.  25  minutes  to  Sioux  Falls, 

S.  Dak.  on  turn-pike.  Write  Jasper, 
Minn.  Milt  E.  Seeman. 
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A CANADIAN  DOCTOR 
LOOKS  AT  SOCIALIZED 
MEDICINE  IN  CANADA 


N.  Bruce  McCannel,  M.D.,  C.M.,  Regina, 
Saskatchewan,  Canada 


Address  — North  Dakota  State 
Medical  Association 
Fargo,  North  Dakota,  May  8,  1961 


I am  honored  that  you  should  ask  me  to 
speak  to  you  today,  and  thank  you  for  giving 
me  the  opportunity  to  pass  along  some  of  my 
impressions  of  Saskatchewan’s  Socialist  Hos- 
pital Plan  and  probable  future  Medical  Care 
Scheme. 

At  the  outset,  I have  the  unpleasant  task  of 
telling  you  that  our  profession  in  my  province 
and  almost  certainly  throughout  Canada,  is 
on  the  very  brink  of  great  change  in  our  way 
of  practice.  It  is  certain  that  some  form  of 
State  controlled  Medical  Care  System  will  be 
added  to  the  Hospitalization  Plan,  now  in 
effect  in  my  country. 

There  are  two  broad  paths  leading  to  gov- 
ernment control  of  medical  services. 

First — control  of  hospitals; 

Secondly-— control  of  medical  services 
rendered  by  our  profession. 

In  order  that  you  might  have  a proper  un- 
derstanding of  what  has,  and  is,  happening  in 
my  province,  allow  me  first  to  tell  you  of 
some  of  the  history  of  State  interference  in 
the  two  realms. 

In  Saskatchewan,  and  I know  it  is  the  same 
here,  we  have  two  basic  providers  of  hospital 
facilities: — 

Government  — provincial,  urban  or  rural 
and 

Religious  orders. 

Like  yourselves,  we  suffered  greatly  during 
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the  great  depression  and  many  of  our  smaller 
hospitals  were  forced  to  close  and  others 
went  deeply  in  debt. 

In  1944,  the  Socialists  fought  and  won  the 
provincial  election.  One  of  their  major  prom- 
ises at  that  time  was  “To  set  up  a complete 
system  of  Socialized  Health  Services,  free  to 
the  recipient.”  How  any  service  that  a State 
provides  can  be  free,  I am  sure  no  one  knows. 

Thus,  you  will  see  the  control  of  our  pro- 
fession has  been  the  avowed  intent  of  these 
Socialists  since  their  first  ascent  to  power. 

Luck  was  with  them.  The  Statists  came  to 
power  just  before  the  end  of  the  War,  when 
Saskatchewan  was  entering  an  era  of  buoyant 
economic  growth  and  prosperity.  Crops  were 
abundant  and  our  farmers  were  able  to  sell 
their  produce.  Also,  the  Federal  Government 
began  to  subsidize  the  less  affluent  Provincial 
Governments  with  ever-increasing  grants. 

The  funds  available  to  our  Socialist  gov- 
ernment have  pyramided  to  10  times  that 
available  when  they  came  into  power.  Not 
until  the  present  year  of  1961,  have  revenues 
fallen. 

In  1947,  Saskatchewan  embarked  upon  a 
government  controlled  and  financed  hospital- 
ization scheme.  The  Plan,  at  that  time,  was 
estimated  by  the  Planners  to  cost  $4  million  a 
year.  As  is  the  rule  with  Socialist  planners, 
their  estimates  were  far  too  low,  and  the  first 
year  cost  about  $7  million.  This  year,  it  is 
estimated  our  hospitalization  plan  will  cost 
in  excess  of  $36  million  — over  $40  for  every 
person  in  our  province. 

This  scheme  was  financed  by  a premium, 
which  I remind  you,  is  one  of  the  most  vicious 
of  means  tests.  A premium,  which  has  risen 
year  by  year,  and  now  stands  at  $40.  a family. 
In  addition,  there  is  a sales  tax  and  the  bal- 
ance is  contributed  from  general  revenue. 

You  will  ask — what  services  are  provided? 
The  scheme  provides  for  ward  bed  accom- 
modation; all  drugs;  x-ray  and  laboratory 
services  in  hospital;  operating  room;  case 
room;  and  so  on. 

Such  facilities  are  also  available,  although 
many  don’t  realize  this,  on  an  out-patient 
basis.  There  is  no  deterrent.  Utilization  is 
governed  only  by  the  availability  of  hospital 
facilities. 

We  have,  of  course,  long  waiting  lists  at 
most  hospitals.  The  waiting  period  for  elec- 
tive surgery,  for  example,  is  six  to  eight 


months  in  my  city.  The  public  is  demanding 
hospitalization  for  the  most  trivial  of  com- 
plaints and  woe  be  it  to  the  physician  who 
does  not  serve  their  demands.  In  addition, 
hospital  stay  is  much  longer  than  that  to  be 
found  where  a patient  must  pay  directly  for 
the  services. 

The  government  has,  by  controlling  the 
purse  strings  of  the  hospitals,  gained  a great 
measure  of  control  over  these  institutions.  It 
has  been  able  to  decide,  sometimes  very 
arbitrarily,  where  hospitals  will  be  built, 
their  size,  facilities,  and  so  on. 

Let  me  tell  you,  however,  that  all  is  not 
well  in  paradise.  For  the  first  time  in  many 
years,  revenues  are  falling  and  the  Planners 
have  been  forced  into  making  some  econ- 
omies. This  year  a directive  was  issued  to  the 
hospitals  in  my  province,  requiring  that  costs 
must  be  reduced,  although  services  were  not 
to  be  curtailed.  A neat  trick,  if  one  can  do  it. 

It  would  thus  appear  that  an  irresistible 
force  is  meeting  an  immovable  object.  Some 
change  will  have  to  be  made.  You  will  under- 
stand that  our  hospitals  are  in  a most  un- 
enviable position.  They  are  castigated  by  the 
people  for  not  providing  all  the  services  the 
patient  may  desire  and  had  been  taught  to 
expect  from  his  benevolent  government. 

On  the  other  hand,  the  government  which 
played  the  great  role  in  creating  the  demand, 
is  now  requiring  that  the  hospitals  retrench. 
The  Socialists  have  been  very  shrewd,  leav- 
ing the  hospitals,  at  least  in  theory,  under 
their  former  administrators. 

Now,  ladies  and  gentlemen,  you  will  have 
gathered  from  what  I have  said,  that  I am  not 
overly  enamored  with  our  hospital  scheme.  I 
must  be  fair.  The  vast  majority  of  the  people 
of  my  province  and  country,  favor  the  plan 
and  wholeheartedly  support  it.  There  are 
many  who  know  that  improvements  can  be 
made.  Very  few  fully  realize  what  the  scheme 
is  really  costing. 

Nonetheless,  hospitalization  is  overwhelm- 
ingly popular  and  I am  certain  will  never  be 
changed  in  any  major  particular.  As  evidence 
of  this  popularity,  the  Federal  Government 
legislated  to  enter  the  hospital  service  field 
in  1957  and  made  a hospitalization  plan 
available  throughout  the  nation,  on  whatever 
plan  each  province  might  individually  adopt. 

The  Federal  Government  is  now  contribut- 
ing about  50  per  cent  toward  the  total  cost. 
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This  extension  of  so-called  Welfarism  was 
made  by  a Conservative  government,  al- 
though the  plans  had  been  formulated  by  the 
previous  Liberal  Administration.  All  political 
parties  are  in  the  act.  All  are  seeking  to  buy 
the  vote  with  the  voters’  money. 

The  provision  by  the  government  of  my 
province  of  medical  and  hospital  services  is 
certainly  not  limited  to  the  past  17  years  of 
Social  administration. 

In  1916,  the  Saskatchewan  government  be- 
gan to  provide  grants  up  to  $1500  to  rural 
practitioners  and  in  1919,  they  began  to  pay 
some  practitioners  a salary  in  order  to  en- 
courage them  to  settle  in  rural  areas. 

Soon  after  the  First  World  War,  Saskat- 
chewan provided  Sanitoria  and  medical  care 
for  the  T.B.  patient.  The  province  has  been 
providing  psychiatric  services  at  an  ever  ex- 
panding rate  for  many  years  and  has  now 
extended  this  to  out-patient  care. 

Provision  for  the  diagnosis  and  treatment 
of  cancer  was  provided  in  the  1930’s.  In  1945, 
the  government  initiated  the  provision  of 
medical  care  for  Old  Age  Pensioners  and  has 
extended  the  provision  to  the  Blind,  to 
Mothers’  Allowance  recipients.  Social  Aid 
cases,  and  so  on. 

The  provision  of  all  these  services,  has  al- 
ways been  announced  as  a “free  service.” 
Again,  I must  admit  that  our  Saskatchewan 
College  of  Physicians  and  Surgeons  has  en- 
couraged many  of  these  extensions.  It  seems 
that  we  forgot  that  a little  bit  of  Socialism  is 
like  a little  bit  of  pregnancy. 

Our  profession  is  one  of  the  first  to  be 
affected  by  a recession.  Unfortunately,  during 
the  great  depression,  the  government  of  the 
day  found  it  necessary  to  establish  a muni- 
cipal doctor  plan,  under  which  the  physicians 
were  paid  a salary  to  care  for  residents  of 
their  area. 

This  plan  was  converted  to  a Fee-for- 
Service  basis  in  1942,  and  since  then  very 
many  of  our  municipalities  have  come  under 
a private  medical  plan,  which  was  organized 
by  our  profession. 

Nonetheless,  we  have  here  the  basis  in  his- 
toric fact  for  the  provision  of  medical  services 
by  salaried  physicians. 

The  first  major  step  taken  by  the  Socialists 
toward  the  provision  of  physicians’  services 
was  taken  in  1946,  when  they  fostered  the 


formation  of  Health  Region  #1.  This  region 
included  a large  area  surrounding  the  City  of 
Swift  Current. 

A comprehensive  compulsory  medical  care 
plan  was  established  in  this  area,  under  a 
local  Lay  Board  of  Control,  but  with  pro- 
vincial contribution.  Physicians  practicing  in 
this  region  are  paid  on  a Fee-for-Service 
basis. 

The  plan  has  had  many  ups  and  downs.  At 
one  time  a maximum  was  placed  on  the 
amount  a Doctor  could  earn  — of  course,  no 
ceiling  was  placed  on  the  amount  of  work  he 
might  be  called  upon  to  do;  this  stipulation 
had  to  be  removed.  Physicians  in  the  area 
are  now  paid  a percentage  — I think  about 
60  per  cent  of  our  present  schedule  of  fees. 

The  scheme  is  financed  by  a Head  Tax, 
which  varies  from  $24.  for  a single  person  to 
$40.  - $50.  per  family.  In  addition,  there  is  a 
Land  Tax  of  about  $20.  per  person. 

Continually  rising  costs  and  mounting 
deficits  finally  forced  the  Lay  Board  of  Con- 
trol to  add  deterrents  and  the  patient  must 
now  pay  directly  for  a portion  of  the  services 
he  receives. 

Also,  the  scheme  does  not  pay  for  many 
services,  such  as  Ecg,  etc.  This  scheme 
has  not  proven  to  be  the  ideal  that  its  pro- 
ponents had  hoped.  It  is  continually  in  fiscal 
trouble  and  must,  almost  year  by  year,  in- 
crease its  cost  to  the  patient. 

The  patient  can  only  choose  from  Doctors 
within  the  scheme.  The  region  has  seen  a 
great  migration  of  Doctors,  both  in  and  out 
of  the  area.  It  seems  that  the  unit  provides  a 
suitable  environment  for  a young  man  to 
begin  the  practice  of  his  profession,  but  not 
one  in  which  he  wants  to  stay  permanently. 

In  1955,  the  government  sought  to  extend 
this  type  of  unit  coverage  and  to  this  end, 
held  plebiscites  in  the  area  surrounding  Re- 
gina and  in  another  region,  in  the  southern 
part  of  the  province.  There  was  a resounding 
“NO”  vote.  About  3 to  1 opposed  the  scheme 
and  we  have  since  heard  little  more  of  these 
unit  plans. 

The  Socialists  in  Saskatchewan  have  been 
losing  favor  almost  since  their  original  ascent 
to  power.  They  have  not  had  a majority  of 
the  electorate  behind  them  since  1944.  They 
have  used  the  traditional  leftist  methods  of 
dividing  and  of  producing  false  issues. 
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The  C.C.F.  faced  an  election  in  1960.  In  late 
1959,  Premier  Douglas  announced  that  the 
Socialists  would  fight  the  coming  campaign 
on  a promise  to  provide  a compulsory  com- 
prehensive medical  care  plan  for  the  people 
of  the  province. 

The  Liberal  Party,  the  major  opposing 
party,  fought  the  campaign  on  a promise  to 
provide  a private  enterprise  plan  of  health 
insurance,  if  the  people  wanted  it.  I need  not 
go  into  the  details  of  the  platforms. 

The  College  of  Physicians  and  Surgeons  of 
Saskatchewan  immediately  entered  the  fray 
in  opposition  to  the  Socialists.  At  this  point. 
Ladies  and  Gentlemen,  I must  make  a per- 
sonal admission.  I don’t  want  you  to  be  led 
astray  by  my  personal  views.  I would  not 
deny  that  I played  a major  role  in  the  op- 
position attack  of  the  Liberal  Party,  nor  will 
I deny  that  I personally  actively  opposed  the 
action  taken  by  some  of  the  members  of  my 
college. 

We  were  neither  united  nor  vigilant.  I say 
this  openly  to  you.  If  ever  a group  contrib- 
uted to  its  own  demise,  then  that  group  was 
our  College  of  Physicians  and  Surgeons.  I 
know  too  that  most  of  the  responsible  mem- 
bers of  our  profession  in  Saskatchewan  now 
realize  this  to  have  been  true.  I suggest  most 
sincerely  to  you,  that  our  profession  as  a pro- 
fession, can  never  hope  to  win  a battle  against 
politicians. 

Now,  I said  our  College  sprang  into  instant 
opposition  to  the  Socialists.  Instinct  requires 
that  we  defend  ourselves.  Tragically  instead 
of  martialling  our  strength  and  using  it  in  a 
way  that  it  could  have  best  been  used,  we 
dissipated  it  in  political  squabbles.  We  were 
made  to  be  the  scapegoats.  The  Socialists 
had  achieved  their  desired  objective.  The 
Socialists  set  them.selves  up  as  the  champion 
of  the  people,  protecting  them  from,  the 
greedy  and  grasping  medical  profession. 

The  whole  campaign  by  the  Socialists  was 
waged  against  the  Doctors  and  the  opposition 
parties  were  barely  heard  through  the 
tumult. 

On  June  8th  1960,  the  Socialists  again  won 
an  election  with  39.5  per  cent  of  the  voters 
supporting  them.  Saskatchewan  had  again 
been  sentenced  to  four  more  years  of  Socialist 
mire  and  sloth.  The  die  was  cast  • — • our  fate 
was  sealed. 

During  the  election  campaign,  the  premier 


did  make  two  statements  that  might  have 
held  some  ray  of  hope  for  our  profession.  He 
promised  to  have  a committee  gain  informa- 
tion and  report  to  the  government  prior  to 
establishing  his  plan.  To  this  end,  a commit- 
tee of  12  was  appointed  3 named  by  our 
College,  1 by  the  Chambers  of  Commerce  of 
Saskatchewan.  The  rest,  however,  were  ap- 
pointed by  the  government  or  government 
supporting  groups. 

It  is  obvious,  then,  that  the  majority  report 
of  this  committee  will  certainly  be  one  mir- 
roring the  Socialists’  views  and  will  in  all 
likelihood,  be  written  by  the  government  it- 
self. 

This  committee  has  been  sitting  for  the  past 
several  months.  It  has  received  briefs  from 
almost  any  organization  or  group  prepared 
to  appear  before  it. 

It  is  interesting  to  note  that  the  labor 
unions  were  given  equal  time  with  the  med- 
ical profession  in  presenting  their  arguments 
before  the  committee. 

Our  Canadian  Socialist  Party  (The  Co- 
operative Commonwealth  Federation)  is  in  a 
very  short  time  to  join  with  the  Canadian 
Labor  Congress  in  order  that  they  may  en- 
deavor to  enhance  their  National  Socialist 
political  party  and  the  government  of  my 
province  is  most  anxious  to  accede  to  any 
labor  request  and  indeed  has  become  almost 
totally  subservient  to  the  labor  organizations. 

I think  it  would  be  interesting  for  you  to 
know  that  the  Brief  of  the  Canadian  Labor 
Congress  recommended  a totally  Socialistic 
Plan,  with  salaried  physicians  and  so  on. 

To  return  to  the  Premier’s  statement  of 
principle.  Five  points  were  said  by  him,  dur- 
ing the  election,  to  be.  important  in  any  future 
Medical  Care  Plan. 

First  — the  pre-payment  principle. 

Second  ■ — universal  coverage. 

Third  —•  high  quality  service. 

Fourth  — • administration  by  the  Depart- 
ment of  Public  Health  (this,  of  course, 
means  government  control). 

Fifth  and  most  important  to  us,  accept- 
ability to  both  those  providing  and  re- 
ceiving the  service. 

I remind  you  that  these  were  principles 
enunciated  during  an  election  campaign  and  I 
need  not  rem.ind  you  of  what  usually  happens 
to  such  election  promises. 

I said  before  that  the  Socialists  gained 
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their  victory  by  creating  an  issue  which 
really  never  existed. 

We,  in  Saskatchewan,  as  I am  sure  you 
have  here,  have  had  tremendous  growth  in 
free  enterprise  medical  care  plans.  The  Sas- 
katchewan College  of  Physicans  and  Sur- 
geons backed  the  formation  of  a plan  known 
as  Medical  Services  Incorporated.  We  ab- 
sorbed its  losses  and  encouraged  its  accept- 
ance. Another  private  plan.  Group  Medical 
Services,  was  set  up  by  medical  and  lay 
people  in  my  province. 

In  truth,  the  vast  majority  of  the  people 
of  my  province  are  now  covered  by  a Prepaid 
Plan  of  some  sort  — over  70  per  cent  are  so 
covered  and  at  less  than  that  of  any  govern- 
ment plan.  There  was  no  popular  clamor 
for  medical  care. 

The  estimated  cost  of  a government  con- 
trolled scheme  in  my  province  is  not  less  than 
$35  to  $40  million  a year.  This  is  in  excess  of 
$45.  per  person. 

Under  the  private  plans,  families  are  now 
covered  for  about  $84. 

It  is  certainly  not  a need  that  these  wild- 
eyed planners  want  to  fulfill,  but  rather  to 
satisfy  their  desire  to  more  and  more  cen- 
tralize all  of  man’s  affairs  in  the  hands  of  the 
government.  If  the  trend  continues,  only 
sleep  will  be  unregimented. 

You  must  not  gain  the  impression,  from 
what  I have  said,  that  the  provision  of  med- 
ical care  is  an  unpopular  concept.  As  with 
the  Hospitalization  Scheme,  the  vast  majority 
want  some  form  of  medical  coverage. 

Let  me  say  just  a word  about  the  national 
scheme.  Having  seen  the  popular  appeal  that 
the  provision  of  medical  care  has,  both  of  the 
major  parties  in  Canada  have,  or  are  about 
to  pledge  some  national  form  of  health  insur- 
ance. There  is  little  doubt  that  some  form 
of  medical  care  will  be  provided  nationally 
within  not  more  than  3 to  5 years. 

What  are  the  immediate  prospects  in  Sas- 
katchewan? Have  no  doubt,  we  will  have  a 
medical  care  plan  and  I am  certain  that  it  will 
be  effective  within  a year.  My  own  opinion 
is  that  the  planning  committee  will  report 
early  this  autumn.  I also  expect  that  their 
report  will  shock  the  profession. 

Now,  as  an  aside,  our  Premier  is  expected 
to  accept  the  leadership  of  the  National 
Socialist  Party.  He  knows  that  the  Socialist 
government  of  Saskatchewan  faces  almost 


certain  defeat  at  the  next  provincial  election. 

He  has  pledged  the  introduction  of  his  plan 
for  1962.  He  also  would  like  to  leave  Sas- 
katchewan with  his  banners  flying.  And  so, 
he  will  preside  over  the  institution  of  a Med- 
ical Care  Scheme  and  then  flee.  Let  his  suc- 
cessors worry  about  the  costs.  With  this  in 
mind,  I expect  that  the  Socialists  will  initially 
come  forward  with  a plan  that  will  not  be  all 
that  we  wish,  but  will  be  one  that  will  be 
maneuvered  into  accepting. 

The  plan  will  be  established  and  I am  sure 
it  will  be  on  a Fee-for-Service  basis,  with  the 
Department  of  Public  Health  in  charge  of  ad- 
ministration. 

There  will  be  a premium  of  about  $40  per 
family.  We  will  have  an  increase  in  sales  tax 
and  the  balance  will  have  to  be  contributed 
from  already  shrinking  general  revenues.  As 
the  costs  pyramid,  for  they  surely  will,  the 
plan  will  have  to  be  altered,  step  by  inexor- 
able step.  If  the  Socialists  can  perpetuate 
themselves  in  office,  then  certainly  the 
ultimate  will  call  for  the  provision  of  medical 
services  by  a salaried  physician. 

Let  us  remember  a favorite  quip  that  the 
Socialists  have  — "He  who  Pays  the  Piper 
Calls  the  Tune". 

Anyone  who  thinks  that  Socialization  of 
Medical  Care  will  lower  costs,  is  living  in  a 
fools’  paradise.  The  only  thing  that  will  cost 
less,  will  be  the  doctor. 

At  the  present  time,  even  the  Socialists  are 
afraid  of  the  eventual  cost  of  a Medical  Care 
Plan.  My  province  is  a poor  province.  We 
have  been  pushed  to  the  absolute  limit  of 
taxation.  Our  rate  of  growth  is  one  of  the 
lowest  in  Canada.  The  provision  of  so-called 
welfare  benefits  is  now  so  great  that  our 
province  faces  bankruptcy,  should  there  be 
any  real  decrease  in  our  economic  state. 

Crop  prospects  are  lower  now  than  they 
have  been  since  the  depression.  The  govern- 
ment finds  itself  in  the  unhappy  position  of 
having  to  institute  another  social  service 
without  the  wherewithal!  to  pay  for  it. 

Their  only  ultimate  hope  lies  in  the  Federal 
Government  taking  over  the  scheme.  I be- 
lieve that  we  can  expect  any  ultimate  federal 
scheme  will  not  be  nearly  as  distasteful  as  the 
Socialist  one,  and  will  probably  be  a health 
insurance  plan  of  some  sort. 

How  have  these  happenings  affected  the 
men  and  women  of  our  profession  in  my 
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country?  We  believe  that  our  usefulness  as 
human  beings  will  decrease,  as  government 
control  increases. 

We  find  it  hard  to  understand  why  our 
profession  should  be  singled  out  for  social- 
ization, in  an  otherwise  capitalistic  country. 

The  argument  that  medicine  should  be 
socialized,  because  everyone  needs  a Doctor, 
applies  equally  to  the  grocer,  the  landlord, 
and  so  on.  The  argument  that  illness  can  be  — 
and  frequently  is  — a catastrophe,  can  be 
answered  by  insurance  which  we  ourselves 
have  fostered. 

We  have  not  adequately  pointed  out  this 
terrible  injustice.  People  forget  that  they 
cannot  have  the  benefits  of  socialism  and 
still  maintain  freedom. 

Saskatchewan  has  already  lost  about  90 
doctors.  Those  of  us  who  remain  are  fearful 
of  what  is  to  come.  It  is  hard  to  tear  up  one’s 
roots,  family,  friends  and  associations  and 
start  again.  Most  of  us  are  undecided  as  to 
what  to  do  — some  are  waiting  to  see  what 
happens.  Many,  like  myself,  feel  we  must 
stay  and  fight! 

One  of  the  most  important  effects  of  the 
apparent  inevitable  control  of  our  profession, 
is  seen  in  the  Medical  Schools  of  our  nation. 
Our  brightest  and  best  young  men  are  shying 
away  from  medicine.  The  numbers  applying 
for  admission  to  Medical  Schools  has  fallen 
drastically.  Our  own  C.C.F.  government 
opened  a Medical  School  about  four  years 
ago,  and  are  now  hard  pressed  to  find  stu- 
dents who  will  attend  it.  Also,  the  School’s 


graduates  have,  almost  to  a man,  left  the 
province. 

I hope  that  what  I have  been  able  to  tell 
you  has  been  of  some  interest  and  may  help 
you  in  facing  the  problem  when  it  comes  your 
turn. 

We  belong  to  a great  and  noble  profession. 
Somewhere,  we  have  failed.  It  is  not  my  place 
to  pontificate.  However,  I have  a great  per- 
sonal interest  in  your  well-being  and  others 
of  my  family,  who  played  a large  part  in  the 
medical  life  of  your  State. 

But  for  an  happenstance,  I might  have 
been  a member  of  your  Association.  Without 
hesitation,  I admit  to  you  that  I hope  this 
honor  may  yet  be  mine. 

Our  profession,  particularly  in  my  country, 
but  also  in  yours,  is  now  fighting  for  its  very 
life.  For  the  first  time  in  America,  our  pro- 
fession is  to  be  placed  under  government  con- 
trol. This  is  not  the  regulation  of  a business, 
but  the  enslaving  of  people. 

Well,  my  friends,  this  is  the  terrible  situa- 
tion which  we,  your  conferrers  to  the  North, 
find  ourselves  in  today.  How  strange  it  is 
that  our  two  countries,  with  their  heritage  of 
freedom,  should  now  be  in  such  a pre- 
dicament. 

We  are  fighting  the  battle  today.  It  will  be 
for  you  to  win  the  war  tomorrow  — for  win 
you  must,  and  win  you  shall. 

Learn  from  our  mistakes,  for  we  have  made 
many.  Support  us  with  your  freedom,  for  as 
long  as  you  remain  free,  we  can  never  be 
totally  enslaved. 


LEGISLATIVE  STRAIT  JACKETS  IN  MEDICINE 

Some  of  the  suggestions  (for  “regulating”  the  prescription  drug  industry)  could  lead  to 
such  legislative  strait  jackets  that  the  practicing  physician  would  have  no  flexibility  for  in- 
dividual judgment  for  his  patients.  More  and  more,  medicine  seems  to  be  becoming  a challenge 
to  decide  what  not  to  do  rather  than  what  to  do.  If  the  trend  continues  the  average  doctor 
may  worry  more  about  how  to  extricate  himself  from  a case  with  minimum  personal  risk  than 
how  to  treat  the  sick  person  for  maximum  patient  benefit.  — Austin  Smith,  M.D.,  President, 
Pharmaceutical  Manufacturers  Association,  to  State  Officers’  Conference  of  American  Acad- 
emy of  General  Practice. 
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CARL  T.  HELMEY,  M.D. 

1873—1961 

Death  came  quietly  for  Dr.  Carl  T.  Hel- 
mey  of  Freeman,  South  Dakota.  The  doctor 
passed  away  in  his  sleep  at  the  age  of  88. 

Born  September  5,  1873  at  Rushford,  Min- 
nesota, he  came  to  South  Dakota  with  his 
parents  in  1879.  He  graduated  from  Augus- 
tana  College  in  1896,  entered  medical  school 
for  three  years  at  the  University  of  Iowa, 
and  took  further  training  in  Chicago. 

He  located  at  Humboldt,  South  Dakota,  in 
1901,  and  moved  his  practice  to  Menno  in 
1937.  In  1943  he  married  Kathyrn  Zeeb  of 
Menno,  and  in  1954  they  moved  to  Yankton 
where  he  was  in  charge  of  pharmacy  and  a 
member  of  the  staff  at  the  Yankton  State 
Hospital  for  three  years. 

In  1957,  after  55  years  of  service.  Dr.  Hel- 
mey  retired  from  the  medical  profession. 

The  doctor  was  taken  ill  October  30th,  en- 
tered the  hospital  November  4th,  and  at  his 
request  was  returned  to  his  home  on  Novem- 
ber 26th.  He  was  cared  for  by  his  wife  until 
his  death. 


S.  B.  STEGEMAN,  M.D. 

1873—1962 

Samuel  B.  Stegeman,  M.D.,  passed  away  in 
Minneapolis  on  January  20,  1962,  at  the  age 
of  89. 

Dr.  Stegeman  was  born  January  6,  1873  at 
Allegan,  Michigan.  He  practiced  medicine  in 
South  Dakota  from  1907  to  1955.  Following 
his  retirement,  he  made  his  home  with  his 
daughter  in  Minneapolis. 

An  active  member  of  the  South  Dakota 
State  Medical  Association  for  many  years,  he 
also  was  a member  of  the  American  Medical 


Association,  and  El  Riad  Shrine  in  Sioux 
Falls,  and  other  similar  organizations. 

Surviving  are  his  daughter,  Mrs.  Edward 
(Elaine)  Danforth  of  Minnetonka  Beach,  Min- 
nesota; and  two  grandchildren. 


F.  H.  COOLEY.  M.D. 

1900—1962 

Word  has  been  received  of  the  death  of 
F.  H.  Cooley,  M.D.,  prominent  Aberdeen 
physician  and  senior  member  of  the  Aber- 
deen Medical  Center  staff. 

Born  January  24,  1900,  at  Dell  Rapids, 
South  Dakota,  he  received  his  AB  degree 
from  the  University  of  South  Dakota.  He 
then  took  his  medical  work  there  and  at  Rush 
Medical  College,  from  which  he  graduated  in 
1924.  After  interning  in  Evanston,  Illinois,  he 
received  his  license  to  practice  in  South  Da- 
kota in  1925. 

Dr.  Cooley  took  postgraduate  work  in  ob- 
stetrics and  gynecology  in  1936  and  1937,  and 
established  his  practice  in  Aberdeen  in  1938. 

He  is  survived  by  his  widow;  a son.  Jack,  a 
surgeon  at  Urbana,  Illinois;  and  a daughter, 
Mrs.  Frank  (Joan)  Kiefer,  Castro  Valley,  Cali- 
fornia. 


Protection  against  loss  of  income  from 
accident  & sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

SINCE  1902 

Handsome  Professional  Appointment 
Book  Sent  to  you  FREE  upon  request. 
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The  South  Dakota  Old  Age  Assistance  program  for  medical  and  hospital  care  began 
August  1,  1961  with  the  South  Dakota  State  Medical  Association,  through  its  Blue  Shield 
office,  serving  as  fiscal  agent. 

During  the  first  month  of  the  program,  we  disbursed  $1,138.00,  but  in  January  we  paid  out 
$30,000.00.  For  the  first  six  months  of  the  program,  our  disbursements  have  been  $94,000.00  to 
the  doctors  in  South  Dakota. 

Our  office  is  now  processing  over  500  claims  a week,  and  we  are  making  payments  every 
two  weeks  to  approximately  200  different  South  Dakota  physicians. 

The  program  can  be  made  to  work  if  we  do  not  go  much  higher  than  the  present  $30,000.00 
per  month. 

I would  ask  all  of  you  to  curtail,  as  far  as  possible,  multiple  injections  in  the  office  and  to 
discharge  patients  promptly  from  the  hospital. 

If  there  are  any  questions  about  our  program,  I wish  you  would  contact  our  office  in  Sioux 
Falls. 

C.  J.  McDonald,  M.D. 

President 
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Cotazym-B  is  a new  comprehensive  digestant  containing  bile 
salts,  cellulase  and  lipancreatin  for  supplementing  deficient 
digestive  secretions  and  helping  to  restore  more  normal  digestive 
processes.  Lipancreatin —“the  most  potent  pancreatic  extract 
available”^— is  a concentrated  pancreatic  enzyme  preparation  de- 
veloped by  Organon.^  It  has  been  clinically  proven  to  be  an  effective 
agent  for  treating  digestive  disorders  of  enzymatic  origin. 
Cotazym-B  is  indicated  for  the  symptomatic  relief  of  dyspeptic 
or  functional  digestive  disturbances  characterized  by  bloating, 
belching,  flatulence  and  upper  abdominal  discomfort. 

Dosage:  1 or  2 tablets  with  water  just  before  each  meal. 
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THE  POTENTIAL  DANGERS 
IN  MAIL  ORDER  Rxs 


As  a physician,  what  would  your  reaction 
be  if  a handful  of  doctors  advertised  medical 
care  for  patients  by  mail  at  “discount”  prices? 
How  effective  would  such  “long  distance” 
medical  care  be  — from  the  standpoint  of 
the  patient's  health? 

The  latter  question  is  the  core  of  a similar 
problem  • — regarding  mail  order  prescrip- 
tions. 

Aside  from  the  ethical  principles  involved, 
mail  order  Rxs  give  rise  to  many  problems  — 
and  physicians  can  decide  whether  they  are 
in  the  best  interests  of  the  patient.  Here  are 
just  a few  examples  of  these  problems: 

To  promote  Rxs,  mail  order  operators  pub- 
lish long  lists  of  drugs  — ■ including  many 
which  are  available  to  the  public  only  on 
prescription.  Such  potent  dru.gs,  obviously, 
require  close  medical  supervision.  Yet,  each 
day,  mail  order  promoters  fill  prescriptions 
written  by  physicians  they  do  not  know  for 
customers  they  do  not  see. 

Mail  order  Rx  operators  cannot  readily 
determine  whether  a particular  prescription 
was  actually  written  by  a physician  — or 
whether  the  prescription  blank  has  been 
forged  or  stolen.  Mail  order  Rxs,  therefore, 
j may  constitute  a convenient  way  of  obtaining 
drugs  for  illicit  traffic. 

It  is  extremely  difficult,  costly,  and  incon- 
venient for  a mail  order  employee  to  phone  a 
physician  located  1,000  miles  away  — in  order 


to  determine  whether  a prescription  refill 
was  actually  authorized  by  the  doctor,  to 
double-check  the  identity  or  strength  of  an 
ingredient,  or  to  ask  the  physician  some  per- 
tinent question. 

Use  of  the  mails  also  involves  the  danger 
of  all  sorts  of  delays,  and  the  possibility  of 
breakage  — still  a further  delay.  Such  delays 
tend  to  promote  self-medication.  Moreover, 
they  delay  the  start  or  continuation  of  ther- 
apy which  the  patient  may  urgently  need. 

Then  again,  it  is  unlikely  that  a mail  order 
operator  will  possess  information  regarding 
a drug  to  which  the  patient  may  be  allergic. 
A local  pharmacist  is  more  apt  to  be  aware 
of  such  allergies  than  the  mail  order  operator. 

Prescription  files  for  mail  order  Rxs  are  not 
easily  accessible.  This  can  be  dangerous  — if 
information  is  quickly  needed  as  to  which 
drug  a patient  is  taking.  On  the  other  hand, 
prescription  files  — and  the  pharmacist  him- 
self — • are  readily  accessible  when  prescrip- 
tions are  filled  at  local  pharmacies. 

The  few  examples  above  indicate  that  mail 
order  Rxs  can  be  potentially  dangerous  for 
the  patient  and  for  the  physician. 

There  is  no  substitute  for  the  close  phy- 
sician-patient-pharmacist relationship  — 
which  operates  for  the  benefit  of  the  patient. 

Irving  Rubin 

Editor 

American  Professional  Pharmacist 
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MEDICAL  LIBRARY  BOOKSHELF 


BOOK  REVIEW 

Hypertension,  Recent  Advances,  1961, 
Edited  by  Albert  H.  Brest,  M.D.,  Section  on 
Hypertension,  Hahnemann  Medical  College 
and  John  H.  Moyer,  M.D.,  Chairman,  Depart- 
ment of  Medicine,  Hahnemann  Medical  Col- 
lege, Philadelphia. 

This  volume  represents  a series  of  eighty- 
four  papers  given  at  the  Second  Hahnemann 
Symposium  on  Hypertensive  Disease  in  May 
1961.  While  the  editors,  Drs.  Brest  and  Moyer, 
are  well  known  in  Medical  literature,  the 
Hahnemann  Medical  College  is  to  be  con- 
gratulated on  gathering  together  this  dis- 
tinguished group  of  medical  authorities  from 
this  country  and  abroad.  The  volume  is 
divided  into  several  sections  devoted  to  dif- 
ferent aspects  of  hypertension. 

Part  I is  a section  consisting  of  four  papers 
devoted  to  the  natural  history  of  hyper- 
tension. The  papers  discuss  such  subjects  as 
the  young  hypertensive,  the  elderly  hyper- 
tensive and  the  epidemiology  in  hypertension. 
In  the  opinion  of  this  reviewer,  the  import- 
ant part  of  this  section  is  that  dealing  with 
the  young  or  prehypertensive.  After  reading 
this  section,  one  is  lead  to  believe  that  early 
recognition  of  the  prehypertensive  may  be 
the  most  fruitful  means  by  which  this  disease 
may  be  combated. 

Part  H is  a series  of  sixteen  papers  repre- 
senting a survey  of  the  possible  etiological 


mechanisms  in  hypertension.  While  general 
factors  of  hemodynamic  alterations  are  dis- 
cussed, considerable  space  is  devoted  to  such 
specific  factors  as  aldosterone,  angiotensin, 
sodium  metabolism,  the  nervous  system  and 
non-specific  pressor  amines.  Several  papers 
discuss  the  release  and  response  of  angioten- 
sin in  humans.  This  is  an  important  section 
both  to  researcher  and  the  clinician,  for  it 
represents  specific  areas  for  possible  future 
investigation. 

Part  HI  consists  of  eleven  papers  devoted 
to  atherosclerosis  and  its  relationship  to  hy- 
pertension. This  section  should  be  of  con- 
siderable interest  to  those  concerned  with 
dietary  aspects  of  hypertension.  This  section 
also  contains  some  important  papers  on  the 
diagnosis  of  renal  vascular  disease  and  sur- 
gical considerations  in  renal  hypertensive 
diseases. 

Part  IV  constitutes  a series  of  twelve 
papers  devoted  to  the  use  of  drugs  in  hyper- 
tension. Considerable  space  is  devoted  to  the 
use  of  diuretics  which  presumably  reflects 
the  growing  reliance  of  such  drugs  in  ther- 
apy. Some  space  is  devoted  to  ganglionic 
blocking  agents. 

Parts  V and  VI  comprise  twenty  papers 
concerned  with  the  biochemistry  of  catecho- 
lamine metabolism.  These  papers  are  im- 
portant to  the  researcher  in  this  area  and  are 
extensive,  complete  and  up  to  date. 

Part  VII,  the  last  section,  is  an  extremely 
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important  one.  Although  this  reviewer  is 
not  qualified  to  judge  the  section,  it  would 
appear  to  be  extensive  and  complete.  It  takes 
up  a variety  of  problems  involved  in  the 
management  of  hypertensive  patients. 

This  volume  on  hypertension  is  an  excel- 
lent survey  of  present  day  thinking  on  this 
important  and  timely  topic.  It  is  well  bal- 
anced and  contains  a wealth  of  information. 
It  contains  papers  which  should  be  of  vital 
interest  to  the  clinician  treating  hypertension 
and  to  the  clinical  investigators  engaged  in 
research  in  this  area. 

W.  O.  Read,  Ph.D. 

Professor  of  Physiology 

Not©  I This  book  was  a gift  to  our  Medical 
Library,  sent  by  Dr.  Robert  Van  Demark. 


COMING 

MEETINGS 

April  1-  6:  American  College  of  Allergists 
Graduate  Instructional  Course 
and  Eighteenth  Annual  Con- 
gress, Hotel  Radisson,  Minne- 
apolis, Minnesota. 

April  2-  6:  Thirty-Fifth  Annual  Spring 
Congress  in  Ophthalmology  and 
Otolaryngology;  Gill  Memorial 
Eye,  Ear  and  Throat  Hospital, 
Roanoke,  Virginia.  Matricula- 
tion fee  is  $80.00,  twenty  dollars 
of  which  must  be  paid  at  time 
of  registration.  Address  further 
inquiries  to:  Dr.  E.  G.  Gill,  Box 
1789,  Roanoke,  Virginia. 

April  25-28:  Sixth  Postgraduate  Course  on 
Fractures  and  Other  Trauma, 
sponsored  by  Chicago  Commit- 
tee on  Trauma  of  the  American 
College  of  Surgeons,  at  John  B. 
Murphy  Memorial  Auditorium, 
50  East  Erie  Street,  Chicago, 
111.  Registration  fee  will  be 
$75.00.  Residents  and  interns 
admitted  free  by  letter  from 
chief  of  services.  Course  is  ac- 
ceptable for  31  Ve  hours  of 
category  II  credit  by  the  Amer- 
ican Academy  of  General  Prac- 
tice. Address  inquiries  to:  Dr. 
John  J.  Fahey,  1791  West 
Howard  Street,  Chicago  26,  Il- 
linois. 


8 OF  10  AMERICANS  OPPOSE 
HIGHER  TAXES  FOR  HEALTH  CARE. 
NEW  OPINION  SURVEY  SHOWS 

Eightly  per  cent  of  the  American  people 
do  not  favor  a rise  in  taxes  to  pay  doctors  a 
salary,  an  authoritative  independent  survey 
has  revealed. 

This  was  one  of  the  important  findings 
turned  up  in  a comprehensive  study  done  for 
the  American  Academy  of  General  Practice 
by  the  Opinion  Research  Corporation  of 
Princeton,  N.  J. 

Though  the  suiwey  covers  much  more  than 
the  “no  taxes  for  doctors”  finding,  Mac  F. 
Cahal,  AAGP  executive  director  said  this 
revelation  is  highly  significant  in  light  of 
President  Kennedy’s  call  for  passage  of  the 
administration’s  medical  care  for  the  aged 
bill  “without  delay,”  in  his  “State  of  the 
Union”  message  to  Congress. 

Commenting  on  this  Federal  plan  for  fi- 
nancing medical  elder  care  through  Social 
Security  (King-Anderson  bill),  Cahal  pointed 
out  that  reactions  to  socialized  medicine  or 
national  compulsory  health  insurance  hinge 
on  delicate  semantic  considerations. 

“It  seems  probable  that  a great  many 
people  would  vote  for  ‘free’  medical  care  but, 
paradoxically,  the  same  people,  or  at  least 
80  per  cent  of  them,  would  not  want  to  pay 
higher  taxes  to  finance  a Federal  health  care 
program,”  the  association  executive  said. 
“There  is  no  such  thing  as  ‘free’  medical  care, 
and  the  Academy  feels  strongly  that  con- 
gressmen and  other  politicians  should  not  use 
this  word  to  deceive  the  American  people. 

“Every  penny  the,  government  spends 
comes  out  of  the  taxpayer’s  pocket,  and  it  is 
improper  to  state  or  imply  that  any  health 
care  program  is  ‘free,’  ” he  said.  “The  govern- 
ment can’t  build  a highway,  a ship  or  a 
bomber  without  dipping  into  the  taxpayer’s 
pocketbook.  It  also  cannot  provide  ‘free’ 
medical  care.” 

Cahal  noted  that  if  the  Congress  passes 
such  a bill  (as  King-Anderson),  it  will  mean 
simply  that  people  under  age  65  will  be  pay- 
ing for  medical  care  received  by  people  over 
age  65.  The  next  step,  he  said,  will  be  to  drop 
the  age  requirement  and  enact  pure  socialized 
medicine.  When  this  happens,  taxes  will  go 
up  again  and  everyone  will  be  paying  for 
medical  care  — whether  he  needs  it  or  not. 
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Will  they  have  freedom  in  their  future? 

Wishing  won’t  help  but  buying  Savings 
Bonds  will.  And  you’ll  be  saving  for 
your  own  future,  too. 


This  man  doesn’t 
want  you  to  invest 
in  your  govern- 
ment. Easy  to 
see  why.  The  more 
Bonds  we  buy,  the 
stronger  we  are  as 
individuals  and  as 
a nation. 


Five  personal  benefits  of 

Series  “E”  Savings  Bonds 

1.  You  get  3%%  interest  to  maturity.  2. 
You  get  your  money  whenever  you  need  it. 

3.  You  get  new  Bonds  free  if  yours  are  lost. 

4.  You  can  save  automatically  where  you 
work.  5.  The  United  States  Government 
guarantees  your  investment. 


How  to  protect 
your  children’s 

future ...  as  you 

save  for  your  own 

If  you  knew  of  a savings  plan 
that  would  bring  travel,  fun, 
and  comfort  to  your  future  — 
and  at  the  same  time  make  a 
better  world  for  your  children, 
you’d  be  interested,  wouldn’t 
you? 

United  States  Savings  Bonds 
offer  you  just  such  a plan.  As 
they  grow  for  your  future,  they 
help  keep  our  economy  strong 
and  free. 

The  stronger  we  are  finan- 
cially as  individuals  and  as  a 
nation,  the  better  we  demon- 
strate that  you  can’t  beat  our 
system.  And  the  more  secure 
the  world  will  be  for  our  chil- 
dren and  their  children. 

Think  of  it  this  way.  Buying 
U.S.  Savings  Bonds  is  one  of 
the  most  helpful  things  you  can 
do  in  this  time  of  history  for 
yourself  and  your  family.  Espe- 
cially if  you  start  buying  them 
today. 


Keep  freedom  in  your  future  with 


U.S.  SAVINGS  BONDS 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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THE  MONTH  IN  WASHINGTON 

The  American  Medical  Association  again 
endorsed  a legislative  proposal  that  the  fed- 
eral government  help  finance  construction  of 
new  medical  schools  and  expansion  and 
modernization  of  existing  ones. 

Dr.  Gerald  D.  Dorman  of  New  York  City, 
a member  of  the  A.M.A.  Board  of  Trustees, 
told  the  House  Interstate  and  Foreign  Com- 
merce Committee: 

“We  believe  that  there  is  need  for  assist- 
ance in  the  expansion,  construction  and  re- 
modeling of  the  physical  facilities  of  medical 
schools,  and,  therefore,  a one-time  expen- 
diture of  federal  funds  on  a matching  basis  is 
justified,  where  maximum  freedom  of  the 
school  from  federal  control  is  assured.” 

Dr.  Dorman  was  presenting  the  A.M.A. 
position  on  the  Kennedy  Administration’s 
10-year,  $932  million  program  (H.R.  4999)  for 
federal  aid  to  medical  education.  The  legis- 
lation also  proposed  scholarships  for  medical 
and  dental  students. 

“If  the  high  standards  of  medical  education 
are  to  be  maintained,  increased  attention 
must  be  given  to  the  adequacy  of  physical 
facilities,  the  availability  of  qualified  instruc- 
tors and  the  availability  of  teaching  material 
and  patients  for  the  clinical  phases  of  medical 
education,”  Dr.  Dorman  said.  “Any  attempt 
to  increase  the  number  of  medical  students 
without  regard  to  these  conditions  will  result 
in  a lowering  of  the  standard  of  medical  edu- 
cation. At  this  time,  priority  should  be  given 
to  an  increase  in  the  physical  facilities  avail- 
able for  medical  education.” 

Dr.  Dorman  said  the  A.M.A.,  had  not  taken 
a position  on  the  other  sections  of  H.R.  4999. 
However,  he  reviewed  related  A.M.A.  pro- 
grams. 

“For  some  time,  the  American  Medical 
Association  has  been  aware  of  the  decline  in 
the  number  of  eligible  college  students  seek- 
ing admission  to  medical  schools,”  he  said. 
“This  apparent  shift  away  from  medicine  is 
due,  in  part,  we  believe,  to  the  high  cost  in 
time  and  money  of  securing  a medical  educa- 
tion. This  trend  has  been  accentuated  by  a 
dramatic  emphasis  on  careers  in  science  and 
engineering  . . . 

“The  House  of  Delegates  of  the  American 


Medical  Association  in  November,  1960,  estab- 
lished two  programs,  the  objectives  of  which 
are  complementary  and  interrelated. 

“First,  the  House  authorized  a student 
honors  and  scholarship  program  designed  to 
focus  attention  on  careers  in  medicine,  to  at- 
tract a substantial  group  of  able  students  to 
prepare  for  admission  to  medical  schools  and 
to  assist  financially  a limited  number  of  out- 
standing students  who,  for  financial  reasons, 
are  unable  to  pursue  a career  in  medicine. 

“Second,  the  A.M.A.  House  of  Delegates 
has  adopted  a student  loan  program  designed 
to  alleviate  the  financial  difficulties  of  med- 
ical students  and  to  encourage  career  de- 
cisions in  favor  of  medicine.” 

Dr.  Dorman  also  pointed  out  that  the 
A.M.A.  in  the  past  10  years,  in  collaboration 
with  the  Association  of  American  Medical 
Colleges,  had  aided  interested  organizations 
in  the  establishment  of  six  new  medical 
schools.”  Currently,  commitments  have  been 
obtained  for  another  five  schools  and  we  are 
in  consultation  with  sixteen  institutions  or 
organizations  presently  contemplating  the 
establishment  of  new  medical  schools,”  he 
added. 

* * * 

The  A.M.A.  said  it  would  be  irresponsible 
to  combine  the  King- Anderson  bill  with  legis- 
lation that  would  permit  physicians  and  other 
self-employed  persons  to  defer  federal  income 
tax  on  income  placed  in  specified  private  re- 
tirement funds. 

Sen.  Clinton  P.  Anderson  (D.,  N.M.),  co- 
author of  the  King-Anderson  bill  which 
would  provide  limited  .health  care  for  aged 
persons  under  social  security,  suggested  the 
combining  tactic  during  a televised  debate  on 
the  medical  care  issue  with  Sen.  John  Tower 
(R.,  Tex.). 

The  private  retirement  legislation  — H.R. 
10,  the  Keogh  bill  — would  extend  to  an 
estimated  11  million  self-employed  and  their 
employes  the  same  tax  benefits  now  provided 
to  about  20  million  wage  earners  covered  by 
66,000  company  pension  plans. 

“This  ‘doubling-up’  proposal  of  Sen.  Ander- 
son certainly  proves  the  insincerity  of  the 
King-Anderson  bill”  Dr.  F.  J.  L.  Blasingame, 
Executive  Vice  President  of  the  A.M.A.,  said. 
“It  lays  bare  the  fact  that  this  is  wholly  a 
political  issue  and  not  a sincere  attempt  to 
grant  meaningful  medical  care  for  the  aged. 
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“It  would  be  an  irresponsible  bit  of  legis- 
lative slight  of  hand  to  combine  Sen.  Ander- 
son’s proposed  compulsory  medical  care  pro- 
gram with  a bill  to  eliminate  tax  inequities 
inflicted  on  the  self-employed. 

“Such  unwarranted  action  could  only  serve 
Sen.  Anderson’s  own  political  ambitions  at 
the  expense  of  millions  of  Americans. 

“The  bills  have  nothing  in  common.  There 
is  no  reason  whatsoever  for  combining  them 
except  that  Sen.  Anderson  is  attempting  to 
harass  critics  of  his  bill  into  silence. 

“He  even  calls  the  Keogh  bill  the  ‘doctors’ 
special  pension  program,  ignoring  the  fact 
that  doctors  make  up  only  about  2.6  per  cent 
of  those  self-employed  who  would  be  getting 
tax  equity.” 

The  Keogh  bill  has  received  widespread  bi- 
partisan support  in  both  houses  of  Congress. 
It  was  passed  by  an  overwhelming  vote  in 
the  House  last  summer  and  cleared  the  Sen- 
ate Finance  Committee  by  13-3  vote. 

SOUTH  DAKOTA  MEDICAL  SERVICE 
MINUTES 
JANUARY  14.  1962 

INN  HOTEL.  HURON.  SOUTH  DAKOTA 

THE  SPECIAL  MEETING  OF  THE  COR- 
PORATE BODY  OF  SOUTH  DAKOTA 
MEDICAL  SERVICE  was  called  to  order  by 
D.  H.  Breit,  M.D.,  President,  on  January  14, 
1962,  in  the  Embassy  Room  of  the  Inn  Hotel 
in  Huron,  South  Dakota.  Present  at  roll  call 
were  Drs.  C.  J.  McDonald,  M.  Davidson,  A.  P. 
Reding,  A.  A.  Lampert,  M.  C.  Tank,  C.  R. 
Stoltz,  E.  A.  Johnson,  J.  J.  Stransky,  L.  C. 
Askwig,  P.  Hohm,  N.  E.  Wessman,  T.  H. 
Sattler,  J.  T.  Elston,  J.  Berbos,  W.  R.  Taylor, 
D.  Scheller,  R.  C.  Jahraus,  J.  H.  Lloyd,  R. 
Giebink,  J.  Donahoe,  J.  P.  Steele,  R.  J.  Foley, 
W.  A.  Geib,  S.  F.  Sherrill,  G.  R.  Bartron,  and 
T.  J.  Wrage.  A quorum  was  declared  present. 

Dr.  McDonald  moved  that  the  reading  of 
the  minutes  of  the  previous  meeting,  as  they 
had  been  published,  be  dispensed  with  and 
that  the  same  be  approved  as  published.  Dr. 
Reding  seconded  the  motion  and  it  carried. 

Dr.  Breit  discussed  the  National  Accounts 
Agreement.  Dr.  McDonald  moved  that  an  ex- 
planatory note  on  obstetrical  benefits  be  in- 
dicated on  the  front  of  each  contract  issued 
in  South  Dakota  and  that  a sticker  be  used  on 
each  contract.  The  motion  was  seconded  by 
Dr.  Reding  and  carried. 

Dr.  McDonald  moved  acceptance  of  the 
National  Accounts  Agreement.  Dr.  Elston 
seconded  the  motion  and  it  carried. 
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Dr.  Donahoe  moved  that  the  intensive  med- 
ical care  portion  of  the  contract  calling  for 
individual  consideration  be  established  at 
$30.00  on  the  low  level  plan  on  the  profes- 
sional services  index.  Dr.  Steele  seconded  the 
motion  and  it  carried. 

Dr.  Stransky  moved  a substitute  motion 
that  any  variations  in  fees  not  listed  in  the 
National  Accounts  Agreement  be  referred  to 
the  Fee  Advisory  Committee.  The  motion 
was  seconded  by  Dr.  Hohm  and  it  carried. 

Dr.  Hohm  moved  that  the  dollar  coefficient 
in  the  professional  index  for  the  National 
Accounts  Agreement  be  set  at  $3.50,  $5.00,  and 
$6.00  for  the  three  levels.  Dr.  Steele  seconded 
the  motion  and  it  carried. 

Dr.  Donahoe  moved  that  a prolonged  de- 
tention care  unit  of  8 points  be  recommended 
to  the  Fee  Advisory  Committee.  Dr.  Taylor 
seconded  the  motion  and  it  carried. 

The  meeting  was  adjourned  at  12:00  noon. 

AMERICAN  BOARD  OF  OBSETRICS 
AND  GYNECOLOGY 

The  next  scheduled  examinations  (Part  II), 
oral  and  clinical,  for  all  candidates  will  be 
conducted  at  the  Edgewater  Beach  Hotel, 
Chicago,  Illinois,  by  the  entire  Board  April  9 
through  14,  1962.  Formal  notice  of  the  exact 
time  of  each  candidate’s  examination  will  be 
sent  him  in  advance  of  the  examination  dates. 

The  deadline  date  for  the  receipt  of  new 
and  reopened  applications  for  the  1963  exam- 
inations has  been  advanced  to  July  1,  1962. 
Candidates  are  urged  to  submit  their  appli- 
cations as  soon  as  possible  before  that  time. 

UNIQUE  RESEARCH 

PROJECT  SCHEDULED 

Dr.  Earl  B.  Scoti,  professor  of  anatomy  at 
the  University  of  South  Dakota  School  of 
Medicine,  has  been  awarded  a $30,000  re- 
search grant  by  the  National  Institute  of 
Arthritis  and  Metabolic  Diseases. 

The  grant  will  be  used  by  Dr.  Scott  to 
enlarge  his  study  of  amino  acid  deficiencies 
in  rats.  He  has  been  conducting  research  on 
this  project  for  twelve  years,  and  will  con- 
tinue his  study  at  the  Medical  College  of 
Virginia.  At  the  same  time,  the  research  at 
Vermillion  will  continue  with  the  aid  of  Dr. 
Scott’s  laboratory  technician,  Mrs.  Vera  Cle- 
land. 

While  in  Virginia,  Dr.  Scott  will  utilize 
instruments  which  permit  deeper  perception 
into  the  structure  of  normal  and  abnormal 
cells. 
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SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 
COUNCIL  MEETING 
JANUARY  14.  1962 
THE  INN.  HURON.  S.  D. 


The  meeting  was  called  to  order  at  12:10  p.m.  by 
Chairman,  M.  C.  Tank,  M.D.  Present  for  roll  call 
were  Drs.  C.  J.  McDonald,  Magni  Davidson,  A.  P. 
Reding,  C.  Rodney  Stoltz,  A.  A.  Lampert,  W.  R. 
Taylor  for  E.  J.  Perry,  J.  J.  Stransky,  M.  C.  Tank, 
Paul  Hohm,  L.  C.  Askwig,  P.  P.  Brogdon,  N.  E. 
Wessman,  T.  H.  Sattler,  J.  T.  Elston,  E.  P.  Sweet, 
Harold  Lowe,  and  E.  A.  Johnson. 

Dr.  McDonald  moved  that  the  reading  of  the 
minutes  of  the  last  meeting  be  dispensed  with  in- 
asmuch as  they  had  been  published  in  the  Journal 
of  the  South  Dakota  State  Medical  Association.  Dr. 
Reding  seconded  the  motion  and  it  was  carried. 

Dr.  Wessman  read  the  recommendation  of  the 
Committee  on  Public  Health  on  Polio  Vaccine. 

POLICY  STATEMENT  ON  POLIO  VACCINE 

Until  the  oral  poliomyelitis  vaccine  is  commer- 
cially available  in  sufficient  quantities.  South 
Dakota  physicians  should  encourage,  support  and 
extend  the  use  of  the  Salk  vaccine  on  the  widest 
possible  scale. 

At  the  present  time  all  persons,  especially  those 
under  50  years  of  age,  should  have  optimal  pro- 
tection using  the  Salk  vaccine.  This  should  con- 
sist of  the  three  basic  injections  and  one  or  more 
boosters.  Special  emphasis  should  continue  to  be 
placed  on  preschool  children  and  yoimg  adults  not 
previously  fully  immunized. 

The  oral  (Sabin)  poliomyelitis  vaccines  will  be 
produced  in  the  three  types.  They  should  be  given 
orally  and  separately  at  intervals  of  not  less  than 
4-6  weeks  to  all  persons,  including  those  previously 
satisfactorily  immunized  with  the  Salk  vaccine. 

As  the  various  types  of  oral  vaccine  will  be 
licensed  separately  and  will  become  available  for 
use  at  different  times  in  the  future,  it  raises  a 
question  about  their  use  at  this  time.  Type  I and 
TVpe  II  have  been  licensed  and  will  presently  be 
available  for  distribution.  The  addition  of  Type  I 
and  Type  H Sabin  vaccine  to  the  Salk  program  as 
an  additional  step  is  recommended,  because  it  has 
been  demonstrated  that  this  will  increase  the  num- 
ber of  persons  with  immunity. 

When  all  the  Sabin  oral  vaccines  (I,  II,  and  HI) 
are  available,  all  physicians  should  take  the  leader- 
ship in  initiating,  supporting  and  participating  in 
community  or  area  wide  vaccination  programs. 
Such  programs,  to  be  successful,  will  require  the 
active  cooperation  of  various  community  organiza- 
tions participating  with  local  medical  societies  to 
eliminate  paralytic  polio. 

Except  in  the  face  of  an  impending  epidemic  the 
oral  vaccination  program  should  not  be  carried  out 
during  the  polio  season.  However,  if  an  epidemic 
threatens,  in  the  opinion  of  public  health  author- 
ities, prompt  mass  administration  of  the  appro- 
priate type  of  oral  vaccine  should  be  supported 
actively  by  all  physicians  and  the  local  medical 
societies. 

In  all  programs,  provision  should  be  made  to 
furnish  a record  of  the  administration  of  polio 
virus  vaccine  to  the  patients.  A standard  personal 
record  card  for  polio  and  other  immunizations 
should  be  used,  if  at  all  possible. 

The  only  known  contraindication  to  administra- 
tion of  the  approved  oral  polio  vaccines,  when 
available,  is  an  acute  respiratory  or  febrile  illness. 
In  such  instances,  provision  should  be  made  to 
complete  the  individual’s  immunization  program 
by  administering  the  appropriate  vaccine  type  at 
a later  date. 


Local  medical  societies  may  determine  the  type 
of  program  best  suited  to  their  own  locale  and  in 
keeping  with  the  resources  available  to  eliminate 
paralytic  poliomyelitis  from  the  community. 

At  this  time  of  great  interest  in  the  oral  polio 
vaccine,  communities  may  be  losing  sight  of  the 
importance  of  other  immunizations.  Of  equal  im- 
ortance,  but  seemingly  obscured  by  polio,  is  the 
eeping  up  of  diptheria  and  tetanus  immimiza- 
tions.  Physicians  should  stress  the  importance  of 
such  other  immimizations  in  their  community. 

Dr. Wessman  moved  that  the  recommendations 
be  accepted.  The  motion  was  seconded  by  Dr.  Mc- 
Donald and  carried.  Dr.  Wessman  read  the  recom- 
mendations of  the  Committee  on  Public  Health  on 
Tissue  Study  Controls  in  Small  Hospitals  and 
moved  its  adoption. 

RECOMMENDATIONS  OF  THE  COMMITTEE 
ON  PUBLIC  HEALTH  ON  TISSUE  STUDY 
CONTROLS  IN  SMALL  HOSPITALS 

The  Committee  on  Public  Health  makes  the 
following  recommendations  to  the  Council  on 
Tissue  Study  Controls  in  Small  Hospitals. 

1.  The  Committee  on  Medical  Education  and  Hos- 
pitals of  the  State  Medical  Association  should  be 
empowered  to  establish  standards  for  small  hos- 
pitals not  subject  to  survey  by  the  Joint  Commis- 
sion on  Accreditation. 

2.  The  same  Committee  should  establish  mechan- 
isms for  surveying  the  above  mentioned  small  hos- 
pitals. In  setting  up  such  survey  procedures  the 
Committee  should  be  empowered  to  appoint  sur- 
vey sub-committees  in  areas  as  needed.  Members 
of  these  sub-committees  should  be  selected  from 
communities  not  subject  to  such  survey. 

3.  The  Committee  should  make  contact  with  the 
Boards  of  Directors  of  such  hospitals  to  infrom 
them  of  the  survey  services  available. 

4.  The  Committee  should  make  contact  with  the 
State  Department  of  Health  to  determine  what 
degree  of  cooperation  the  Hospital  Licensing  De- 
partment could  give  such  a program. 

5.  The  Committee  further  recommends  that  Coun- 
cil member,  N.  E.  Wessman,'  M.D.,  be  empowered 
to  make  the  initial  contact  with  the  State  Health 
Department  to  assist  in  the  implementation  of 
point  S4  above. 

The  motion  was  seconded  by  Dr.  Davidson  and 
carried. 

Mr.  Foster  read  the  resolution  in  support  of  the 
American  Medical  Association  which  was  prepared 
by  the  Secretary. 

RESOLUTION  BY  THE  COUNCIL  OF  THE 
SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 

WHEREAS:  Certain  individuals  and  groups,  for 
political  reasons,  by  innuendo  and 
outright  assertion,  have  attempted  to 
discredit  the  American  Medical  Asso- 
ciation in  the  public  press  and  other 
news  media,  and 

WHEREAS:  These  individuals  and  groups  have  at- 
tempted to  show  that  the  American 
Medical  Association  does  not  have  the 
support  of  a majority  of  its  physician 
members,  and 

WHEREAS:  Independent  views  of  minority  mem- 
bers in  a truly  democratic  organiza- 
tion such  as  the  American  Medical 
Association  are  given  full  considera- 
tion. 
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THEREFORE  BE  IT  RESOLVED  That  the  South 
Dakota  State  Medical  Association  do  publicly 
record  its  full  support  of  the  present  leadership  of 
the  American  Medical  Association  and  that  such 
leadership  does  represent  the  views  and  will  of 
the  vast  majority  of  physicians  in  this  State. 

BE  IT  FURTHER  RESOLVED  That  the  South 
Dakota  State  Medical  Association  indicate  publicly 
that  no  effort  has  ever  been  made  by  the  American 
Medical  Association  to  discipline  a member  in  this 
State  for  taking  a minority  position. 

Dr.  Davidson  moved  the  adoption  of  the  resolu- 
tion and  that  a copy  of  the  resolution  be  forwarded 
to  the  appropriate  news  media,  the  South  Dakota 
Congressional  delegation,  and  the  American  Med- 
ical Association.  The  motion  was  seconded  by 
Dr.  Stoltz  and  carried. 

Mr.  Foster  read  the  report  of  the  Liaison  Com- 
mittee with  the  Osteopathic  Association. 

RECOMMENDATIONS  OF  THE  LIAISON 

COMMITTEE  WITH  THE  OSTEOPATHIC 
ASSOCIATION  TO  THE  COUNCIL 

The  Committee  recommends  that  the  Council 
consider  the  following  possibilities: 

1.  Members  of  the  South  Dakota  State  Medical 
Association  may  consult  professionally  with 
doctors  of  osteopathy  who  practice  medicine 
in  the  same  scientific  basis  as  M.D.’s. 

2.  Properly  qualified  D.O.’s  may  be  appointed  to 
hospital  staffs. 

3.  Doctors  of  Osteopathy  may  be  invited  to  at- 
tend post-graduate  medical  seminars  or  at- 
tend local  and  state  medical  society  scientific 
sessions. 

The  Committee  further  recommends  that  the 
Council  accept  or  reject  any  or  all  of  the  points 
listed  above  and  that  the  Council  then  refer  the 
matter  to  the  various  District  societies  and  that 
a final  decision  be  made  by  the  House  of  Delegates 
at  its  regular  session  in  June. 

John  W.  Donahoe,  M.D.,  Chairman 
John  J.  Stransky,  M.D. 

J.  T.  Elston,  M.D. 

Dr.  Stransky  moved  the  adoption  of  the  report 
in  its  entirety.  Dr.  Davidson  seconded  the  motion. 
After  discussion,  the  motion  was  carried. 

Mr.  Foster  read  the  majority  report  of  the 
Grievance  Committee  on  the  AMA  Report  on 
Medical  Discipline. 

RECOMMENDATIONS  TO  THE  COUNCIL 
FROM  THE  GRIEVANCE  COMMITTEE  ON  THE 

AMA  REPORT  ON  MEDICAL  DISCIPLINE 

The  Committee  has  studied  the  report  of  the 
AMA  Disciplinary  Committee  and  offers  the  fol- 
lowing preliminary  report  as  requested  by  the 
Council  of  the  South  Dakota  State  Medical  Asso- 
ciation. 

The  report  consists  of  an  introduction  and  eleven 
sections.  The  first  ten  sections  of  the  report  are 
informational.  Section  eleven  consists  of  the  Con- 
clusions and  Recommendations  of  the  Committee. 

Enclosed  with  this  Report  is  a copy  of  these  Con- 
clusions and  Recommendations. 

The  Grievance  Committee  is  basically  in  agree- 
ment with  these  Conclusions  and  Recommenda- 
tions but  wishes  more  opportunity  for  study  before 
submitting  specific  recommendations  to  the  Coun- 
cil. 

It  is  the  opinion  of  the  Grievance  Committee 
that  the  basic  operating  mechanisms  for  punitive 
measures  are  established,  but  believes  that  the 
term  “discipline”  as  used  in  the  report  is  too  broad 
and  needs  further  clarification.  The  term  as  used 
in  the  report  includes  the  problem  of  evaluation 
of  the  level  of  medical  practice  in  all  areas  as  well 
as  actual  discipline,  for  whatever  reason. 

One  of  the  fimctions  of  the  Grievance  Commit- 
tee, as  assigned,  is  education.  Recommendations 
will  be  submitted  which  should  aid  medical 
evaluation  in  the  State.  The  Board  of  Medical 
Examiners  and  the  respective  District  Medical 


Societies  in  the  State  will  be  contacted  for  sug- 
gestions. 

An  attempt  will  be  made  to  submit  a detailed 
report  at  the  annual  session  in  Bismarck  in  June 
of  1962.  The  magnitude  of  the  problem  is  such  that 
the  complete  report  may  not  be  forthcoming  xmtil 
the  Council  meeting  in  January  of  1963. 

SECTION  XI 

CONCLUSIONS  AND  RECOMMENDATIONS 

The  Medical  Disciplinary  Committee,  through 
the  various  activities  outlined  in  the  preceding  sec- 
tions, sought  to  find  out  if  satisfactory  disciplinary 
mechanisms  exist  and  if  they  are  being  effectively 
used.  The  results  of  the  study  show  that,  by  and 
large,  adequate  medical  disciplinary  mechanisms 
do  exist  and  that  they  are  used.  ITie  frequency 
and  effectiveness  of  their  use,  however,  are  less 
impressive.  There  has  been  a failure,  in  some  areas, 
to  act  promptly,  impartially,  and  objectively  when 
the  necessity  arises. 

Based  on  the  belief  that  there  is  room  for  im- 
provement in  the  discharge  of  medicine’s  disciplin- 
ary obligations  and  the  realization  that  disciplin- 
ary mechanisms  must  be  constantly  reviewed  and 
improved,  the  committee  recommends  the  follow- 
ing. 

Medical  Schools 

It  is  the  opinion  of  the  committee  that  medical 
schools  have  not  provided  adequate  instruction 
in  the  field  of  medical  ethics.  It  is  recommended, 
therefore,  that  greater  efforts  be  made  to  acquaint 
the  medical  student  and  the  young  medical  prac- 
titioner with  ethical  and  proper  socioeconomic 
principles  during  the  period  of  his  schooling. 

It  is  suggested  specifically  that: 

a.  Each  medical  school  develop  and  present  a re- 
quired course  in  ethics  and  socioeconomic  prin- 
ciples; and 

b.  Medical  schools  cooperate  with  state  boards  of 
medical  examiners  and  state  medical  associa- 
tions to  insure  that  students  become  acquainted 
with  practical  problems  of  ethics  and  socio- 
economic principles  and  their  proper  solutions. 

State  Boards  of  Medical  Examiners 

Your  committee  believes  that  there  is  a need  for 
closer  and  more  effective  liaison  and  cooperation 
between  state  boards  of  medical  examiners,  med- 
ical schools,  and  medical  assciations.  It  further 
believes  that  certain  procedural  changes  are 
worthy  of  consideration  by  the  state  boards.  It  is 
the  recommendation  of  the  committee,  therefore, 
that: 

a.  Each  state  board  of  medical  examiners  include 
in  all  examinations  for  license  questions  on 
ethics  and  proper  socioeconomic  practices; 

b.  Each  state  board  of  medical  examiners  co- 
operate with  medical  schools  to  the  end  that 
medical  students  may  be  acquainted  with  ethical 
and  proper  socioeconomic  principles  during  their 
period  of  formal  schooling; 

c.  Each  state  board  of  medical  examiners  check 
the  files  and  records  of  the  American  Medical 
Association,  and  Federation  of  State  Medical 
Boards,  and,  if  possible,  every  other  state  board 
of  medical  examiners  before  issuing  any  ap- 
plicant a license  to  parctice  medicine; 

d.  Each  state  board  of  medical  examiners  in  co- 
operation with  the  state  medical  association,  re- 
view the  disciplinary  provisions  of  the  state’s 
medical  practice  act  and  recommend  whatever 
amendments  are  necessary  to  insure  that  they 
are  effective  in  the  light  of  current  social  and 
scientific  progress. 

e.  The  Federation  of  State  Medical  Boards  appoint 
a committee  to  draft  model  rules  of  procedure  in 
disciplinary  cases  and  urge  their  adoption  by 
state  boards  and  that  the  American  Medical  As- 
sociation make  available  to  the  Federation  on 
request  staff  assistance  to  aid  in  this  activity; 

f.  State  boards  of  medical  examiners  seriously 
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consider  the  advisability  and  necessity  of  mak- 
ing discipline  their  primary  responsibility; 

g.  Each  state  board  of  medical  examiners  make  an 
annual  report  of  its  disciplinary  activities  to 
the  governor  of  its  state,  sending  copies  of  such 
report  to  the  state  medical  association,  to  the 
American  Medical  Association,  and  to  the  Fed- 
eration of  State  Medical  Boards; 

h.  State  boards  of  medical  examiners  be  urged  to 
obtain  competent  legal  assistance  as  they  de- 
velop disciplinary  mechanisms,  recommenda- 
tions, and  procedures,  and  that  they  consult 
with  such  counsel  at  all  stages  of  board  proceed- 
ings to  prevent  errors  which  may  result  in 
litigation;  and 

i.  A mechanism  be  established  to  provide  an  effec- 
tive method  of  collecting  and  distributing, 
through  a central  source,  information  on  dis- 
ciplinary procedures  as  well  as  on  licensing  and 
disciplina:^  action  taken  by  all  of  the  individual 
state  medical  boards. 

Medical  Associations 

Your  committee  believes  that  state  medical  asso- 
ciations have  not  been  as  effective  as  they  could  be 
in  the  area  of  medical  discipline  because  of  the 
practice  of  limiting  their  concern  to  matters  that 
are  appealed  to  them  from  the  local  level.  Some 
defects  in  basic  mechanisms  and  considerable 
apathy  at  the  county  and  state  level  in  taking 
action  against  offenders  have  contributed  to  the 
situation  which  exists. 

It  is  the  recommendtion  of  your  committee, 
therefore,  that: 

a.  State  medical  associations  become  actively  con- 
cerned with  the  disciplinary  programs  of  county 
medical  societies  and  develop  a greater  interest 
in  and  knowledge  of  the  activities  of  their  com- 
ponent societies  in  the  discharge  of  disciplinary 
obligations ; 

b.  State  medical  associations  review  their  dis- 
ciplinary programs  critically  and  at  once  to  the 
end  that  changes  in  disciplinary  mechanisms  at 
state  or  local  level  may  be  made  as  necessary; 

c.  State  medical  associations  develop  indoctrination 
programs  for  use  by  their  component  societies  to 
acquaint  new  members  with  ethical  principles 
and  acceptable  socioeconomic  practices; 

d.  State  medical  associations  continue  to  encourage 
the  widest  development  and  use  of  grievance 
committees  and  urge  that  their  component  so- 
cieties make  the  services  of  such  grievance  com- 
mittees more  widely  available; 

e.  State  medical  associations  increase  their  concern 
and  activities  with  respect  to  complaints  of  over- 
charging, medical  advertising  and  solicitation  of 
patientSj  abuse  of  prepayment  and  insurance 
mechanisms,  as  well  as  other  conduct  inimical 
to  the  best  interest  of  the  public  and  the  pro- 
fession; 

f.  State  and  county  medical  societies  utilize  griev- 
ance committees  as  “grand  juries”  to  initiate 
action  _ against  an  offender  so  as  to  obviate  the 
necessity  of  making  an  individual  member  of  a 
medical  society  complain  against  a fellow  mem- 
ber; 

g.  State  medical  associations  amend  their  bylaws 
to  provide  that  the  state  association  may  take 
necessaiy  disciplinary  action  when  it  believes 
that  serious  violations  of  ethical  principles  have 
occurred  without  necessaiy  corrective  action 
being  taken  first  at_  local  level  or  when  the 
state  association  believes  that  serious  charges 
brought  against  an  individual  are  not  being 
given  proper  or  prompt  consideration  by  the 
disciplinary  committee  of  the  county  medical 
society  concerned; 

h.  Each  state  medical  association  and  all  doctors 
within  the  state  give  increased  support  to  the 
state  board  of  medical  examiners  as  it  seeks  to 
obtain  proper  appropriations  for  the  conduct  of 
its  affairs  and  that  the  state  medical  association 


and  its  membership  be  concerned  with  the  selec- 
tion of  qualified  and  dedicated  members  for  its 
state  board  of  medical  examiners; 

i.  Each  state  medical  association  develop  and  ad- 
minister review  and  utilization  committees  in 
accord  with  the  suggestions  made  in  Section  V 
of  this  report;  and 

j.  County  medical  societies  review  their  bylaw 
provisions  relating  to  disciplinary  procedures 
and  revise  them  as  necessary,  using  the  sug- 
gested bylaws  set  forth  in  Appendix  4 of  the 
committee’s 'report  as  a model. 

American  Medical  Association 
Your  committee  believes  that  the  American  Med- 
ical Association  should  become  more  aggressive 
and  active  in  supplying  advice  and  assistance  to 
state  boards  of  medical  examiners  and  state  and 
county  medical  societies  in  all  aspects  of  medical 
discipline.  It  recommended,  therefore,  that: 

a.  The  Executive  Vice  President  be  requested  to 
provide  this  assistance,  on  request,  through  the 
proper  department  of  the  Association; 

b.  The  American  Medical  Association,  in  coopera- 
tion with  the  Federation  of  State  Medical 
Boards,  the  Council  of  State  Governments,  and 
other  interested  groups  draft  a model  medical 
practice  act; 

c.  The  American  Medical  Association  encourage 
and  urge  each  state  medical  association  to  report 
annually  to  the  American  Medical  Association 
all  major  disciplinary  actions  taken  within  its 
jurisdiction  during  the  preceding  calendar  year; 

d.  The  American  Medical  Association  encourage 
and  urge  the  Federation  of  State  Medical  Boards 
to  cooperate  with  it  in  developing  a means 
whereby  each  state  board  will  report  promptly 
all  major  disciplinary  actions  taken  by  it  to  the 
American  Medical  Association; 

e.  The  American  Medical  Association  distribute 
annually  to  all  senior  medical  students  in  the 
United  States  copies  of  the  Principles  of  Med- 
ical Ethics  and  Opinions  and  Reports  of  the 
Judicial  Council; 

f.  The  American  Medical  Association  prepare  a 
syllabus  or  lecture  guide  on  the  subjects  of  med- 
ical ethics,  medical  practice  acts,  and  proper 
socioeconomic  conduct  for  the  use  of  physicians 
called  upon  to  give  lectures  on  these  subjects  in 
medical  schools,  hospitals,  or  before  medical 
societies; 

g.  The  bylaws  of  the  American  Medical  Associa- 
tion be  changed  to  confer  original  jurisdiction  on 
the  Association  to  suspend  or  revoke  the  AMA 
membership  of  a physician  guilty  of  a violation 
of  the  Principles  of  Medical  Ethics  or  the  ethical 
policy  of  the  American  Medical  Association 
regardless  of  whether  action  has  been  taken 
against  him  at  local  level; 

h.  The  American  Medical  Association  request  that 
adequate  lectures  on  ethics  and  proper  socio- 
economic practices  be  given  in  all  hospitals  ap- 
proved for  internship  or  residency  training,  and 

i.  The  American  Medical  Association  instruct  its 
representatives  to  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  to  urge  the  joint  com- 
mission to  adopt,  as  a requirement  for  accred- 
itation, the  giving  of  adequate  lectures  on  ethics 
and  proper  socioeconomic  practices  each  year 
within  the  hospital. 

Finally,  yO'Ur  committee  recommends  that  Amer- 
ican medicine  at  the  national,  state,  and  local  level 
maintain  an  active,  aggressive,  and  continuing  in- 
terest in  medical  disciplinary  matters  so  that,  by  a 
demonstration  of  good  faith,  medicine  will  be  per- 
mitted to  continue  to  discipline  its  own  members 
when  necessary. 

Appendix  1 

STATEMENT  OF  PURPOSES 
MEDICAL  DISCIPLINARY  COMMITTEE. 

AMERICAN  MEDICAL  ASSOCIATION 

In  November  1958  the  Board  of  Trustees  of  the 
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American  Medical  Association  authorized  the  ap- 
pointment of  a new  committee  to  be  known  as  the 
Medical  Disciphnary  Committee. 

l^e  committee  was  authorized  to  investigate, 
with  the  assistance  of  the  Law  Division,  the  ade- 
quacy of  disciplinary  rules,  laws  and  procedures  as 
applied  to  medical  practice  and  licensure  and  med- 
ical society  membership,  and  the  degree  to  which 
efficient  discipline  is  maintained  among  medical 
practitioners  in  the  interest  of  the  public  and  the 
medical  profession. 

To  achieve  these  objectives  the  committee  has 
aopted  this  Statement  of  Purposes  and  has  agreed 
upon  the  following  initial  activities: 

1.  To  examine  the  standards,  procedures  and 
rules  of  medical  societies  and  boards  which  deal 
with  professional  discipline  and  to  evaluate  the 
adequacy  of  the  existing  systems  of  medical  dis- 
cipline within  the  perspective  of  practical,  ethical 
and  legal  considerations. 

2.  To  summarize  and  evaluate  existing  state  laws 
and  medical  licensure  board  regulations  govern- 
ing medical  discipline;  the  effectiveness  of  such 
laws  and  regulations;  and  the  extent  to  which  state 
licensure  boards  are  equipped  to  or  do  maintain 
satisfactory  medical  discipline  through  revocation 
or  suspension  of  medical  licenses. 

3.  To  study  the  extent  to  which  discipline  is 
maintained  by  medical  staffs  in  hospitals  through- 
out the  United  States. 

4.  To  determine  whether  the  AMA  could  or 
should  become  more  active  in  guiding  and  par- 
ticipating in  matters  relating  to  medical  discipline; 
and  if  an  affirmative  finding  is  made,  to  recom- 
mend the  establishment  of  appropriate  mechanisms 
and  procedures  to  carry  out  such  participation 
efficiently. 

5.  To  conduct  fact-finding  surveys  and  field  in- 
vestigations, through  regional  or  sectional  studies, 
as  a basis  for  reporting  on  the  problems  relating 
to  medical  discipline  and  recommending  appro- 
priate measures  to  improve  the  over-all  mechanism 
of  equitable  medical  discipline  in  the  interests  of 
the  public  and  the  profession;  and 

6.  To  recommend  and  draft,  if  necessary,  based 
on  the  results  of  thorough  studies  and  investiga- 
tions, new  legislation  or  amendments  to  existing 
legislation  or  to  recommend,  if  necessary,  ad- 
ditional procedures  for  medical  societies  in  order 
that  the  quality  of  patient  care  may  be  improved 
by  maintaining  adequate  standards  of  medical 
discipline. 

Dr.  Lampert  discussed  the  recommendation.  Mr. 
Foster  read  the  minority  report  of  the  Grievance 
Committee. 

There  is  a minority  opinion  which  does  not  en- 
tirely disagree  with  the  adopted  opinion  of  the 
Committee  as  a whole,  but  does  differ  materially 
in  some  aspects.  The  following  is  the  studied 
opinion  of  this  minority  group: 

1.  We  believe  South  Dakota  has  adequate  machin- 
ery to  handle  disciplinary  matters. 

2.  We  believe  that  in  South  Dakota  our  Medical 
Practice  Act  is  adequate  for  discipline  of  South 
Dakota  physicians. 

3.  We  believe  that  discipline  of  physicians  should 
be  in  the  hands  of  the  Licensing  Board. 

4.  We  believe  there  is  adequate  liaison,  usually, 
between  our  Board  of  Examiners  and  the  South 
Dakota  State  Medical  Association  since  appoint- 
ments to  the  Board  are  usually  made  from  nomina- 
tions by  the  Association. 

5.  Fraud  and  overcharges  by  physicians  to  in- 
surance companies  should  be,  if  not  resolved  by 
the  Grievance  Committee,  handled  by  the  courts. 

6.  We  do  not  believe  that  discipline  should  be  in 
the  hands  of  the  South  Dakota  State  Medical  Asso- 
ciation to  any  greater  extent  than  now  provided  in 
our  Bylaws. 

7.  We  believe  that  our  State  Association  and 
Board  of  Examiners  have  the  basic  operating 


means  of  disciplining  physicians,  but  lack  finances 
to  adequately  investigate  alleged  or  suspected  in- 
fractions. 

8.  We  agree  that  States  Rights  principles  should 
govern  medical  disciplinary  matters  because  of 
population  and  physician  concentration.  It  is  only 
at  a local  State  level  that  the  final  decision  can 
properly  be  made. 

9.  We  believe  that  effective  discipline  can  seldom 
be  obtained  on  a local  county  or  district  society 
level  because  of  fears  of  retribution  and/or  fac- 
tional retaliation. 

10.  We  believe  that  greater  emphasis  on  “Ethics” 
should  be  taught  in  medical  schools  and  reviewed 
and  discussed  in  Society  meetings. 

11.  We  suggest  that  physicians  know  of  ethics  and 
professional  conduct  but  that  some  persons  are  so 
constituted  that  they  would  be  delinquent  morally 
regardless  of  profession. 

12.  We  believe  a competent  Grievance  Committee 
may  often  correct  tendencies  by  certain  physicians 
that  might  otherwise  grow  to  disciplinary  pro- 
portions. 

13.  In  general  we  endorse  the  idea  of  greater 
activity  by  the  AMA  to  spread  a proper  under- 
standing and  respect  for  a uniform  expression  of 
the  unwritten  system  of  ethics  and  suggested  con- 
duct for  all,  but  especially  for  recently  graduated 
physicians. 

14.  We  concur  that  Grievance  Committees  are  im- 
portant and  have  done  a great  service  as  far  as 
members  of  the  South  Dakota  State  Meidcal  Asso- 
ciation and  other  organized  medical  association  are 
concerned. 

15.  The  fact  that  only  Past  Presidents  of  the 
South  Dakota  State  Medical  Association  are  eligible 
for  appointment  to  the  Grievance  Committee  is 
believed  to  be  a major  means  of  acquiring  a Com- 
mittee whose  integrity  is  of  the  highest  and  whose 
judgment  of  grievances  is  most  apt  to  be  unin- 
fluenced by  pressures. 

16.  We  believe  that  a greater  concentration  of 
matters  calling  for  discipline  is  apt  to  occur  among 
doctors  not  members  of  the  South  Dakota  State 
Medical  Association  than  among  members. 

17.  We  believe  there  should  be  an  AMA  clearing 
house  from  which  the  Licensing  Board  can  obtain 
information  which  might  make  the  issuance  of  a 
license  doubtful  and  urge  cooperation  by  our  Asso- 
ciation and  Board  with  such  a clearing  house. 

Dr.  Sattler  moved  that  the  majority  report  be 
accepted.  The  motion  was  seconded  by  Dr.  Stoltz 
and  carried. 

Mr.  Thomas  Scallen  and  Dr.  Drill  of  Minneapolis 
spoke  to  the  Council  on  the  malpractice  insurance 
written  by  the  Physicians  and  Surgeons  Under- 
writers Corporation.  Mr.  Foster  read  the  recom- 
mendation of  the  Committee  on  Medical  Economics 
on  this  insurance  program. 

The  Chairman  of  the  Committee  met  with  Mr. 
Scallen,  president  of  the  Company  in  Minneapolis, 
and  discussed  the  proposal  with  him.  The  Com- 
mittee feels  that  the  proposal  has  great  merit  and 
recommends  it  to  the  Council  with  unanimous 
approval. 

Dr.  Brogdon  moved  that  the  Committee’s  recom- 
mendation be  accepted.  The  motion  was  seconded 
by  Dr.  Reding  and  carried.  Mr.  Foster  will  con- 
tact the  insurance  company  and  make  the  neces- 
sary arrangements  for  endorsement  of  the  program. 

Mr.  Foster  read  Dr.  R.  H.  Hayes’  letter  of  resig- 
nation as  Vice  President.  Dr.  McDonald  moved 
that  the  Council  reject  the  resignation.  The  motion 
was  seconded  by  Dr.  Reding  and  carried. 

Mr.  Foster  explained  the  proposal  of  the  Eli  Lilly 
Company  to  no  longer  exhibit  at  our  annual  meet- 
ing, but  to  contribute  $250.00  per  year  to  under- 
write the  cost  of  obtaining  a scientific  speaker  and 
to  have  mention  of  this  made  in  the  program.  Dr. 
Sattler  moved  that  the  proposal  be  accepted.  The 
motion  was  seconded  by  Dr.  Wessman  and  carried. 
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Mr.  Irv  Krumm  and  Mr.  John  Graff  of  the 
Greater  South  Dakota  Association  and  Mr.  Charles 
Johnson  of  the  American  Medical  Association  were 
introduced  and  spoke  on  the  program  of  obtaining 
resolutions  throughout  the  State  on  King- Anderson 
type  legislation.  Dr.  Lampert  spoke  on  the  part  of 
the  Medical  Association  in  the  legislative  campaign 
in  the  State. 

Dr.  Davidson  moved  that  Coimcil  adopt  the 
recommendations  of  the  Executive  Committee  on 
the  program  opposing  King-Anderson  type  legis- 
lation. 

ADDENDUM  #4 

RECOMMENDATIONS  OF  THE  EXECUTIVE 
COMMITTEE  TO  COUNCIL  ON  PROGRAM 
OPPOSING  KING-ANDERSON  TYPE 
LEGISLATION 

I.  Program  for  Physicians 

A.  Each  district  medical  society  should  im- 
mediately appoint  a special  committee  to 
conduct  this  program  in  the  district  and 
send  a list  of  the  committee  members  to 
the  office  of  the  state  medical  society.  The 
duties  of  this  committee  would  be: 

1.  Where  possible,  arrange  for  a special 
meeting  of  the  district  society  where  the 
situation  and  the  program  will  be  ex- 
plained. If  possible,  have  representatives 
of  the  Woman’s  Auxiliary  at  the  meeting. 

2.  See  that  each  physician’s  office  in  the 
district  and,  if  possible,  each  hospital 
waiting  room  is  supplied  with  AMA 
literature  for  distribution  to  patients  and 
other  interested  persons. 

3.  Arrange  with  other  local  groups  such  as 
pharmacists,  dentists,  attorneys,  civic 
clubs,  chambers  of  commerce,  and  county 
Farm  Bureaus  to  distribute  this  litera- 
ture at  their  meetings. 

4.  Call  on  local  newspaper  editors  and  dis- 
cuss the  subject  of  medical  care  for  the 
aged  with  them.  Make  sure  that  any 
questions  which  they  may  have  con- 
cerning present  programs  to  provide  care 
for  these  persons  are  answered  fully. 

5.  Arrange  for  district  medical  society 
funds  to  be  available  to  purchase  ad- 
certising  space  in  local  newcspapers.  Ad 
mats  will  be  available  from  the  AMA 
later  in  the  campaign.  These  may  be 
used  or  local  ads  developed. 

6.  Secure  from  the  District  medical  society 
and  all  other  local  groups  possible  a 
resolution  or  statement  stating  op- 
position to  any  form  of  medical  care  for 
the  aged  through  Social  Security 
mechanism.  Get  copies  of  these  reso- 
lutions sent  to  the  Congressman  from 
the  district,  to  both  Senators,  to  the 
Chairman  of  the  House  Ways  and  Means 
Committee,  and  to  the  state  medical  so- 
ciety office. 

7.  The  end  objective  of  all  this  activity  is 
to  generate  personal  letters  to  the  Con- 
gressmen and  Senators  from  individual 
voters  stating  their  personal  opposition 
to  this  legislation.  The  committee  should 
encourage  all  physicians,  the  members 
of  other  groups  and  patients  and  friends 
to  write  such  letters.  These  letters  are 
most  important  in  this  program.  They, 
more  than  anything  else,  will  demon- 
strate to  the  Congressmen  and  Senators 
the  individual  voter  opposition  to  the 
bills. 


II.  Woman's  Auxiliary 

1.  The  National  Legislative  Chairman  of  the 
Woman’s  Auxiliary  is  sending  a suggested 
legislative  program  to  each  state  Auxiliary 
for  distribution  to  the  district  and  county 
chapters.  The  Auxiliary  in  South  Dakota 
should  be  encouraged  to  adopt  this  pro- 
gram and  each  district  chapter  should  be 
given  similar  encouragement  by  the  district 
medical  societies. 

III.  Program  With  Other  Statewide  Organizations 
in  South  Dakota 

Interested,  friendly  organizations,  can  be  in- 
strumental in  conducting  a legislative  program, 
similar  to  medicine’s,  among  the  members  of 
the  individual  organizations.  Early  in  1962,  it 
is  suggested  that  the  officers  and  staff  direc- 
tors of  these  groups  be  called  together  in  a 
special  meeting.  The  purpose  of  this  meeting 
would  be  to  explain  the  legislative  situation 
to  them,  to  explain  the  state  medical  society’s 
program  for  1962  and  to  request  that  they 
undertake  similar  programs. 

Some  of  the  things  they  could  be  asked  to  do 
are: 

1.  Pass  a resolution  opposing  this  legislation. 
Circulate  copies  to  all  local  chapters  of  the 
organization  as  well  as  to  the  same  individ- 
uals suggested  in  Section  I,  Item  6,  of  this 
program. 

2.  Use  editorials  and  feature  stories  on  the 
subject  in  their  group  publications. 

3.  Circulate  AMA  literature  or  Literature  of 
their  own  to  the  membership  of  the  group. 

Dr.  Reding  seconded  the  motion  and  it  was  car- 
ried. 

Mr.  Foster  explained  the  recommendation  to 
form  a Liaison  Committee  with  both  the  Dental 
and  Veterinary  Associations.  Dr.  Reding  moved 
that  the  Council  recommend  to  the  House  of  Dele- 
gates that  they  establish  two  Special  Committees 
to  function  as  Liaison  Committees  with  the  Dental 
and  Veterinary  Association.  Dr.  Stoltz  seconded 
the  motion  and  it  was  carried. 

Mr.  Foster  explained  the  proposed  opinion  poll 
of  physicians  in  the  State  on  the  distribution  of 
pharmaceutical  advertising  to  doctors  by  direct 
mail.  He  asked  authorization  from  the  Council  to 
survey  members  of  the  South  Dakota  State  Med- 
ical Association  on  what  they  actually  see  and  read 
in  advertising  material  received  from  the  phar- 
maceutical manufacturers  by  direct  mail  adver- 
tising. A poll  of  this  type  would  enable  a concrete 
example  of  how  physicians  react  to  this  type  of 
advertising  to  be  given  to  the  pharmaceutical  com- 
panies. Dr.  Stoltz  moved  that  the  opinion  poll  be 
carried  out.  The  motion  was  seconded  by  Dr. 
Davidson  and  carried. 

Mr.  Foster  spoke  briefly  on  the  work  of  the 
AMEF  in  South  Dakota  in  the  past  and  how  the 
campaign  will  be  carried  out  in  the  future,  directly 
from  the  American  Medical  Association.  Dr.  Stoltz 
moved  that  inasmuch  as  the  American  Medical 
Association  is  going  to  conduct  a nation-wide  cam- 
paign on  AMEF  in  the  future,  that  the  South 
Dakota  State  Medical  Association  not  conduct  a 
state- wide  campaign;  that  the  State  Association 
conduct  one  fund  drive  in  the  spring  for  our  own 
Medical  School  Endowment  Association.  The  mo- 
tion was  seconded  by  Dr.  Davidson  and  carried. 

Dr.  Reding  reported  on  the  meeting  of  the 
Budget  and  Audit  Committee.  Mr.  Foster  read  the 
proposed  budget  which  will  be  submitted  at  the 
annual  meeting. 
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PROPOSED  BUDGET 
SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 
MAY  1.  1962  - APRIL  30.  1963 


Estimate  Income  — General  Fund 

State  Dues 

$40,000.00 

Annual  Meeting 

5,300.00 

Interest 

200.00 

Miscellaneous 

1,000.00 

Car  Reimbursement 

690.00 

Refunds 

500.00 

$47,690.00 

Estimated  Disbursements  — • General  Fund 

Salary,  Executive  Secretary 

$7,900.00 

Salary,  Other 

9,0000.00 

Social  Security 

450.00 

Legal  & Audit 

600.00 

Telephone  & Telegraph 

1,200.00 

Office  Supplies  & Equipment 

3,000.00 

Dues  & Subscriptions 

1,300.00 

Officers  & Committee  Travel 

2,500.00 

Annual  Meeting 

500.00 

Public  Relations 

4,500.00 

Rent 

2,400.00 

Unemployment  Taxes 

40.00 

Postage 

1,200.00 

Legislative  Expense 

3,000.00 

Benevolent  Fund 

400.00 

Medical  School  Endowment 

200.00 

Ladies  Auxiliary 

600.00 

Refunds 

300.00 

Car  Expenses  (mortgage) 

860.00 

Staff  Travel 

5,000.00 

Clinical  Pathology  Program 

1,000.00 

Reserve 

1,500.00 

Balance  to  Surplus 

640.00 

$47,690.00 

JOURNAL 

Estimated  Income 

Advertising 

$34,000.00 

Subscriptions 

1,200.00 

Salary  Reimbursements 

150.00 

Miscellaneous 

750.00 

$36,100.00 

JOURNAL 

Estimated  Disbursements 

Salary,  Business  Manager 

$3,600.00 

Salary,  Editors 

1,440.00 

Salary,  Staff 

3,200.00 

Social  Security 

104.00 

Legal  & Audit 

100.00 

Rent 

1,800.00 

Telephone  & Telegraph 

175.00 

Office  Supplies  & Equipment 

24,000.00 

Taxes 

30.00 

Unemployment  Taxes 

20.00 

Postage 

250.00 

Travel  Expenses 

750.00 

Balance  to  Surplus 

631.00 

$36,100.00 

GROUP  LIFE  INSURANCE 

Estimated  Income 

Premiums 

$30,000.00 

Estimated  Disbursements 

Payments  to  Insurance  Company 

$29,100.00 

Postage 

40.00 

Legal  & Audit 

50.00 

Supplies 

50.00 

Balance  to  Surplus 

760.00 

$30,000.00 

AMA  DUES 

Income  and  disbursements  cancel  each  other. 
Estimated  amount  to  handle  $13,300.00 


BUILDING  FUND 

Estimated  Income 

Blue  Shield  Rent 

$4,700.00 

Assciation  Rent 

2,400.00 

National  Foundation  Rent 

900.00 

Journal  Rent 

1,800.00 

Board  of  Examiners  Rent 

300.00 

Nurses  Association  Rent 

900.00 

OAA  Rent 

1,800.00 

$12,800.00 

Estimated  Disbursements 

Janitor  and  Repair 

$1,000.00 

Utilities 

1,600.00 

Interest 

2,700.00 

Repayment  of  Loans 

3,500.00 

Balance  of  Contract 

2,500.00 

Taxes  and  Insurance 

1,000.00 

Legal  and  Audit 

500.00 

$12,800.00 

OLD  AGE  ASSISTANCE  MEDICAL  CARE 
(Joint  Program  of  SDBMA  and  S.  D.  Medical 
Service) 

Estimated  Administrative  Income 
Deductions  from  fees  to  physicians  $13,000.00 
Estimated  Administrative  Disbursements 


Salaries  $7,480.00 

Rent  1,800.00 

Postage  800.00 

Supplies  & Equipment  1,500.00 

Physician  Fee  adjustments  150.00 

Legal  & Audit  600.00 

Social  Security  150.00 

Telephone  & Telegraph  200.00 

Travel  300.00 

Unemployment  taxes  20.00 


$13,000.00 

Dr.  Reding  moved  the  acceptance  by  the  Coun- 
cil of  the  proposed  budget.  Dr.  Stoltz  seconded 
the  motion  and  it  was  carried. 

Mr.  Foster  explained  the  purpose  of  the  Medical 
Self  Help  Program  and  read  the  recommendations 
of  the  Committee  on  Civil  Defense  on  this  pro- 
gram. 

REPORT  OF  THE  CHAIRMAN  OF  THE 
COMMITTEE  ON  CIVIL  DEFENSE 
TO  THE  COUNCIL 

The  Chairman  of  the  Committee  and  the  Asso- 
ciation’s executive  secretary  met  with  represen- 
tatives of  Civil  Defense,  State  Health  Department, 
and  State  Department  of  Education  on  January  5th 
to  discuss  implementation  of  the  national  “Med- 
ical Self  Help”  program.  The  attached  booklet 
titled  “Medical  ^If-Help  Training”  explains  the 
program  and  its  intent.  The  second  booklet 
“Family  Guide  — Emergency  Health  Care”  may 
be  made  available  to  all  physicians  to  familiarize 
them  with  the  content  of  the  courses. 

I.  At  the  meeting  it  was  recommended  that  a phy- 
sician be  named  to  each  of  thirteen  areas  to  assist 
in  planning  the  local  undertaking,  and 

II.  That  such  physicians  take  part  in  the  instruc- 
tion of  courses  to  the  extent  they  desire  to  par- 
ticipate. 

(Areas  for  first  classes  are  Aberdeen,  Brookings, 
Mitchell,  Hot  Springs,  Rapid  City,  Deadwood,  Mad- 
ison, Canton,  Sioux  Falls,  Watertown,  Yankton, 
Huron,  Pierre,  and  Mobridge). 

Courtney  Anderson,  M.D.,  Chairman 
Committee  on  Civil  Defense 

This  will  be  considered  as  Item  #9  under  “New 
Business”  at  the  Council  meeting. 

Dr.  McDonald  moved  the  acceptance  of  the  re- 
port. The  motion  was  seconded  by  Dr.  Wessman 
and  carried.  The  following  doctors  were  named  to 
assist  this  program  in  their  respective  cities: 
Brookings,  C.  S.  Roberts,  M.D.;  Mitchell,  J.  H. 
Lloyd,  Jr.,  M.D.;  Hot  Springs,  C.  E.  Roper,  M.D.; 
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Rapid  City,  J.  J.  Feehan,  M.D.;  Deadwood,  A.  M. 
Semones,  M.D.;  Madison,  James  Reagan,  M.D.; 
Canton,  Courtney  Anderson,  M.D.;  Sioux  Falls, 
W.  E.  Donahoe,  M.D.;  Watertown,  G.  Robert  Bar- 
tron,  M.D.;  Pierre,  R.  C.  Jahraus,  M.D.;  Mobridge, 
E.  W.  Gerrish,  M.D. 

Mr.  Foster  read  the  recommendations  of  the 
Medical  School  Affairs  to  the  Council.  Dr.  David- 
son moved  that  the  Council  provide  two  scholar- 
ships of  $100'.00'  each,  one  to  a freshman  and  one 
to  a sophomore,  at  the  University  of  South  Dakota 
Medical  School.  The  motion  was  seconded  by  Dr. 
Sweet  and  carried. 

Dr.  Brogdon  moved  that  the  Council  provide  for 
an  additional  tuition  scholarship  to  be  awarded  to 
an  incoming  freshman  student,  in  the  amount  of 
$350.00.  The  recipient  of  this  scholarship  to  be 
selected  by  the  Scholarship  Committee  of  the  Med- 
ical School  on  the  basis  of  scholastic  ability  and 
need.  The  motion  was  seconded  by  Dr.  Stransky 
and  carried. 

Dr.  Reding  moved  that  the  Council  provide 
$100.00  as  expenses  for  the  delegate  from  the  Med- 
ical School  to  attend  the  annual  meeting  of  SAMA. 
The  motion  was  seconded  by  Dr.  Davidson  and 
carried. 

Mr.  Foster  read  the  recommendation  from  the 
Medical  School  Affairs  Committee  concerning  the 
retirement  program  for  faculty  members  at  the 
Medical  School. 


RECOMMENDATION  TO  THE  COUNCIL  ON 

ENDORSING  A RETIREMENT  PROGRAM 
FOR  MEDICAL  FACULTY  FROM  THE 
COMMITTEE  ON  MEDICAL  SCHOOL  AFFAIRS 

The  Committee  on  Medical  School  Affairs 
recommends  that  the  Council  of  the  State  Medical 
Association  inform  the  Regents  of  Education  of 
their  interest  in  the  appropriation  to  institute  a 
retirement  income  program  for  members  of  the 
faculty  of  the  Medical  School.  This  retirement  pro- 
gram would  enhance  teacher  recruitment  for  our 
Medical  school  and  also  be  of  substantial  assistance 
in  the  maintenance  of  the  present  staff.  The  Com- 
mittee on  Medical  School  affairs  is  cognizant  of 
the  problem  existent  at  the  Medical  School  and 
feel  that  the  benefits  derived  from  such  a retire- 
ment program  would  aid  the  entire  faculty  at  the 
University  and  subsequently  the  State  as  a whole. 

Dr.  Wessman  moved  the  adoption  of  the  recom- 
mendation. The  motion  was  seconded  by  Dr. 
McDonald  and  carried. 

Mr.  Foster  explained  the  question  that  has 
arisen  concerning  physician’s  liability  in  filling  out 
restricted  driver  permits.  Dr.  Davidson  moved  that 
the  matter  be  turned  over  to  the  attorney  for  the 
Association  for  his  opinion  and  possible  re-drafting 
of  the  form  used  at  the  present  time.  Tlie  motion 
was  seconded  by  Dr.  Reding  and  carried. 

The  meeting  adjourned  at  5:15  P.M. 

MEDICAL  SCHOOL  ENDOWMENT 
ASSOCIATION  MEETING 
SATURDAY,  JANUARY  13.  1962 
8j30  P.M.  THE  INN  HURON,  S.  D. 

The  meeting  -was  called  to  order  by  Chairman 
W.  H.  Saxton,  M-D.  Present  were  Drs.  C.  B.  Mc- 
Vay,  Ray  Williams,  members  of  the  Committee. 
Also  present  were  Drs.  T.  J.  Wrage  and  R.  C. 
Jahraus,  Walter  Hard,  and  Phyllis  Sundstrom. 

Miss  Sundstrom  read  the  minutes  of  the  previous 
meeting.  The  minutes  were  approved  as  read. 

A discussion  was  held  on  the  possibility  of  the 
Endowment  Association  carrying  a blanket  insur- 
ance policy  on  the  lives  of  students  who  have  re- 
ceived loans,  as  a protection  agamst  loss  of  the 
assets  of  the  Association,  in  case  of  the  death  of  a 
loanee.  Dr.  Williams  moved  that  the  Endowment 
Association  investigate  the  possibility  of  securing 
a blanket  insurance  policy,  with  the  Endowment 


Association  as  beneficiary,  in  the  amount  of  $5,- 
OO'O'.OO,  to  cover  the  possible  deaths  of  students  who 
have  received  loans,  and  to  determine  what  the 
cost  of  such  a policy  would  be.  Dr.  McVay  sec- 
onded the  motion  and  it  was  carried. 

Dr.  Hard  discussed  the  loan  policy  of  the  Asso- 
ciation and  reviewed  several  cases  of  loan  applica- 
tions by  students  at  the  University. 

He  presented  six  loan  applications  to  the  Board 
for  Messrs.  Neil  Elkjer,  Dale  Peterson,  Frank  Pratt, 
Joe  Sej  var,  James  Matson,  and  Miss  Marilyn  Hun- 
ter. Dr.  Williams  moved  that  these  six  loans  be 
approved.  Dr.  McVay  seconded  the  motion  and  it 
was  carried. 

Dr.  Williams  moved  that  the  Certificate  of  De- 
posit in  the  amount  of  $4,000.00  be  cashed  when 
it  becomes  due  in  February.  Dr.  McVay  seconded 
the  motion  and  it  was  carried. 

Dr.  Williams  moved  that  Mr.  Foster  prepare  a 
statement  telling  what  the  Endowment  Associa- 
tion does,  and  how  more  active  participation  on 
the  part  of  South  Dakota  physicians  is  desired.  The 
statement  should  be  presented  to  the  Committee 
for  approval  before  it  is  sent  to  the  doctors  in  the 
State,  along  with  the  financial  statement  showing 
the  loans  to  the  six  students  named  above. 

The  statement  should  also  include  the  needs  of 
the  future  for  the  Endowment  Association  and 
show  what  has  been  contributed  by  physicians  in 
the  past.  Dr.  McVay  seconded  the  motion  and  it 
was  carried. 

The  meeting  adjourned  at  10:00  P.M. 

COMMITTEE  ON  MEDICAL  SCHOOL  AFFAIRS 
AND  HOSPITALS  MEETING 
JANUARY  13,  1962  THE  INN 

HURON.  SOUTH  DAKOTA 

The  meeting  was  called  to  order  by  Chairman 
C.  B'.  McVay,  M.D.  Present  were  Drs.  R.  C.  Jahraus, 
T.  J.  Wrage,  Jr.,  F.  R.  Williams,  W.  H.  Saxton,  and 
Walter  Hard. 

The  minutes  of  the  previous  meeting  were  read 
by  Phyllis  Sundstrom.  On  motion,  the  minutes 
were  approved  as  read. 

Dr.  Williams  moved  that  John  Foster  be  instruc- 
ted to  write  a letter  to  each  District  Secretary  in- 
forming them  of  the  availability  of  Dean  Walter  L. 
Hard  to  appear  at  IJistrict  meetings  and  speak  on 
the  needs  of  the  medical  school  and  student  re- 
cruitment. The  motion  was  seconded  by  Dr.  Sax- 
ton and  carried. 

Dr.  Wrage  moved  that  the  Committee  recom- 
mend to  the  Coimcil  that  they  provide  for  two 
scholarships  of  $100  each,  one  to  a freshman  and 
one  to  a sophomore  in  the  Medical  School.  The 
motion  was  seconded  by  Dr.  Jahraus  and  carried. 

Dr.  Jahraus  moved  that  the  Committee  recom- 
mend to  the  Council  that  an  additional  tuition 
scholarship,  in  the  amount  of  $350.00,  be  provided 
to  be  awarded  to  an  incoming  freshman  student. 
The  recipient  of  this  scholarship  will  be  deter- 
mined by  the  Scholarship  Committee  of  the  Med- 
ical School  on  the  basis  of  scholastic  ability  and 
need.  The  cotion  was  seconded  by  Dr.  Wrange  and 
carried. 

Dr.  Williams  moved  that  the  Committee  recom- 
mend to  the  Council  that  $100'.00'  be  provided  for 
expenses  of  the  delegate  from  the  Medical  School 
to  the  annual  meeting  of  SAMA.  The  motion  was 
seconded  by  Dr.  Jahraus  and  carried. 

Dr.  Hard  discussed  the  matter  of  a retirement 
program  for  members  of  the  faculty  of  the  Medical 
School  and  also  salaries  for  the  faculty.  Dr. 
Jahraus  moved  that  a statement  be  drafted  for 
presentation  to  the  Board  of  Regents  by  the  Coun- 
cil, endorsing  a retirement  program  for  the  faculty 
of  the  Medical  School.  The  motion  was  seconded 
by  Dr.  Wrage  and  carried. 

_ Dr.  Hard  discussed  AMEF  contributions  by  phy- 
sicians. He  indicated  that  possibly  contributions 


1 n ™ 


SOUTH  DAKOTA 


will  be  approximately  $1,000  less  than  in  1960. 

Dr.  Hard  discussed  the  matter  of  body  bequests. 
Dr.  Williams  moved  that  Dr.  Hard  be  authorized  to 
prepare  a statement  of  information  on  this  subject 
to  be  sent  to  physicians  in  the  State.  The  motion 
was  seconded  by  Dr.  Wrage  and  carried. 

Dr.  Hard  announced  the  date  of  the  annual  din- 
ner dance  for  the  Medical  School  as  April  6,  at  the 
Westward  Ho  Country  Club  in  Sioux  Falls. 

The  meeting  adjourned  at  10:45  P.M. 


HOUSE  OF  DELEGATES  MEETING 

The  meeting  of  the  House  of  Delegates  of  the 
South  Dakota  Medical  Association  was  called  to 
order  by  C.  R.  Stoltz,  M.D.  on  January  14,  1962  in 
the  Embassy  Room  in  the  Inn  Hotel,  Huron,  South 
Dakota.  Present  at  roll  call  were  Drs.  C.  J.  Mc- 
Donald, M.  Davidson,  A.  P.  Reding,  A.  A.  Lamport, 
M.  C.  Tank,  C.  R.  Stoltz,  J.  J.  Stransky,  L.  C.  Ask- 
wig,  P.  Hohm,  N.  E.  Wessman,  T.  H.  Sattler,  J.  T. 
Elston,  E.  A.  Johnson,  J.  Berbos,  W.  R.  Taylor, 
D.  Scheller,  R.  C.  Jahraus,  J.  H.  Lloyd,  R.  Giebink, 
J.  Donahoe,  J.  P.  Steele,  R.  J.  Foley,  W.  A.  Geib, 
S.  F.  Sherrill,  G.  R.  Bartron,  and  T.  Wrage. 

Dr.  McDonald  moved  that  we  dispense  with  the 
reading  of  the  minutes.  Dr.  Davidson  seconded 
the  motion  and  it  carried. 

Dr.  M.  C.  Tank  moved  that  we  accept  the  Reso- 
lution of  South  Dakota  State  Medical  Association 
on  HR  4222  as  proposed  and  send  copies  to  the 
people  indicated  at  the  bottom  of  the  sheet.  Dr. 
Davidson  seconded  the  motion  and  it  carried. 

The  meeting  adjourned. 

RESOLUTION  OF  SOUTH  DAKOTA  STATE 
MEDICAL  ASSOCIATION  ON  HR  4222 

WHEREAS:  Social  Security  medical  care  is  a sys- 
tem foreign  to  the  American  system 
of  individual  enterprise,  and 
WHEREAS:  Such  a program,  putting  the  govern- 
ment directly  in  the  area  of  providing 
medical  care  to  a segment  of  the 
population  without  demonstrable 
need,  constitutes  socialized  medicine, 
and 

WHEREAS:  The  implications  of  such  “foot-in-the- 
door”  legislation  constitute  a definite 
hazard  to  individual  freedom,  and 
WHEREAS:  The  cost  of  providing  Social  Security 
care  must  of  necessity  force  those 
taxes  to  a level  that  would  seriously 
endanger  the  economy,  and 
WHEREAS:  The  insurance  principle  espoused  by 
its  promoters  does  not  exist  in  fact, 
because  all  monies  set  aside  the  first 
year  for  currently  employed  persons 
would  be  used  the  first  year  by  cur- 
rently retired  persons  whether  or  not 
they  needed  such  benefits,  and 


WHEREAS:  Those  who  have  actual  need  have 
avenues  of  care  without  a grandiose 
bureaucratic  establishment, 
THEREFORE  BE  IT  RESOLVED  That  the  South 
Dakota  State  Medical  Association  in 
special  session  assembled,  reiterates 
its  strong  opposition  to  any  plan  of 
medical  care  in  connection  with  So- 
cial Security  as  embodied  in  HR  4222 
or  any  similar  legislation. 

BE  IT  FURTHER  RESOLVED  That  the  South 
Dakota  State  Medical  Association 
reiterate  its  support  of  voluntary  pro- 
grams supplemented  by  local  tax- 
supported  programs  insofar  as  they 
meet  a definite  need. 

Adopted  at  a special  meeting  of  the  House  of 
Delegates  of  the  South  Dakota  State  Medical  Asso- 
ciation, Huron,  South  Dakota,  January  14,  1962. 


Speaker  of  the  House  of  Delegates 


President 

Copies  to: 

The  President  of  the  United  States 
Senator  Karl  E.  Mundt 
Senator  Francis  Case 
Representative  E.  Y.  Berry 
Representative  Ben  Reifel 
Honorable  Wilbur  Mills,  Chairman 
House  Ways  and  Means  Committee 


Dr.  R.  J.  Lynn  of  Big  Forks,  Minnesota, 
has  indicated  that  he  will  open  a practice  in 
Edgemont,  this  spring.  Edgemont  is  com- 
leting  the  building  of  a hospital  and  the  com- 
munity is  in  hopes  of  securing  the  services 
of  a second  physician  also. 


ASSIST  FOR  A.M.A.  MEDICAL 
EDUCATION  LOAN  PROGRAM 

Merck  Sharp  & Dohme  will  match  the  first 
$100,00  to  be  contributed  by  physicians  to  the 
new  medical  education  loan  program  of  the 
American  Medical  Association,  it  was  an- 
nounced by  Stuart  T.  Henshall,  vice  president 
and  general  manager  of  MSD. 

The  AMA  program  is  designed  to  provide 
loans  to  medical  students  and  to  physicians 
in  residency  and  internship  training. 
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Pop's  Proverbs 

Never  forget  that  one 
man’s  sin  may  be  another 
man’s  virtue.  It  depends 
on  the  point  of  view — and 
the  result. 


NEWS  NOTES 
John  S.  Tschetter,  M.D., 

has  been  selected  “Man  of 
the  Year”  by  the  Huron 
Chamber  of  Commerce.  A 
resident  of  Huron  since  1916, 
Dr.  Tschetter  has  long  been 
active  in  civic  affairs.  He 
served  for  many  years  as 
city  commissioner  and  as 
mayor  of  Huron. 

One  of  the  benefits  which 
Huron  has  received  from  Dr. 
Tschetter’s  residence  is  the 
gift  of  more  than  a quarter 
of  a million  dollars  to  the 
non-profit  Violet  Tschetter 
Memorial  Nursing  Home. 
This  gift  was  matched  by 
money  from  federal  Hill- 
Burton  funds,  and  the  home 

is  now  under  construction. 

^ ^ ^ 

The  Westward  Ho  Country 
Club  was  the  scene  of  the  7th 
District  Medical  Associa- 
tion’s meeting  February  6th. 
The  guest  speaker  was  Dr. 
Edmund  Burke  of  Des 


Moines,  Iowa,  who  spoke  on 
“Pediatric  Urology.”  Busi- 
ness at  hand  included:  1)  In- 
corporation of  the  Society; 
2)  Report  on  the  fluoridation 
issue;  and  3)  Consideration  of 

medical  legislation. 

* * 

M.  R.  Gelber,  M.D.,  former 
Aberdeen  physician  and  sur- 
geon, is  recovering  at  his 
home  in  Lincoln,  Nebraska, 
from  a heart  attack  suffered 
recently. 

* * !j: 

The  Third  District  held  a 
meeting  in  Madison  the  22nd 
of  February.  Robert  Giebink, 
M.D.,  of  Sioux  Falls  was  the 
after-dinner  speaker. 

* * H: 

The  annual  meeting  of  the 
Medical  Library  Association 
will  be  held  in  Chicago  from 
June  4-8,  1962  at  the  Shera- 

ton-Chicago  Hotel. 

* * * 

Since  1957,  infectious 
syphilis  has  been  increasing 
at  an  alarming  rate  in  all 
races,  sexes,  ages,  social 
groups,  and  geographic  areas. 
In  an  effort  to  aid  all  phy- 
sicians who  might  come  in 
contact  with  patients  who 
have  infectious  syphilis,  the 
Venereal  Disease  Program  of 


the  Public  Health  Service 
distributes  a booklet  entitled, 
“Current  Literature  on  Ven- 
ereal Disease”  free  of  charge 
to  physicians  upon  their  per- 
sonal request.  To  obtain  this 
booklet,  address  your  request 
to:  Communicable  Disease 
Center,  Atlanta  22,  Georgia, 
Attention:  Dr.  William  J. 
Brown,  Chief,  Venereal  Di- 
sease Branch. 

* * * 

The  annual  general  session 
of  the  North  Dakota,  Ne- 
braska, and  South  Dakota 
District  Branch  of  the  Amer- 
ican Psychiatric  Association 
will  be  held  Thursday,  March 
22,  1962.  The  meeting  will 
take  place  at  the  Yankton 
State  Hospital  in  Yankton, 

South  Dakota. 

* * * 

Arthur  Ullman,  M.D.,  a 

specialist  in  urology,  has 
joined  the  staff  at  the  Aber- 
deen Medical  Center.  Dr. 
Ullman  had  been  in  practice 
in  Brooklyn,  New  York,  for 
a year  and  a half.  Prior  to 
opening  his  private  practice, 
he  had  been  chief  of  urology 
at  the  Veterans  Administra- 
tion Hospital  in  Wilmington, 
Delaware. 
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a medical  milestone  at  America's  crossroads 


eting 


CHICAGO’S  MAGNIFICENT  McCORMICK  PLACE  • JUNE  24-28,  1962 

This  is  Chicago's  splendid,  new  exposition  center  offering  every  conceivable  convenience  in 
the  nation’s  most  exciting  convention  city.  More  than  a convention  hail,  McCORMICK  PLACE 

is  a complex  of  unobstructed  exhibit  area,  spacious  meeting  rooms,  beautiful  theaters, 
glamorous  restaurants  and  lounges,  and  colorful  promenades  adjacent  to  huge  parking 
lots  and  enticing  lagoons.  And  in  this  spectacular  setting  on  the  shores  of 
Lake  Michigan  just  a summer  stroll  from  midtown  hotels,  stores  and  entertainment  districts, 
air-conditioned  McCORMICK  PLACE  offers  you  the  unsurpassed  opportunity  to  participate  in 

the  most  comprehensive  of  all  medical  meetings,  the  ultimate  in  post-graduate  education. 


Here,  completely  assembled-all  in  this  one 
building-will  be  the  greatest  cross-section 
of  every  medical  interest: 

★ More  than  200  eminent  scientists  in  the 
Multiple  Disciplinary  Research  Forum 

★ Eight  general  programs,  never  before  scheduled, 
by  the  combined  specialties 


★ Over  700  exhibits  staffed  by  top  researchers 
and  expert  technologists 

★ Surgical  innovations  and  symposia  on  live 
color  TV  and  motion  picture  premieres 

★ Special  daily  features  representing  each 
medical  discipline-and  countless  other  vita! 
programs  to  serve  you  in  your  practice 


AMERICAN  MEDICAL  ASSOCIATION 
535  North  Dearborn  Street,  Chicago  10,  Illinois 

See  JAMA  May  19  for  complete  scientific  program ...  for  physician  advance  registration  and  hotel  reservation  forms 
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THE  FORMULATION  OF  MODERN 
DERMATOLOGICAL  VEHICLES* 
by 

Robert  Gibson,  Ph.D.** 


When  preparing  a dermatologically  thera- 
peutic material  for  topical  application  we 
often  give  too  little  consideration  to  the  ve- 
hicle. Custom  often  determines  the  selection 
of  the  vehicle,  and  its  choice  usually  depends 
more  often  on  its  pleasing  physical  properties 
than  on  therapeutic  efficacy.  We  seem  to  em- 
phasize such  properties  as  odor,  color, 
stability,  and  compatibility  with  various 
other  chemicals  rather  than  giving  more 
thought  to  its  ability  to  dissolve  drugs,  and 
cool  and  wet  the  skin. 

In  choosing  a vehicle  several  considerations 
should  be  made: 

1.  The  general  characteristics  of  the  pa- 
tient’s skin.  Whether  oily,  dry,  light, 
dark,  coarse,  thin,  etc. 

2.  The  area  of  the  skin  being  treated  — 
hairy,  smooth,  etc. 

3.  Condition  of  the  skin  being  treated. 
Whether  unbroken,  broken,  has  lesions, 
is  oozing,  hyperkeratotic,  etc. 

4.  The  effect  of  the  drug  on  the  vehicle  — 
emulsion  separation. 

5.  Effect  of  the  vehicle  on  the  drug  — hy- 
drolysis, oxidation,  or  chemical  combina- 
tion. 

^Presented  at  20th  Annual  Convention  of  the 

American  College  of  Apothecaries,  San  Fran- 
cisco, California,  September  29-October  2,  1961. 

**University  of  California  School  of  Pharmacy, 

San  Francisco,  California. 


6.  Influence  of  the  vehicle  on  the  action  of 
the  drug  on  the  skin;  increased  penetra- 
tion of  the  skin. 

7.  Action  of  the  vehicle  on  the  skin  — 
evaporation  prevention,  emollient  action, 
drying  action,  etc. 

Now,  what  are  some  of  the  functions  of  the 
vehicle?  Some  of  the  more  important  func- 
tions are: 

1.  A transporting  medium  for  the  drug  and 
a means  of  keeping  it  in  place. 

2.  To  influence  the  penetration  of  a drug 
into  and  through  the  skin. 

3.  To  protect  the  skin. 

4.  To  alter  the  skin  texture. 

5.  To  alter  evaporation  from  the  skin. 

6.  To  aid  in  the  removal  of  secretions  from 
the  skin. 

Being  the  carrier  is  probably  the  most  im- 
portant function  of  a vehicle  for  seldom  are 
drugs  applied  directly  to  the  skin.  They  are 
usually  dispersed  by  solubilizing  or  suspend- 
ing in  a vehicle  which  will  distribute  the  drug 
evenly  over  the  abnormal  area  and  hold  it  in 
place.  When  choosing  the  vehicle  then  we 
must  also  consider  the  solubility  of  the  drug 
in  the  vehicle,  the  volatility  of  the  vehicle, 
and  the  ability  of  the  vehicle  to  permit  trans- 
fer of  the  drug  from  the  vehicle  to  the  skin. 

As  for  drug  solubility  in  a vehicle  the  ve- 
hicle may  carry  a drug  in  one  of  three  ways. 
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a true  solution,  a colloidal  solution,  or  in  sus- 
pension. In  a true  solution  its  state  of  sub- 
division is  molecular  or  smaller  than  mole- 
cular. In  colloidal  solutions,  the  particle  size 
may  be  very  small  but  it  is  still  larger  than 
molecular.  In  suspensions,  the  particle  size 
is  larger  still,  and  its  size  will  be  determined 
by  the  method  used  to  produce  the  suspen- 
sions. 

In  true  and  colloidal  solutions  the  drug 
moves  about  freely  in  the  vehicle.  If  the  drug 
is  present  in  suspension,  the  particles  are  too 
large  to  move  and  remain  in  a fixed  position. 
Therefore,  in  a soluble  solution  those  mole- 
cules of  the  drug  which  are  not  at  the  inter- 
face between  the  vehicle  and  the  skin  when 
the  material  is  first  applied  to  the  skin  will 
reach  the  interface  at  some  later  time  because 
they  move  about  freely  in  the  solution.  Thus 
the  entire  amount  of  the  drug  is  available 
to  the  skin.  However,  when  the  drug  is  pres- 
ent in  suspension  only  those  particles  which 
are  at  the  interface  when  the  material  is  ap- 
plied will  come  into  contact  with  the  skin. 
The  particles  at  a distance  from  the  interface 
cannot  move  about  and  are  not  available  to 
the  skin.  Now  if  we  increase  the  concentra- 
tion of  a drug  within  the  limits  of  its  solu- 
bility in  a vehicle  we  may  theoretically  as- 
sume that  the  action  of  that  drug  on  the  skin 
will  be  increased  in  direct  proportion  to  the 
increase  in  concentration.  For  example,  if  we 
double  the  concentration  of  a drug  the  num- 
ber of  molecules  originally  in  contact  with 
the  skin  will  be  doubled  because  they  are 
constantly  moving  about  in  solution.  There- 
fore, the  action  on  the  skin  should  be  doubled. 

Now,  if  we  increase  the  concentration  of  a 
drug  which  is  insoluble  in  the  vehicle,  the 
action  of  the  drug  on  the  skin  may  not  be  in- 
creased in  direct  proportion  to  the  increase 
in  concentration.  When  the  concentration  is 
double,  the  amount  of  drug  in  contact  with 
the  skin  when  first  applied  will  be  double, 
but  if  some  of  this  is  used  up  in  the  reaction 
with  the  skin,  no  more  will  be  brought  to  the 
surface  of  the  skin,  since  the  suspended  par- 
ticles do  not  move  about  in  the  vehicle. 

Before  a drug  can  exert  its  chemical  or 
physiological  action  on  the  skin  it  must  be 
transferred  from  the  vehicle  to  the  skin  itself. 
The  skin  contains  large  amounts  of 
water  and  is  continually  giving  off  water  as 
perspiration.  The  skin  may  therefore  be  of 


an  aqueous  or  oily  nature  dependent  upon 
several  factors  such  as  sebaceous  (oily)  secre- 
tions and  proximity  to  apocrine  and  eccrine 
glands.  Normal  unbroken  skin  is  covered  by 
an  oily,  fatty  film  which  is  the  secretion  of  the 
sebaceous  glands.  The  areas  of  lesions  with 
a serous  exudate  or  the  area  of  a sweat  gland 
are  covered  with  an  aqueous  film.  An  aqueous 
vehicle  will  mix  easily  with  this  type  of  en- 
vironment. A hydrophobic  oily  vehicle,  such 
as  petrolatum  will  not  mix  with  the  sweat  or 
with  a serous  exudate.  The  transfer  of  a drug 
dissolved  in  a vehicle  to  a cutaneous  fluid 
with  which  the  vehicle  is  not  miscible  may 
occur  and  will  depend  on  the  relative  solu- 
bility of  the  drug  in  the  vehicle  and  in  the 
cutaneous  fluid.  A drug  suspended  in  a ve- 
hicle may  be  dissolved  out  of  the  vehicle  by  a 
cutaneous  fluid.  An  example  of  this  would 
be  the  leaching  of  salicylic  acid  from  petro- 
latum by  the  cutaneous  fluids. 

The  Vehicle  and  Its  Relation  to  the 
Skin  Surface 

Let  us  discuss  for  a moment  the  vehicle 
and  its  relation  to  the  skin  surface.  We  shall 
consider  oil-in-water  emulsions,  water-in-oil 
emulsions,  aqueous  vehicles,  oily  or  greasy 
vehicles  and  non-volatile  water-miscible  ve- 
hicles. 

The  oil-in-water  emulsions  will  deposit  a 
hydrophilic  oil  film  on  the  skin  surface  after 
the  evaporation  of  the  volatile  external  phase. 
This  oil  will  redisperse  in  water  with  relative 
ease.  This  two  phase  system  can  be  formu- 
lated to  do  what  is  desired  but  it  eventually 
remains  as  a semi-permeable  oil  film  on  the 
skin.  This  film  will  maintain  hydration  of 
callus  tissue  for  an  appreciable  period,  with- 
out being  occlusive.  This  hydration  is  in- 
creased by  perspiration  which  is  continually 
arriving  at  the  skin-vehicle  interface. 

Aqueous  vehicles  initially  moisten  the  skin, 
but  they  do  not  retain  the  perspiration.  For 
the  most  part  these  aqueous  vehicles  are 
volatile,  therefore  any  drug  incorporated  in 
this  type  of  vehicle  ultimately  remains  on  the 
skin  by  itself,  or  as  a dry  deposit  on  the  skin. 

The  water-in-oil  emulsions  are  rather  oc- 
clusive oil  films  thereby  allowing  for  the 
greatest  accumulation  of  perspiration  at  the 
skin-vehicle  interface,  and  consequently, 
allows  for  the  greatest  hydration  of  the  skin 
surface.  Because  of  its  oily  nature  it  is  the 
least  miscible  with  perspiration. 
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The  non-volatile  water  miscible  vehicles 
are  freely  miscible  with  perspiration.  Since 
they  do  not  retard  the  evaporation  of  sweat, 
they  will  not  soften  callus  tissue  as  will  the 
oil-in-water  or  water-in-oil  emulsions.  There- 
fore, they  maintain  the  least  hydration  of  the 
skin-vehicle  interface. 

I have  made  mention  of  emulsions;  there- 
fore, before  we  begin  to  formulate  derma- 
tological vehicles,  we  should  consider  the  area 
of  emulsification.  Emulsification  is  the  pro- 
cess of  dispersing  one  material  throughout 
another  in  separate  droplets  effecting  a dis- 
persion. How  long  it  will  retain  the  physical 
dispersion  is  dependent  upon  several  factors 
including  the  emulsifier.  Emulsions  are  often 
complex,  therefore  it  is  difficult  to  establish 
rules  to  govern  them.  Aging  may  initiate  a 
change  in  an  emulsion  for  example.  This  is 
one  reason  why  generalizations  are  made 
when  discussing  emulsions. 

An  emulsion  is  a two  phase  system  con- 
sisting of  two  incompletely  miscible  liquids, 
one  being  dispersed  as  small  globules  in  the 
other.  The  dispersed  phase  is  the  internal  or 
discontinuous  phase,  and  the  continuous  or 
surrounding  phase  is  known  as  the  external 
phase.  When  two  immiscible  liquids  separate 
themselves  in  layers  there  is  little  contact 
area  between  them.  However,  when  one  of 
thse  liquids  is  broken  up  into  very  small  par- 
ticles which  are  uniformly  dispersed  in  the 
second  liquid,  there  is  a great  increase  in  the 
surface  of  contact.  This  results  in  a large  in- 
crease in  the  surface  energy,  and  the  greater 
the  surface  energy,  the  more  unstable  is  the 
dispersion.  Decreasing  the  size  of  the  par- 
ticles of  the  dispersed  phase  only  serves  to 
increase  the  total  surface  energy.  This  sur- 
face energy  is  the  product  of  the  area  and 
surface  tension  between  the  two  liquids  at  the 
surface  of  contact  and  is  known  as  the  inter- 
facial tension.  An  emulsifying  agent  is  a sub- 
stance which  will  reduce  the  interfacial 
tension,  reduce  the  total  surface  energy  and 
thus  tend  to  stabilize  the  emulsion.  This 
emulsifer  is  one  member  of  the  general  class 
of  surface-active  agents.  Others  are  wetting 
agents,  solubilizers,  detergents,  suspending 
agents,  etc.  The  type  of  emulsion  produced  is 
not  determined  primarily  by  the  relative 
amounts  of  the  two  phases,  but  is  deter- 
mined by  the  type  of  emulsifying  agent  used. 
Each  of  the  emulsifying  agents  is  charac- 


terized by  the  fact  that  a portion  of  its  mole- 
cule is  attracted  to  water.  This  portion  is 
known  as  the  hydrophilic  or  polar  group. 
The  other  portion  of  the  molecule  is  attracted 
to  the  oil  phase  and  is  known  as  the  lipophilic, 
hydrophobic,  or  non-polar  group.  The  im- 
portant lipophilic  groups  are  usually  long 
chain  hydrocarbons.  The  important  hydro- 
philic groups  are  -COOH,  -COONa,  SOsNa, 
-OSOsNa. 

Emulsifiers,  and  other  surface  active  agents, 
are  classified  as  ionic  or  non-ionic  or  am- 
pholytic.  The  ionic  types  are  either  anionic 
or  cationic  depending  upon  whether  the  sur- 
face-active portion  of  the  compound  lies  in 
the  anion  or  cation.  In  soap,  for  example,  the 
effective  portion  of  the  molecule  is  the  anion 
(oleate)  and  is  therefore  classified  as  anionic. 
As  with  other  ionic  emulsifiers,  the  hydro- 
philic portion  of  the  molecule  is  weak.  To 
strengthen  this  portion  of  the  molecule,  com- 
bining it  with  an  inorganic  ion  will  enhance 
its  water  attracting  ability.  Therefore,  soap, 
which  consists  of  an  oil-soluble  fatty  acid 
chain  with  a polar  carboxyl  group,  has  its 
water  attracting  carboxyl  group  strengthened 
by  neutralizing  it  with  an  alkali.  But  due  to 
its  ionic  character,  it  is  sensitive  to  the  pres- 
ence of  other  ions,  and  therefore  is  relatively 
ineffective  in  hard  water  and  in  electrolytes. 

Non-ionic  surface-active  agents  depend 
chiefly  upon  hydroxyl  groups  and  ether  link- 
ages to  create  the  hydrophilic  action.  Since 
they  do  not  ionize,  they  are  comparatively 
insensitive  to  hard  water  and  electrolytes. 

The  surfactant  molecule,  as  we  said  before, 
has  a dual  nature.  One  portion  is  lipophilic 
or  “oil-loving.”  Another  portion  is  hydro- 
philic, or  “water-loving.”  Most  surfactants 
are  non-ionic,  and  for  most  cases  may  be  con- 
sidered neutral,  non-volatile  and  heat  stable. 
Viscosities  range  from  thin  liquids  to  soft  and 
hard  waxes. 

Choosing  the  Proper  Surfactant 

The  question  now  is  how  do  we  choose  the 
proper  surfactant,  beside  trial  and  error?  Re- 
cently, there  has  been  devised  a system  of 
choosing  surfactants  known  as  the  HLB  sys- 
tem, the  name  being  derived  from  Hydro- 
phile-Lipophile-Balance.  This  system  is  based 
on  the  fact  that  every  surfactant  molecule  is 
partly  hydrophilic  and  partly  lipophilic,  and 
a certain  balance  of  these  two  parts  is  neces- 
sary for  various  types  of  surfactant  function. 
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The  surface  active  agent  is  then  assigned  a 
number,  called  its  HLB,  indicating  its  hydro- 
philic-lipophilic proportions.  The  lower  the 
HLB  value,  the  more  lipophilic  is  the  material; 
the  higher  the  HLB  value,  the  more  hydro- 
philic is  the  material.  The  mid-point  is  ap- 
proximately 10,  and  the  assigned  values  have 
ranged  from  1 to  40. 

Obviously,  there  is  a relationship  between 
the  behavior  of  the  surfactant  and  its  solu- 
bility in  water  or  oil.  The  HLB  system  pro- 
vides a means  of  classifying  surfactants  by 
HLB  numbers  which  relate  to  their  behavior 
and  solubility.  Thus,  from  the  HLB  value, 
one  may  readily  classify  the  surfactant  as  to 
the  type  of  behavior  to  be  expected  from  it, 
although  not  necessarily  its  efficiency  in  ac- 
complishing this  behavior. 

How  do  we  use  this  HLB  value  when 
formulating?  The  ingredients  of  pharmaceu- 
tical products  require  surfactants  of  a certain 
HLB  value  to  emulsify  or  solubilize  them. 
Consequently,  the  more  common  oils  and 
waxes  have  a “required  HLB”  value. 

For  example,  suppose  an  oily  O/W  lotion 
type  product  is  to  be  prepared.  The  lotion  is 
to  contain  mineral  oil  as  the  base,  lanolin 
for  emollient  properties,  and  cetyl  alcohol  for 
viscosity  control.  Let  us  use  these  propor- 
tions for  example: 


Mineral  oil 

35% 

Lanolin 

1% 

Cetyl  alcohol 

1% 

Emulsifier 

7% 

Water 

56% 

The  percentage  of  the  oil  phase  is  35%  plus 
1%  plus  1%  equalling  37%  total.  The  re- 
quired HLB  for  O/W  emulsification  is  cal- 
culated as  follows: 


Mineral  Oil  35 

— = 94.6%  X 12  (required  HLB) 

37  ==  11.5 

Lanolin  1 

— = 2.7%  X 10  ” 0.3 

37 

Cetyl  Alcohol  1 

— = 2.7%  X 15  ” 0.4 


(required) 

Emulsification  combination  in  the  range  of 
11-13  will  probably  give  the  best  results. 

For  cream  type  emulsions  or  very  heavy 
lotions,  this  method  for  calculation  of  HLB  of 
surfactants  is  not  usually  practical  since  an 


excess  of  lipophilic  emulsifier  is  generally 
used  for  thickening  action  (stearic  acid). 
Therefore,  the  value  of  the  emulsifier  com- 
bination actually  used  will  be  considerably 
lower  than  the  HLB  value  needed  only  for 
emulsification  or  solubilization. 

It  is  important  to  bear  in  mind  that  finding 
the  optimum  HLB  of  surfactants  for  your 
purpose  does  not  necessarily  assume  that  you 
have  found  the  optimum  surfactant.  This 
optimum  HLB  must  be  considered  in  con- 
junction with  the  chemical  type.  To  obtain 
the  best  results,  you  must  have  both  the 
proper  HLB  value  and  the  correct  chemical 
type. 

Preparing  Emulsions 

In  preparing  an  emulsion,  generally  speak- 
ing, best  results  are  nearly  always  obtained 
by  mixing  the  entire  emulsifier  portion  into 
the  oil  phase  of  the  product  regardless  of 
whether  the  emulsion  is  to  be  an  O/W  or 
W/0  product.  Then  these  materials  should 
be  heated  to  about  10°C.  above  the  melting 
point  of  the  highest-melting  wax.  Advice  has 
been  given  to  make  the  practice  of  adding 
the  oil-soluble  emulsifier  to  the  oil  phase  and 
the  water-soluble  emulsifier  to  the  water 
phase  before  mixing  the  two  phases,  but  more 
stable  emulsions  will  generally  result  if  the 
entire  emulsifier  portion  is  present  through- 
out the  mixing  process. 

The  water  phase  should  be  added  to  the 
oil  phase,  and  since  the  temperature  of  the 
two  phases  should  be  about  the  same  at  the 
time  of  emulsification,  it  is  advisable  to  heat 
the  water  to  about  2°C.  above  the  tempera- 
ture of  the  oil  phase  to  allow  for  cooling  dur- 
ing the  addition.  Add  the  water  phase  slowly, 
while  the  oil  phase  is  being  agitated.  Then 
cool  the  emulsion  slowly,  with  mild  agitation. 
In  the  case  of  a cream  or  ointment,  pour  the 
product  into  warm  jars  while  at  a tempera- 
ture just  above  the  set  point. 

If  perfume  or  essential  oils  are  included  in 
the  formula,  add  when  the  preparation  is  at 
about  45-50°C.  to  avoid  reaction  or  volatiza- 
tion  of  the  oils.  If  acid  salts  or  other  salts  are 
included,  add  them  as  finely  ground  powders 
or  solutions  after  the  emulsion  is  formed  and 
cooled. 

When  preparing  an  oil-in-water  emulsion 
add  the  water  phase  slowly  to  the  oil  phase. 
An  extremely  heavy  W/0  emulsion  often 
forms  at  first.  Suddenly  the  emulsion  appears 
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to  break  or  thin  out,  having  “inverted”  to  the 
desired  0/W  type  of  emulsion.  After  this 
point,  the  water  can  be  added  more  rapidly. 
O/W  emulsions  prepared  by  this  inversion 
technique  are  usually  emulsions  of  finer  par- 
ticle size,  and  hence  have  better  stability 
than  when  the  water  is  added  so  rapidly  that 
the  emulsion  formed  is  immediately  O/W  and 
remains  so. 

In  the  case  of  viscous,  high  oil-content  (80- 
90%  of  total)  oil-in-water  emulsions,  an  ex- 
ception is  made  to  the  usual  principle  of  add- 
ing the  water  phase  to  the  oil  phase.  In  pre- 
paring such  emulsions,  it  is  best  to  make  a 
“pre-mix”  containing  the  total  water  and 
emulsifier  with  approximately  an  equal 
amount  of  oil,  and  then  homogenize  this  while 
slowly  adding  the  remaining  oil. 

When  preparing  water-in-oil  emulsions,  the 
water  phase  is  added  to  the  oil  phase,  then 
it  is  best  to  homogenize  the  mixture,  unless  a 
small  amount  of  hydrophilic  emulsifier  is  in- 
cluded to  promote  ease  of  emulsification,  in 
addition  to  the  required  W/0  lipophilic  emul- 
sifier. 

It  is  preferable  to  use  distilled  water  or  de- 
ionized water  to  avoid  seasonal  changes  in 
the  water  supply  and  the  possibility  of  con- 
tamination of  the  product  by  dissolved  salts 
or  other  impurities.  Avoid  local  overheating 
of  the  ingredients.  Oftentimes  in  preparing 
an  emulsion  physical  agitation  is  needed. 
However,  the  amounts  and  types  of  emul- 
sifiers used  in  the  preparation  will  influence 
the  amount  of  agitation  needed. 

In  a sense,  the  physical  work  of  agitation  is 
done  to  accomplish  the  same  purpose  as  the 
emulsifiers,  that  is,  to  disperse  and  emulsify. 
Therefore,  the  more  of  one  that  is  used,  the 
less  of  the  other  is  required.  For  example, 
less  surfactant  is  required  when  a colloid  mill 
or  homogenizer  is  used  than  when  paddle 
type  agitation  is  used.  On  the  other  hand, 
considerable  milling  or  homogenizing  can 
often  be  eliminated  through  use  of  additional 
surfactant.  This  is  especially  true  in  the  case 
of  W/0  emulsions,  which  generally  require 
much  more  thorough  agitation  than  O/W 
emulsions.  By  using  a minor  amount  of  a 
water-soluble  emulsifier,  such  as  one  of  the 
Tween  products,  in  conjunction  with  the 
usual  oil-soluble  oleates  required  for  W/0 
emulsions,  the  milling  or  homogenization  pro- 
cess can  usually  be  shortened  or  eliminated. 


A common  cause  of  emulsion  instability,  or 
premature  “breaking”  of  the  emulsions  is  air 
entrapment,  since,  when  air  is  trapped  in  an 
emulsion  the  emulsifier  tends  to  migrate 
toward  the  air-liquid  interface.  An  easy  way 
to  avoid  this  air  entrapment  is  to  eliminate 
the  vortex  or  whirlpool-like  cavity  in  the 
preparation  during  mixing.  Just  changing 
the  rate  or  type  of  agitation  can  usually  ac- 
complish this.  The  mechanics  of  emulsifica- 
tion are  complex  and  are  little  understood. 
Temperatures,  order  of  addition  of  ingre- 
dients, mixing  techniques,  design  of  equip- 
ment, and  many  other  factors  influence  the 
results. 

Emulsification  equipment  includes  such 
methods  as  propeller  agitation,  planetary 
stirrer,  aeration,  turbine  agitation,  colloid 
mill,  homogenizer,  high  frequency  or  ultra- 
sonic oscillator,  pebble  and  ball  mills,  and  the 
old-fashioned  mortar  and  pestle. 

Temperature  control  has  been  mentioned 
when  emulsification  is  taking  place.  I must 
emphasize  that  surfactants,  by  their  nature, 
frequently  show  gross  changes  in  solubility 
with  changes  in  temperature,  and  these  solu- 
bility differences  can  markedly  influence 
emulsification  efficiency.  Another  factor  of 
great  importance  is  the  rate  of  cooling. 

We  have  now  been  led  to  a discussion  of 
preservatives  and  anti-oxidants.  The  number 
of  compounds  specifically  intended  for  use 
as  cosmetic  preservatives  is  quite  limited,  for 
many  compounds  exhibiting  antimicrobial 
action  are  not  applicable  for  use  in  cosmetics 
due  to  one  or  more  undesirable  qualities. 
They  may  impart  an  undesirable  odor  or 
color,  they  may  be  toxic,  irritating,  or  aller- 
genic. Other  limiting  factors  are  the  insta- 
bility or  effectiveness  only  within  a narrow 
pH  range.  Probably  the  most  universal  and 
effective  are  the  parahydroxy  benzoates, 
specifically  methyl  and  prophylparabens,  in 
concentrations  of  approximately  0.15%  and 
0.02-05%  respectively. 

Considering  anti-oxidants,  those  most  ef- 
fective for  the  unsaturated  materials  such  as 
the  vegetable  oils,  etc.,  are  probably  citric 
acid,  and  butylated  hydroxy  toluene. 

In  conclusion,  let  me  again  say  that  the 
formulation  of  dermatological  vehicles  re- 
quires some  thought  in  various  areas  includ- 
ing skin  penetration,  drug  absorption,  and 
vehicle  stability.  The  problems  are  often 
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complex,  therefore  it  is  difficult  to  establish 
rules  to  govern  the  formulation,  and  fre- 
quently the  best  results  will  be  obtained  only 
after  trial  and  error  methods  have  been  at- 
tempted. 


A STATEMENT  ON  DIAPULSE 

The  Medical  and  Scientific  Committee  of 
The  Arthritis  and  Rheumatism  Foundation  is 
of  the  opinion  that  the  publicity  now  being 
given  to  the  device  known  as  “Diapulse”  as 
“a  dramatic  breakthrough  in  the  treatment  of 
arthritis”  or  “the  best  treatment  of  arthritis 
now  available”  with  all  the  connotations  that 
go  with  such  statements  is  not  in  the  best  in- 
terest of  the  patients  with  this  affliction  or 


their  physicians.  It  is  the  opinion  of  the  MSC 
that  the  evidence  from  clinical  trials  to  date 
does  not  warrant  these  statements. 

The  true  value  of  a particular  form  of  treat- 
ment for  arthritis  cannot  be  based  on  early 
clinical  experience  which  frequently  leads  to 
initial  enthusiastic  reports  which  may  not  be 
substantiated  later  by  extended  trials.  This 
is  especially  the  case  in  rheumatoid  arthritis 
which  has  periods  of  natural,  spontaneous  re- 
mission during  which  the  patient  seems  to 
improve  no  matter  what  is  being  done  for 
him. 

Ronald  W.  Lamont-Havers,  M.D. 

Medical  Director 

The  Arthritis  and  Rheumatism  Foundation 

New  York  19,  New  York 


PHARMACEUTICAL  CONTRIBUTIONS  TO  MEDICINE 

Present  indications  are  that  in  the  sixties  our  growth  will  be  even  more  fabulous  than  it 
was  in  the  fifties  and  the  forties.  In  that  two-decade  period  mere  effective  new  drugs  to  pre- 
vent, diagnose  and  treat  countless  illnesses  were  discovered  than  in  the  entire  period  of  re- 
corded medical  history.  Do  you  realize  that  80  per  cent  of  the  prescriptions  now  written 
could  not  have  been  prescribed  10  years  ago,  that  1 and  million  Americans  are  alive  today 
because  of  new  treatments  in  the  past  10  years,  and  that  five  years  have  been  added  to  man’s 
lifespan  in  the  last  few  decades.  Leonard  W.  Larson,  M.D.,  President,  American  Medical 
Association,  to  American  Association  of  Medical  Assistants. 
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NURSING  HOMES  --  THEIR  GROWTH 
AND  EFFECT  ON  PHARMACY* 
by 

Kenneth  Nelson** 


Pharmacists  of  30  years  ago  had  a relatively 
simple  task  compared  to  the  pharmacists  of 
today.  Analysis  of  a day’s  prescriptions  would 
reveal  that  the  former  had  to  contend  with 
some  50  to  100  different  drugs.  The  present- 
day  pharmacist  numbers  drugs  and  their 
specialty  form  medications  in  the  thousands 
with  more  coming  onto  the  market  almost 
daily.  According  to  the  De  Haen  Survey,  1950- 
1960,  3,853  totally  new  pharmaceuticals  were 
introduced  on  the  medical  scene  since  1950. 
This  report  shows  further  that  1,084  new 
dosage  forms  have  been  introduced  each  year 
or  a little  better  than  one  new  drug  form  for 
each  day  since  1950. 

It  is  remarkable  that  the  pharmacists  of 
this  country  have  been  able  to  keep  pace  with 
the  extraordinary  advances.  Most  people 
would  have  given  up  long  ago.  It  is  a tribute 
to  each  pharmacist  and  to  the  profession  as  a 
whole  that  there  have  been  few  if  any  acci- 
dents resulting  from  this  rapid  introduction 
of  new  products.  Every  pharmacist  should 
strive  to  keep  this  reputation  untarnished  and 
to  maintain  the  same  high  quality  of  per- 
formance. 

Maintaining  high  standards  for  the  practice 
of  pharmacy  is  the  most  effective  way  you 


*Presented  at  20th  Annual  Convention  of  the 
American  College  of  Apothecaries,  San  Fran- 
cisco, California,  September  29-October  2,  1961. 

**United  States  Public  Health  Service. 


can  assure  yourselves  of  continued  success  in 
providing  the  American  public  with  safe 
drugs.  These  standards  should,  if  at  all  pos- 
sible, be  voluntarily  developed  and  main- 
tained. Unless  such  is  done,  you  only  have 
yourselves  to  blame  if  others  impose  regu- 
lations on  you  that  you  cannot  live  with. 

Regulating  your  own  industry,  however,  is 
only  part  of  your  responsibility.  You  have  a 
moral,  if  not  a legal,  responsibility  to  assist  in 
the  development  of  standards  governing  drug 
control  in  the  health  institutions  of  this  na- 
tion. To  a large  extent,  you  have  accepted 
this  responsibility  in  the  area  of  hospitals. 
Hospitals,  however,  are  not  the  only  facilities 
caring  for  sick  and  disabled  today. 

The  newest  and  fastest  growing  group  of 
facilities  in  the  picture  today  is  the  nursing 
home  group.  In  1954  this  group  contained 
25,000  homes  having  400,000  beds.  The  people 
cared  for  in  these  homes  are  the  “forgotten 
segment  of  man-kind.”  Over  90%  of  them 
are  beyond  the  age  of  65.  Most  of  them  can- 
not walk  alone  and  over  34%  of  them  are 
completely  bedfast.  Almost  67.5%  of  the 
people  in  these  homes  receive  as  many  as 
eight  different  medications. 

Forty-nine  (49)  States  presently  license 
nursing  homes  and  have  adopted  rules  and 
regulations  to  govern  their  operation.  A re- 
view of  these  regulations  should  indicate  how 
concerned  pharmacists  have  been  in  seeing 
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that  the  drugs  used  in  these  homes  are  safely 
labelled,  effectively  handled,  and  safely 
stored. 

A study  of  the  various  State  Laws  and 
Regulations  governing  nursing  homes  in 
effect  as  of  January  1,  1961  yielded  the  fol- 
lowing information; 

A.  States  having  nursing  home  licensure 
standards:  49 

B.  Labelling  requirements: 

States  having  some  requirements;  34 
States  having  no  requirements  : 15 


Total  : 49 


Requirement 

Yes 

No  Statement 

Label  have  directions 

26 

8 

Label  show  patients  name 

21 

13 

Label  show  doctors  name 

18 

16 

Label  show  prescription 
number 

21 

13 

Label  show  pharmacy  name 

10 

24 

Label  show  contents 

6 

28 

Label  be  legible 

34 

0 

Label  be  original  and 
unaltered 

28 

6 

Label  show  date  of  filling 

6 

28 

C.  Requirements  regarding  administration 
of  drugs  to  patients. 


Requirements  Yes  No  Statement 


On  doctor’s  orders 

42* 

— 

On  prescription 

14 

35 

On  doctor’s  orders 
and  prescription 

8 



Medications  must  be  recorded 

47 

2 

Only  staff  may  give  legend 
drugs 

13 

36 

Automatic  stop  orders 

7 

42 

Non-legend  drugs  given  with- 
out orders  of  prescription 

4 

45 

* 3 States  require  neither  physician’s  orders  or 
prescriptions  for  Legend  Drugs. 

D.  First  aid  kit  must  be  available:  12  States. 

E.  Storage  and  handling  of  Pharmaceu- 
ticals. 


Requirement 

Yes 

No  Statement 

All  pharmaceuticals  kept  in 
' locked  cabinets 

49 

0 

Narcotics  under  double  lock 

33 

16 

Medicine  or  drug  room 
permitted 

11 

38 

Physicians  permitted  to  have 
private  storage 

7 

42 

Stocking  permitted 

2 

— 

Stocking  permitted 
with  pharmacist 

5 



No  stocking  permitted  with  or 
without  pharmacist 

5 



Stock  bottles  permitted 

3 

— 

Poisons  labelled  and  stored 
separately 

22 

27 

Destruction  of  all  pharmaceu- 
ticals when  patient  leaves 

27 

22 

Return  narcotics 

8 

— 

Allow  permit  for  narcotics 

12 

— 

Narcotics  record 

29 

20 

No  attempt  will  be  made  to  comment 
further  on  this  subject.  The  facts  seem  to 
speak  for  themselves.  They  point  out  that 
pharmacists,  individually  and  collectively, 
should  take  a greater  interest  in  nursing 
homes,  immediately. 

Nursing  home  administrators,  by  and  large, 
want  to  give  a high  standard  of  care.  In  many 
areas,  however,  they  do  not  have  nor  do  they 
know  where  to  get  the  technical  information 
to  provide  this  care. 

One  nursing  home  administrator,  in  des- 
cribing his  experiences  in  seeking  advice  on 
management  of  drugs  in  his  “home”,  said 
that  he  tried  for  more  than  a year  to  interest 
the  pharmacists  in  his  community  in  his  prob- 
lems, but  they  were  all  “too  busy”  to  help 
him.  They  were  not  too  busy,  however,  to 
sell  him  drugs. 

Finally,  he  contacted  his  state  society  of 
hospital  pharmacists.  Fortunately,  they 
helped  him  set  up  a system  of  drug  controls 
and  were  able  to  persuade  the  county  phar- 
macists to  help;  they  were  not  too  busy.  The 
latter  group  is  now  providing  consultation  to 
the  home  on  a regular  basis.  As  a result,  drug 
handling  practices  in  the  home  have  im- 
proved markedly. 

The  American  Pharmaceutical  Association 
has  become  increasingly  aware  of  the  prob- 
lem facing  nursing  home  administrators 
throughout  the  country.  In  order  to  help 
nursing  home  administrators  and  pharmacists 
better  understand  each  other,  they  have  been 
assisting  the  American  Nursing  Home  Asso- 
ciation to  develop  a guide  book  dealing  with 
the  handling  of  pharmaceuticals  in  nursing 
homes.  This  book  is  designed  to  explain  phar- 
maceutical handling  to  nursing  home  admin- 
istrators, and  nursing  homes  to  pharmacists. 
It  should  be  available  in  the  spring  of  1962. 

The  Public  Health  Service’s  Division  of 
Chronic  Diseases  also  recognized  the  need  for 
adequate,  safe  and  economical  handling  of 
drugs  in  nursing  homes.  Evidence  of  this 
recognition  can  be  found  in  the  fact  that  a 
chapter  of  the  recent  publication  “Nursing 
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Home  Standards  Guide”  is  devoted  to  this 
subject.  This  guide  recommends  that: 

1.  Every  nursing  home  should  have  at  least 
a consultant  pharmacist,  or  pharmacy 
committee. 

2.  Every  nursing  home  should  have  drug 
control  measures,  in  writing,  that  in- 
clude: automatic  stop  orders,  copies  of 
prescriptions  for  all  medications  given 
in  the  home,  approved  narcotic  control 
records  if  narcotics  are  administered  and 
definite  disposal  provisions. 

3.  Nursing  homes  should  adopt  the  follow- 
ing storage  measures:  locked,  well 
lighted  medicine  cabinet;  clear  careful 
labelling  measures;  legal  disposition  of 
all  drugs  purchased  including:  destruc- 
tion and  return  provisions,  and  permis- 
sion to  stock  legend  drugs  only  if  a phar- 
macist is  retained  by  the  home  at  least 
on  a part-time  basis. 

The  purpose  of  this  guide  is  to  help 
standard-setting  authorities  develop  min- 
imum standards  for  the  establishment,  main- 
tenance and  operation  of  nursing  homes.  The 
statements  and  recommendations  in  this 
guide  differ  from  those  being  developed  by 
various  voluntary  groups  in  that  they  are 
minimal  in  nature  and  relate  to  laws  and 
regulations.  The  guide  can  be  used,  however, 
to  form  a basis  for  a program  to  bring  about 
improvement  of  care  in  nursing  homes.  The 
seven  pages  devoted  to  pharmaceuticals,  for 
instance,  could  serve  as  a starting  point  for 
a local  pharmacy  group  to  launch  into  a 
planned  program  of  education  for  nursing 
home  administrators. 

Whether  the  recommendations  of  this  guide 
are  heeded  by  those  responsible  for  licensing 
nursing  homes  in  the  several  states  or  not 
will,  to  a large  extent  depend  on  the  action 
taken  by  the  pharmacists  of  this  nation  and 
others  concerned  with  medical  care.  Talking, 
passing  resolutions,  and  appearing  interested 
is  not  enough.  We  all  must  stand  ready  to 
help  nursing  home  administrators  solve  their 
problems.  We  must  plan  and  participate  in 
programs  designed  to  meet  their  lack  of  tech- 
nical knowledge.  In  short,  we  must  play  as 
well  as  talk  a good  game. 

Each  of  us  as  individuals,  interested  in  med- 
ical care,  must  shoulder  a responsibility  for 
nursing  homes.  It  was  through  our  efforts  in 
the  health  field  that  they  came  into  existence. 


At  the  turn  of  the  century  a large  percentage 
of  our  population  died  from  the  ravages  of 
plagues  and  epidemics.  Such  things  as 
typhoid,  diptheria,  small  pox,  yellow  fever, 
cholera,  malaria,  flu,  strep  throat,  tuber- 
culosis, and  many  other  diseases  killed  off 
hundreds  of  thousands  of  people.  Today, 
deaths  attributable  to  these  causes  are  neg- 
ligible. Infant  mortality  has  dropped  from 
181.2  deaths  per  1,000  to  a figure  slightly  less 
than  27  per  1,000.  The  maternal  death  rate 
has  dropped  from  6.8  deaths  per  thousand  in 
1915  to  .38  deaths  per  1,000  in  1958.  The 
average  life  expectancy  has  increased  from 
47.3  years  in  1900  to  69.4  years  in  1958.  A 
major  portion  of  these  changes  can  be  at- 
tributed to  a better  understanding  of  phar- 
macology and  the  use  of  pharmaceuticals  as 
a major  weapon  against  disease. 

Thus,  you  as  pharmacists,  have  a major 
role  to  play  in  helping  develop  this  new  pro- 
fession of  nursing  home  care  to  a high  level 
of  productivity  and  efficiency.  You  must 
understand  it,  as  it  exists  now,  and  help  it  to 
chart  its  future  course. 

Where  Are  Nursing  Homes  Going?  What  Will 
They  Be  Like  Ten  Years  From  Now? 

The  answers  to  these  questions  are  not  easy 
ones  to  find.  One  cannot  discuss  the  nursing 
home  of  the  future  without  realizing  that 
there  are  profound  social,  economic  and 
political  forces  at  work  in  our  present  society 
that  will  have  a great  effect  on  the  nursing 
home  of  the  future. 

These  forces  are  already  having  an  effect 
on  today’s  nursing  home.  Whether  the  effect 
is  good  or  bad  cannot  be  logically  discussed. 
For  each  group  praising  a change,  there  is  a 
corresponding  group  condemning  it.  Which 
group  is  right  and  which  group  is  wrong,  be- 
comes in  the  final  analysis,  an  academic  point, 
because  the  change  itself  is  not  affected. 

The  following  statements  are  not  concerned 
with  the  rightness  or  wrongness  of  the  pic- 
ture. Whether  we  agree  or  disagree  with  the 
changes  is  immaterial,  because  they  are  going 
to  occur  whether  we  like  it  or  not.  Economic, 
social,  and  political  forces  beyond  our  control 
are  dictating  them. 

The  first  change  we  can  expect  to  occur  is 
that  the  nursing  home  of  the  future  will  grow 
in  size.  In  1954  the  average  size  of  a nursing 
home  was  18  beds.  The  average  size  today  is 
approximately  29  beds.  The  average  size  in 
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1970  will  probably  be  around  50  beds.  Eco- 
nomic considerations  are  forcing  this  shift  in 
size.  In  order  to  meet  today’s  operations  costs, 
nursing  homes  have  to  broaden  their  income 
base  by  adding  beds. 

With  this  change  in  size  we  will  see  a 
change  in  design  and  construction.  The  con- 
version of  existing  dwellings  to  use  as  nurs- 
ing homes  will  cease  to  be  economically 
feasible.  The  advances  made  in  equipment 
design,  and  structure  are  already  making  it 
necessary  to  completely  gut  and  remodel 
private  dwellings  that  are  to  be  used  as  nurs- 
ing homes.  The  cost  of  this  remodeling  is 
often  close  to  what  it  would  be  to  build  a 
nursing  home  from  the  ground  up. 

We  can  also  anticipate  a change  in  the  type 
of  care  being  rendered  in  these  homes.  In- 
creased knowledge  regarding  the  diagnosis 
and  treatment  of  the  so-called  chronic  di- 
seases is  going  to  make  them  easier  to  detect 
and  easier  to  manage.  Time  and  again,  the 
pharmaceutical  industry  has  risen  to  the  chal- 
lenge posed  in  the  fields  of  chemotherapy.  It 
is  only  logical  to  believe  that  it  will  rise  to 
the  problems  posed  by  the  chronic  diseases. 
The  nursing  home  of  tomorrow  will,  un- 
doubtedly, be  required  to  handle  patients  re- 
quiring involved  and  potent  medication.  Al- 
ready, we  are  seeing  increased  usage  of  the 
various  tranquillizing  drugs  to  handle  seni- 
lity. Programs  of  restoration  will  become  the 
rule  rather  than  the  exception,  which  means 
increased  use  of  the  anti-arthritic  drugs,  and 
vasodilators. 

This  change  in  the  utilization  of  chemo- 
therapeutic agents  is  going  to  pose  serious 
problems.  As  we  all  know,  many  of  the  new 
drugs  may  have  serious  side  reactions.  Nurs- 
ing home  personnel  are  going  to  have  to  be 
taught  to  recognize  these  side  reactions 
quickly.  This  means  that  pharmacists 
throughout  the  country  are  going  to  have  to 
play  a vital  role  in  nursing  home  staff  educa- 
tion. If  they  don’t,  then  they  may  find  them- 
selves criticized  for  deaths  traced  to  medica- 
tion errors. 

It  is  relatively  safe  to  assume  that  some 
sort  of  direct  federal  care  payments  for  nurs- 
ing homes  will  be  a reality  shortly.  The  vot- 
ing public  is  demanding  such  payments.  The 
present  temper  of  Congress  indicates  that  this 
care  might  be  blanketed  under  social  secur- 
ity. No  matter  what  form  these  payments 


take,  it  is  logical  to  assume  that  additional 
regulations  will  accompany  them.  These 
regulations  will  attempt  to  assure  a high  level 
of  care  and  will  also  attempt  to  control  util- 
ization rates  under  this  financing. 

As  financing  increases,  we  will  see  a con- 
siderable shift  in  the  type  of  ownership  of 
nursing  homes.  Corporations  operating  a 
chain  of  homes  will  be  more  in  evidence.  We 
are  already  seeing  some  appear  on  the  Amer- 
ican scene.  The  oldest  of  these  is  Hill  Haven 
which  is  operating  in  the  midwest.  More  re- 
cently, the  Holiday  Inn  Motel  people  have 
begun  constructing  nursing  homes  in  Dallas, 
St.  Louis  and  Miami.  Mr.  Evinrude  of  Evin- 
rude  Outboard  Motor  Company  has  also  in- 
dicated that  he  will  begin  construction  of  150 
homes  nation-wide.  Communities  will  also 
begin  to  construct  nursing  homes  on  a non- 
profit basis.  These  groups  have  been  afraid 
to  enter  the  scene  because  financing  has  been 
so  inadequate. 

The  nursing  home  business  of  the  future  is 
going  to  be  “big  business.”  It  is  going  to  be 
subject  to  all  the  difficulties  of  big  business. 
It  will  be  faced  with  regulations,  legal  suits, 
public  acclaim,  public  criticism,  and  above 
all,  progress.  The  direction  in  which  we  can 
expect  these  homes  to  go  will,  to  a great  ex- 
tent, depend  on  how  we,  as  professionals  and 
as  private  citizens,  accept  the  responsibility 
for  assisting  this  relatively  new  facility  we 
helped  to  create. 

It  would  be  unfair  to  urge  you,  as  phar- 
macists, to  become  interested  in  nursing 
homes  without  pointing  out  the  burden  such 
interest  will  place  upon  you.  Many  commun- 
ity practitioners  of  pharmacy  will  be  called 
on  to  change  their  philosophies  on  such  things 
as  labelling  procedures  for  drugs  sold  and  dis- 
pensed to  patients  in  nursing  homes.  You  will 
find  that  you  will  be  called  on  to  explain  new 
drugs  and  drug  forms  to  nursing  home  per- 
sonnel. The  question  now  facing  the  com- 
munity and  institutional  pharmacies  of  this 
nation  is:  “Are  you  willing  to  assume  individ- 
ually and  collectively  some  responsibility  for 
the  medical  care  patterns  in  about  1/3  of  this 
nation’s  medical  care  facilities?” 

If  pharmacists  are  not  willing  to  assume 
this  responsibility,  then  they  should  raise  no 
complaint  when  they  find  that  others  are 
moving  in  this  area  and  are  passing  unreal- 
istic laws  or  regulations.  They  should  not 
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criticize  when  they  read  in  the  newspaper 
that  “Patients  in  Blank  Home  Found  Over- 
Sedated.” 

If,  on  the  other  hand,  they  wish  to  move 
forward  with  those  of  us  who  are  working  to 
better  the  medical  care  standards  in  nursing 
homes,  then  they  should  work  with  state 
licensure  bodies  to  adopt  realistic  and  logical 
laws  governing  the  operation  of  nursing 
homes.  They,  as  individuals,  and  as  members 


of  their  associations  should  work  with  their 
state  nursing  home  associations  and  local 
nursing  home  administrators  to  bring  about  a 
better  understanding  of  drug  control  and 
drug  therapy  in  the  minds  of  nursing  home 
personnel. 

Remember,  the  kind  of  nursing  home  that 
you,  or  your  family,  may  enter  tomorrow  as 
patients,  will  to  a large  extent  depend  on 
your  actions  today! 
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Much  has  been  said  about  the  “health  team”  which  is  made  up  of  medicine,  pharmacy, 
nursing,  and  the  other  related  professions.  This  month  I would  like  to  express  my  ideas  as 
to  how  these  professions  fit  together  to  form  this  team. 

I like  to  think  of  this  “health  team”  on  which  we  serve  as  being  shaped  like  a pyramid. 
At  the  apex  is  the  physician;  arranged  below  him,  like  blocks  in  a pyramid,  are  the  members 
, of  the  various  supporting  professions  — pharmacists,  nurses,  various  technicians,  etc.  The  en- 
i tire  pyramid  is  aimed  at  satisfying  the  health  needs  of  the  community.  If  the  physician  is  to 
accomplish  his  goal  he  needs  the  unqualified  support  of  each  of  the  other  members  of  the 
team.  We,  in  pharmacy,  should  be  proud  of  our  supporting  role,  and  so  should  those  in  the 
other  related  professions.  The  decision  as  to  what  should  be  done  to  fulfill  the  needs  of  the 
patient  rests  with  the  physician;  however,  the  implementing  of  this  decision  often  depends  on 
the  other  members  of  the  “health  team”  and  might  be  almost  impossible  to  accomplish  with- 
i out  their  active  participation. 

I 

i Pharmacists  can  best  fulfill  their  roles  on  the  “health  team”  by  putting  the  practice  of 

pharmacy  ahead  of  everything  else  in  their  business  lives.  By  always  remembering  that  our 
primary  purpose  is  to  assist  the  physician  in  his  treatment  of  the  patient,  we  can  be  sure  that 
: we  justify  our  positions  on  this  very  important  “health  team.” 

^ Philip  E.  Case 

i 
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PHARMACISTS  SHOULD  SUPPORT 
NATIONAL  POISON  PREVENTION  WEEK 

March  18-24,  1962  will  be  the  first  annual 
observance  of  National  Poison  Prevention 
Week. 

A recent  Act  of  Congress  authorized  the 
President  to  designate  the  third  week  of 
March  each  year  as  National  Poison  Pre- 
vention Week.  H.J.  Resolution  358  was  spon- 
sored by  Congressman  Paul  C.  Jones  of  Mis- 
souri, and  signed  into  law  as  PL  87-319  by 
President  Kennedy  on  September  26,  1961. 

The  National  Steering  Committee  for  1962 
Poison  Prevention  Week  has  announced  that 
the  prime  target  of  the  week’s  activities  will 
be  children  under  five  years  of  age.  This  de- 
cision was  based  on  the  fact  that  yearly  more 
than  half  a million  children  under  the  age  of 
five  ingest  products  containing  harmful  sub- 
stances. 

The  basic  concept  of  the  week’s  activities 
have  been  outlined  in  the  Joint  Resolution: 
“Resolved  by  the  Senate  and  House  of  Rep- 
resentatives of  the  United  States  of  Amer- 
ica in  Congress  assembled,  that  the 
President  is  hereby  authorized  and  re- 
quested to  issue  annually  a proclamation 
designating  the  third  week  in  March  as 
National  Poison  Prevention  Week,  to  aid 
in  encouraging  the  American  people  to 
learn  of  the  dangers  of  accidental  poisoning 
and  to  take  such  prevention  measures  as 
are  warranted  by  the  seriousness  of  the 
danger.” 

The  idea  for  National  Poison  Prevention 
Week  originated  with  a pharmacist,  Homer 
A.  George  of  Cape  Girardeau,  Missouri.  It  is 
logical  that  it  should  have  its  origin  in  a phar- 
macist, for  pharmacists  have  always  regarded 


the  protection  of  public  health  as  a prime 
responsibility. 

This  week  should  serve  as  a reminder  to 
the  pharmacist  everywhere  of  the  vital  role 
he  plays  in  protecting  the  public  against  the 
potential  hazards  of  drugs  and  chemicals.  He 
should  rededicate  himself  to  fulfilling  that 
role  and  then  practice  the  message  of  Na- 
tional Poison  Prevention  Week  fifty-two 
weeks  of  the  year. 


A DEVOTED  SERVANT  OF  PHARMACY 

Elsewhere  on  these  pages  is  a news  item 
announcing  the  retirement  on  July  1,  1962  of 
Dr.  Patrick  H.  Costello  as  Secretary  of  the 
National  Association  of  Boards  of  Pharmacy. 

Pat  Costello  served  as  Secretary  of  the 
N.A.B.P.  for  twenty  years,  but  his  long  and 
distinguished  career  in  pharmacy  extends  far 
beyond  his  service  in  that  position.  Few  men 
have  contributed  more  to  their  profession 
than  has  he  and  few  men  have  been  held  in 
higher  esteem  by  their  professional  col- 
leagues. 

It  has  been  our  pleasure  to  have  known  Pat 
for  many  years,  and  we  would  add  our  voice 
to  the  host  of  others  in  acclaiming  him  for  the 
distinguished  service  he  has  rendered  phar- 
macy. We  take  added  pride  in  the  fact  that 
his  roots  are  in  the  Dakotas:  A graduate  of 
North  Dakota  State  University,  he  owned  and 
operated  a drug  store  in  Cooperstown,  N.  D. 
for  many  years  before  assuming  his  present 
position. 

It  is  going  to  seem  strange  not  to  see  Pat 
in  his  familiar  Secretary’s  role  but  we  are 
confident  that  there  will  be  no  waning  in  his 
interest  in  pharmacy  nor  in  his  devotion  to 
the  profession  he  has  served  so  faithfully. 
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PHARMACY  STUDENT 
RECEIVES  ROTC  AWARD 

David  Dyball,  Brookings, 
senior  pharmacy  student  at 
South  Dakota  State  College, 
was  one  of  three  army 
ROTC  cadets  at  the  College 
to  receive  the  Distinguished 
Military  Student  award. 

The  award  is  based  on 
academic  standing  in  mili- 
tary classes  and  leadership 
ability  demonstrated  at  sum- 
mer camp  at  Fort  Riley,  Kan- 
sas. 


EIGHT  RECEIVE 

REGISTRATION 

CERTIFICATES 

Eight  persons  were  granted 
licenses  to  practice  phar- 
macy in  South  Dakota  fol- 
lowing the  Board  of  Phar- 
macy meeting  in  Brookings, 
January  9,  10  and  11.  Seven 
were  registered  by  examina- 
tion and  one  by  reciprocity. 

Those  registered  by  exam- 
ination are:  Mrs.  Audrey  C. 
Gailor,  Brookings;  Ward  C. 
Millar,  Dell  Rapids;  Linda 


Kay  Rames,  Amherst;  Don- 
ald A.  Rave,  Lake  Benton, 
Minn.;  Mrs.  Excellda  Shaw. 
Brookings;  Kenneth  W.  Ur- 
quhart,  Mitchell;  and  Ronald 
F.  Vosacek.  Sioux  Falls. 

Registered  by  reciprocity 
is  Kenneth  W.  Kraft,  Selby. 


ARMOUR  APPOINTS 
DIVISION  MANAGER 
FOR  NORTH  CENTRAL 
AREA 

Jerome  Mitten  has  been 
appointed  division  manager 
in  the  North  Central  area  for 
Armour  Pharmaceutical 
Company. 

Mr.  Mitten,  who  was 
named  “Salesman  Of  The 
Year”  for  1961,  has  been  with 
Armour  since  1958  as  a med- 
ical service  representative  in 
Milwaukee.  He  will  continue 
to  make  his  headquarters 
there. 

Mr.  Mitten’s  division  covers 
the  states  of  Wisconsin  and 
Minnesota,  plus  parts  of 
North  and  South  Dakota, 
Iowa  and  Nebraska. 


HURON  MAN 
JOINS  PFIZER 

Robert  B.  Parlee  of  Huron, 
S.  D.  has  been  appointed  a 
professional  service  repre- 
sentative for  Pfizer  Labora- 
tories division  of  Chas.  Pfizer 
& Co. 

He  is  a graduate  of  Huron 
College  and  will  serve  the 
Des  Moines  area. 


1962  PHARMACEUTICAL 
DIRECTORY  NOW 
AVAILABLE  FROM 
APhA 

The  2nd  Annual  Pharma- 
ceutical Directory,  1962 
Edition,  is  now  available 
from  the  American  Pharma- 
ceutical Association. 

Published  in  the  January 
issue  of  the  APhA  Journal, 
the  Directory  includes  such 
information  as  the  names 
and  addresses  of  the  officials 
of  national,  state  and  local 
pharmaceutical  associations 
as  well  as  editors  of  national, 
sectional,  state  and  local  pub- 
lications. 
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Deans  of  the  Colleges  of 
Pharmacy,  student  branch 
officers  and  faculty  advisers 
and  the  national  officers  of 
pharmaceutical  fraternities, 
sororities  and  honor  societies 
are  also  listed. 

Other  notable  inclusions 
are  the  names  and  addresses 
of  the  ACA  and  ASHP  chap- 
ter secretaries,  state  board 
secretaries  and  a list  of  board 
members  as  well  as  the 
names  and  addresses  of 
heads  of  important  related 
professional  organizations 
and  government  agencies. 

Copies  of  the  January  issue 
of  the  APhA  Journal  featur- 
ing the  2nd  Annual  Pharma- 
ceutical Directory  are  avail- 
able at  $1.00  each.  Orders 
should  be  addressed  to: 
American  Pharmaceutical 
Asssociation,  2215  Constitu- 
tion Ave.,  N.  W.,  Washington 
7,  D.  C. 


PROFESSION  TO 
HONOR  COSTELLO 
AT  TESTIMONIAL 

Dr.  Patrick  H.  Costello, 
Secretary  of  the  National 
Association  of  Boards  of 
Pharmacy,  will  be  honored 
at  a testimonial  luncheon  to 
commemorate  twenty  years 
of  service  as  Secretary  of  the 
Association  and  for  the  many 
important  contributions  and 
services  he  has  given  to  al- 
most every  phase  of  phar- 


macy. The  luncheon  will  be 
held  on  Tuesday,  March  27, 
in  Las  Vegas  during  the  an- 
nual N.A.B.P.  meeting  which 
is  held  in  conjunction  with 
the  American  Pharmaceu- 
tical Association  convention. 

Dr.  Costello  will  retire  on 
July  1,  1962  as  Secretary  of 
the  N.A.B.P. 

His  long  and  distinguished 
career  began  in  1919,  after  re- 
turning from  World  War  I, 
when  he  opened  his  first 
drug  store  in  Cooperstown, 
N.  D.  He  graduated  from  the 
North  Dakota  State  Univer- 
sity in  1917  just  before  army 
service. 

The  North  Dakota  Phar- 
maceutical Association  elec- 
ted him  its  President  in  1924 
and  1925  and  he  was  named 
Treasurer  of  that  organiza- 
tion in  1927,  a position  which 
he  held  until  1942.  In  1933-34 
he  was  Chairman  of  the 
House  of  Delegates  of  the 
American  Pharmaceutical 
Association  and  was  elected 
President  of  the  A.Ph.A.  in 
1935-36.  He  served  on  the 
North  Dakota  Board  of  Phar- 
macy from  1927  to  1942  as  its 
Secretary.  In  1939-40  he  was 
elected  President  of  the 
N.A.B.P.  and  two  years  later 
became  its  Executive  Secre- 
tary, a position  he  has  held 
since  that  time.  He  has 
served  the  United  States 
Pharmacopoeia  as  a member 
of  the  Board  of  Trustees 


since  1945. 

One  of  his  most  important 
contributions  to  the  profes- 
sion has  been  his  service  as 
a member  of  the  American 
Council  on  Pharmaceutical 
Education.  He  became  a 
member  of  the  Council  in 
1944  and,  in  1948,  was  selec- 
ted its  Secretary-Treasurer,  a 
position  which  he  still  holds. 
During  his  years  on  the 
Council  he  played  a vital 
role  in  helping  to  perfect  and 
refine  the  Council’s  standards 
and  requirements  for  accred- 
itation. 

In  recognition  of  his  devo- 
tion and  service  to  his  pro- 
fession, Dr.  Costello  was 
awarded  pharmacy’s  highest 
tribute,  the  Remington 
Medal,  in  1952.  He  was  the 
recipient  of  an  honorary  Doc- 
tor of  Pharmacy  degree  in 
1952  from  Rhode  Island  Col- 
lege of  Pharmacy  and,  in 
1953,  he  was  awarded  an  hon- 
orary Doctor  of  Science  de- 
gree by  the  St.  Louis  College 
of  Pharmacy  and  Allied 
Science. 

Dr.  Costello  is  a life  mem- 
ber of  the  American  Pharma- 
ceutical Association  and  a 
member  of  the  Chicago  Drug 
and  Chemical  Association, 
Rho  Chi,  Kappa  Psi,  Beta 
Theta  Pi,  American  Legion, 
Masonic  groups,  and  the 
Presbyterian  Church.  He  is 
listed  in  Who’s  Who  in 
America. 
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A Two  Year  Period  Of 
Treatment  Of  Ragweed 
Pollinosis  By  Repository 
Method 


John  W.  Argabrite,  M.D. 
American  College  of  Allergy, 
American  Academy  of  Allergy, 
Watertown,  South  Dakota 


To  define  the  repository  method  of  treat- 
ment, it  is  best  described  as  the  one,  two,  or 
three  shot  treatment  of  ragweed  pollinosis 
rather  than  the  multi-visit  technique  used 
with  aqueous  extracts.  In  the  year  1960, 
twenty  repositories  were  given  in  the  one 
shot  method,  the  dosage  ranging  from  250 
to  1,500  P.N.U.  of  mixed  ragweed  consist- 
ing of  equal  parts  of  both  the  tall  and  short 
ragweed.  These  extracts  were  made  up  in 
emulsion  form  by  manual  method  consisting 
of  equal  parts  of  the  extract  and  one  to  nine 
mixture  of  mineral  oil  and  arlacel.''  These 
extracts  were  emulsified  with  two  10  cc. 
syringes  with  a double  hub  needle  of  18  gauge 
for  thirty  minutes  and  then  were  re-emul- 
sified  with  a double  hub  needle  of  20  gauge 
for  thirty  minutes.  They  were  then  examined 
under  the  microscope  to  see  that  the  oil  par- 
tical  size  was  no  more  than  one  tenth  of  a 
micron.  The  extracts  were  given  subcutan- 
eously in  the  upper  arm  with  one  cc.  volume 
for  the  most  part  with  the  exception  of  one 
patient  who  came  in  late  in  the  season  and 
was  given  only  250  P.N,U.  of  Va  cc.  volume  in 
order  to  give  him  more  rapid  absorption  to 
obtain  relief  at  an  earlier  date.  With  the  one 
exception,  all  of  these  extracts  were  given 
between  July  5 and  July  15.  Of  these  twenty 
patients,  only  two  had  mild  reactions  and 
these  consisted  of  swelling  of  their  arms 
which  lasted  over  a period  of  twelve  hours. 
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Of  these  twenty  patients,  fifteen  had  excel- 
lent results,  one  had  a fair  result.  This  was 
the  patient  who  came  in  late  and  got  the 
smaller  dosage  for  the  more  rapid  absorption 
and  to  cover  him  in  a shorter  period  of  time. 
Four  of  the  repositories  were  considered  as 
failures.  In  analyzing  these  failures,  two  were 
not  given  enough  ragweed  protection  but  they 
also  had  a mixed  allergy  of  a mold  type  for 
which  no  treatment  was  given.  In  summary, 
therefore,  there  was  an  80%  success.  Of  these 
twenty  patients,  I had  all  but  two  of  them 
return  for  treatment  this  year  and  the  reason 
for  the  one  patient’s  not  returning  was 
dissatisfaction.  The  other  patient  moved 
away.  Of  the  four  that  were  not  a suc- 
cess last  year,  by  increasing  the  dose  on 
one  of  the  patients  who  was  considered  to 
have  received  an  under  dosage,  she  has  had 
an  excellent  year.  By  increasing  the  dose 
on  the  other  patient  who  was  considered 
underdosed,  his  year  has  been  satisfactory; 
however,  during  the  periods  of  high  pollina- 
tion he  has  had  to  take  some  medication.  The 
two  other  patients  who  had  mixed  allergies 
this  year  received  their  mold  extract  along 
with  a higher  dosage  of  the  ragweed  and  they 
have  had  an  excellent  season.  Only  one  of 
the  patients  who  had  an  excellent  season  last 
year  and  was  given  1,500  PNU  of  ragweed 
pollen  has  had  some  trouble  this  year.  This 
was  during  the  high  peaks  of  pollination.  It 
is  felt  that  even  though  I had  anticipated  a 
worse  year  and  for  this  reason  the  patient  re- 
ceived 3,000  protein  nitrogen  units  of  extract, 
she  was  not  built  up  high  enough  because  of 
our  very  severe  ragweed  season.  This  pattern 
was  followed  with  all  the  repeat  treatments 
in  lieu  of  the  fact  that  we  had  so  much  rain 
in  our  vicinity  during  the  period  of  May  and 
June  which  determines  the  amount  of  rag- 
weed that  you  will  have  in  August  and  Sep- 
tember. So  by  an  analysis  of  the  two  drop- 
outs which  leaves  18  patients  with  one  having 
some  difficulty  it  gives  us  a 5.5%  failure.  Al- 
though this  doesn’t  come  up  to  the  success  of 
Dr.  Ethan  Allen  Brown i who  has  given  over 
1500  of  these  repository  treatments  with  a 3% 
failure,  it  does  approach  this  figure.  The  ex- 
tracts were  made  this  year  with  the  use  of  an 
emulsion  consisting  of  65%  mineral  oil  and 
35%  aerasol  with  equal  amount  of  extract 
solution.  These  were  emulsified  by  use  of  a 
mechanical  emulsifier,  namely  the  Brown 


Emulser,  and  the  extracts  were  emulsified 
with  an  18  gauge  needle,  double  hub,  for  a 
period  of  45  minutes.  Then  this  was 
changed  to  a 22  gauge  needle  and  emulsified 
again  for  45  minutes  and  the  extracts  were 
then  examined  under  the  microscope  so  that 
the  oil  particle  size  was  no  larger  than  one 
tenth  of  a micron.  Of  the  153  repository  treat- 
ments given  for  ragweed  pollinosis  and  other 
weed  pollinosis,  13  were  given  ragweed  alone 
and  140  were  given  a mixed  weed  in  view  of 
the  fact  that  it  was  felt  that  their  problem 
was  more  a mixture  rather  than  ragweed  it- 
self and  the  pollen  counts  in  our  vicinity 
show  a very  high  count  of  Mexican  Firebush, 
Giant  Poverty,  Chenapod,  Careless  Weed, 
Russian  Thistle,  and  cockleburr  so  that  a 
mixture  was  made  of  these  six  allergins  along 
with  a mixture  of  tall  and  short  ragweed. 
This  mixture  consisted  of  ten  percent  of  each 
of  the  six  mixed  weeds  and  40  percent  of  the 
ragweed.  For  the  most  part,  especially  when 
the  patient  was  very  highly  sensitive  and 
anticipating  a very  great  exposure  this  year 
to  weeds,  they  were  advised  to  have  three 
different  shots.  The  first  repository  was  given 
the  latter  part  of  May,  the  second  was  given 
three  weeks  later  in  June  and  then  three 
weeks  later  in  July.  This  extract  consisted  of 
approximately  800  PNU  of  ragweed  and  1,200 
PNU  of  the  mixture  for  the  first  dosage  or  a 
total  of  2,000  PNU.  The  second  dosage  was 
1,600  PNU  of  ragweed  or  2,400  PNU  of  the 
mixture  or  a total  of  4,000  PNU.  The  third 
dosage  consisted  of  3,200  PNU  of  mixed  rag- 
weed and  4,800  PNU  of  the  mixture  or  a total 
of  8,000  PNU.  All  of  these  patients  showed 
skin  sensitivity  and  clinical  sensitivity  to 
these  allergins.  My  first  experience  with  this 
mixture  was  33%  systemic  reactions  which 
consisted  of  urticaria,  nasal  stuffiness,  some 
tightness  of  the  chest  on  one  patient  but  no 
asthma.  This  was  relieved  quickly  by  the 
use  of  Adrenalin.  At  this  time  I had  started 
out  with  the  use  of  the  4,000  PNU  of  ragweed 
because  of  the  past  experience  of  Dr.  Ethan 
Allen  Brown  and  Mary  Loveless^  that  where 
they  have  had  treatment  the  previous  year 
there  are  remaining  blocking  antibodies 
which  permit  them  to  have  a higher  dosage. 
Experience  taught  me  that  apparently  with 
the  manual  method  of  making  the  extracts 
there  were  hardly  any  blocking  anti- 
bodies left  so  this  dosage  was  indeed  shock- 
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ing.  For  this  reason  the  dosage  was  reduced 
to  2,000  PNU  and  with  the  use  of  this  extract 
there  were  only  two  with  systemic  reactions 
on  very  highly  sensitive  patients. 

It  was  interesting  to  note  that  after  three 
weeks  the  three  patients  who  tolerated  the 
dosage  of  4,000  P.N.U.  very  poorly  were  able 
to  tolerate  a higher  dosage  without  incidence. 
They  were  all  given  the  8,000  PNU  dosage 
and  asked  to  remain  for  one  and  one  half 
hours  for  observation  but  none  showed  any 
sign  of  systemic  reactions.  Of  these  153,  all 
have  reported  back.  Twelve  of  the  thirteen 
receiving  the  ragweed  alone  had  excellent 
results.  133  of  the  mixed  weed  patients  have 
had  good  to  excellent  results.  It  would  in- 
dicate a fairly  successful  season  in  spite  of 
the  very  high  pollen  counts  during  this  rag- 
weed period. 

COMMENTS: 

(1)  Of  the  patients  who  were  given  just  rag- 
weed over  a period  of  two  years  — there 
was  only  one  failure  out  of  18  and  this 
was  considered  to  be  due  to  the  fact  that 
we  had  a very  high  pollen  count  this  year 
and  that  she  wasn’t  given  a high  enough 
dosage.  This  is  reasoned  by  virtue  of  the 
fact  that  having  an  excellent  season  with 
a smaller  dosage  of  the  same  extract  but 
the  exposure  not  being  as  great. 

(2)  The  reason  for  giving  a mixed  repository 
rather  than  just  ragweed  itself  is  deemed 
advisable  in  this  area  due  to  the  high 
counts  of  Chenapod  and  Careless  Weed, 
especially  during  this  present  weed  sea- 
son. 

(3)  The  advisability  of  using  divided  dosage 
of  repository  emulsion  extracts  on  very 
highly  sensitive  patients  is  deemed  ad- 
visable so  that  the  patient  is  not  given 
an  anaphylactic  reaction. 

(4)  Some  of  the  patients  were  given  only  one 
repository  and  this  was  due  mostly  to  the 
inconvenience  of  having  to  travel  more 
than  200  miles  or  due  to  the  fact  that 
they  came  in  late  during  the  season. 

(5)  During  the  early  stages  of  this  treatment 
the  patients  were  given  Sus-Phrine  1/10 
cc.  proximal  to  the  repository  and  in 


order  to  block  the  arterials  proximal  to 
the  allergin  so  that  rapid  absorption 
would  not  take  place  and  they  were  also 
asked  to  wait  one  hour  after  the  reposi- 
tory to  observe  for  any  systemic  re- 
actions. During  the  latter  stages  of  treat- 
ment, especially  the  patients  that  were 
treated  in  May  and  in  June  were  not 
asked  to  wait  and  no  Sus-Phrine  was 
used  unless  the  patient  came  from  a dis- 
tance over  50  miles.  This  was  given 
only  as  a precautionary  measure  by  my- 
self to  prevent  any  systemic  reaction. 
They  were  all  given  antihistamine  tablets 
when  they  left  the  office  and  it  was  ex- 
plained to  them  if  they  had  any  type  of 
systemic  reaction  that  they  should  take 
two  of  the  tablets  immediately  and  get  in 
touch  with  me  for  further  instructions. 
Only  one  patient  had  any  serious  type  of 
reaction  of  an  asthma  nature  and  the  pa- 
tient was  later  found  to  have  attended  a 
livestock  sale  at  a sale  barn  in  the  city 
in  the  afternoon.  She  was  very  sen- 
sitive to  animal  danders,  especially  cow 
dander  which  could  not  be  considered  a 
fault  of  the  extract.  All  the  patients  are 
instructed  not  to  bump  their  arm  nor  to 
use  alcoholic  beverages  for  twenty-four 
hours  and  stay  away  from  all  animal 
danders  and  eliminate  sea  foods  in  their 
diet.  Of  course,  the  biggest  advantage  of 
this  mode  of  treatment  is  the  convenience 
of  it.  To  quote  Mary  Loveless,  she  relates 
that  this  mode  of  treatment  is  equally  as 
good  as  the  conventional  multi-visit 
aqueous  treatment  but  more  convenient. 
To  quote  Ethan  Allen  Brown,  he  states 
that  this  is  more  convenient  and  more 
effective. 

(6)  Some  of  the  poor  results  were  food  sen- 
sitive and  they  had  been  indiscriminate 
in  their  eating  habits.  Some  were  grass 
sensitive  and  were  not  built  up  high 
enough. 

(7)  This  represents  5.2%  failure.  It  is  true 
that  my  definition  of  failure  is  not  as 
rigid  as  Dr.  Ethan  Allen  Brown’s^  “any- 
one who  has  to  take  medication  was  con- 
sidered a bad  result”;  however,  these 
people  were  considered  so  much  more 
improved  than  they  were  with  the  con- 
ventional method  that  they  felt  it  was  a 
successful  year. 
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MINUTES  OF  EXECUTIVE  COMMITTEE 
MEETING 

Thursday.  March  8,  1962 
(Conference  Telephone) 

Present  for  the  meeting  were  President  C.  J. 
McDonald,  M.D.;  President-Elect  Magni  Davidson, 
M.D.;  Secretary  A.  P.  Reding,  M.D.;  Speaker  of  the 
House  C.  Rodney  Stoltz,  M.D.;  Chairman  of  the 
Council  M.  C.  Tank,  M.D.;  and  executive  secretary 
John  C.  Foster. 

The  president  called  the  meeting  to  order  at 
3:12  P.M.  A discussion  was  held  on  the  approval 
of  a Memorandum  of  Understanding  between  the 
Medical  Association  and  the  Indian  Health  Area 
Office,  representing  the  U.  S.  Public  Health  Service 
as  follows: 

MEMORANDUM  OF  UNDERSTANDING 

The  South  Dakota  State  Medical  Association, 
3ioux  Falls,  South  Dakota,  acting  in  behalf  of  all 
member  physicians  in  or  practicing  in  the  State 
of  South  Dakota,  hereby  agrees  to  the  following: 

A.  Services  to  be  provided: 

1.  All  necessary  medical  care  services  rend- 
ered by  member  physicians  to  eligible  In- 
dian beneficiaries,  such  services  to  be 
rendered  only  to  those  beneficiaries  whose 
services  are  authorized  in  advance  (or  in 
emergencies  within  72  hours)  in  writing  by 
an  authorized  Public  Health  Service  repre- 
sentative. 

B.  Rates  of  Payment: 

1.  Payment  to  member  physicians  for  services 
rendered  will  be  based  on  the  following 
conversion  factors  applied  to  the  Relative 
Value  Schedule  attached  to  and  made  a 
part  of  this  Memorandum  of  Understand- 
ing. 

a.  Medical  Services  $3.00  per  unit 

b.  Surgery  and  Anesthesia  3.00  per  unit 

c.  Radiology  3.00  per  unit 

d.  Pathology  3.00  per  unit 

C.  Payment  for  Services  Rendered: 

1.  Payment  for  services  rendered  by  member 
physicians  will  be  made  on  the  basis  of 
invoices  submitted  by  them  to  the  Indian 
Health  Area  Office,  Aberdeen,  S.  D. 

D.  Additional  Provisions 

1.  The  South  Dakota  State  Medical  Associa- 
tion agrees  to  inform  all  member  phy- 
sicians of  the  terms  and  conditions  of  this 
Memorandum  of  Understanding  to  elim- 
inate any  misunderstandings  due  to  the 
lack  of  knowledge  of  the  terms  and  con- 
ditions herein  stated. 

2.  The  South  Dakota  State  Medical  Associa- 
tion will  assist  the  Indian  Health  Area  Of- 
fice, Aberdeen,  South  Dakota,  in  any  dis- 
putes arising  regarding  interpretations  of 
applicable  fees  for  services  rendered  should 
the  occasion  arise. 

3.  Each  member  physician  will  be  expected, 
as  a normal  routine  procedure  in  providing 
medical  care  services  to  Indian  bene- 
ficiaries, to  provide  a complete  and  de- 
tailed report  of  his  findings,  including 
diagnosis,  treatment  and  recommendations 
for  continued  care,  to  the  Medical  Officer 
of  the  facility  referring  cases  for  care  and 
treatment. 


The  Public  Health  Service,  Indian  Health  Area 
Office,  Aberdeen,  South  Dakota,  will  be  available 
for  consultation  and  appropriate  action  to  be  taken 
on  any  and  all  matters  resulting  from  the  provision 
of  medical  care  to  eligible  beneficiaries  by  member 
physicians. 

Accepted  for  the  South  Dakota  State  Medical 
Association 

Name  

Title  

Date  

Accepted  for  the  Government 

Name  

On  motion  duly  made  by  Dr.  Stoltz,  seconded  by 
Dr.  Reding,  it  was  determined  that  the  Memoran- 
dum of  Understanding  should  be  accepted  and  that 
the  $3.00  unit,  on  the  Relative  Value  Scale,  net 
to  the  physician  be  utilized  as  the  negotiating 
figure  for  the  Indian  Health  Area  Office. 

A discussion  was  held  on  a public  meeting  con- 
cerning medical  care  of  senior  citizens.  Dr.  Tank 
moved  that  the  Association  sponsor  such  a meet- 
ing on  April  14,  utilizing  the  services  of  Fulton 
Lewis,  Jr.  The  motion  was  duly  seconded  by 
Dr.  Davidson  and  carried. 

Further  discussion  was  carried  on  concerning  the 
professional  liability  program  that  has  been  en- 
dorsed by  the  Council,  through  the  Physiciams  and 
Surgeons  Underwriters  Corporation.  No  official 
action  was  taken. 


On  motion  duly  made  and  seconded,  the  meeting 
adjourned  at  3:34  P.M. 


Protection  against  loss  of  income  from 
accident  & sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 

Handsome  Professional  Appointment 
Book  Sent  to  you  FREE  upon  request. 
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How  to  give  him  an  education 
and  the  freedom  to  use  it 


Most  current  articles  you  read 
about  education  are  concerned 
with  the  rising  costs.  But 
chances  are  you’re  more  con- 
cerned these  days  about  the 
kind  of  world  your  yoimgster 
will  graduate  into. 

U.S.  Savings  Bonds  can  help 
make  sure  it’s  a better  one. 

You  see,  the  money  you  put 
into  Bonds  does  even  more  than 
grow  into  a sizable  fund  for 


Ills  books  and  tuition.  It  helps 
make  sure  he  can  study  what  he 
wants,  where  he  wants.  And  it 
helps  Uncle  Sam  keep  our  econ- 
omy strong  and  free --the  kind 
of  an  America  you’d  want  your 
children  to  graduate  into. 

Why  not  start  a college  fund 
with  Savings  Bonds?  There’s 
no  better  way  to  help  your 
country  today  and  your  young- 
ster tomorrow. 


Buy  an  extra  Bond  during  the  Freedom  Bond  Drive 


He  deserves  the  best 
education  possible 
— for  his  own  future 
and  his  country’s.  You 
can  plan  for  both  by 
buying  U.S.  Savings 
Bonds. 


The  Communists 
covet  the  world.To- 
day  they  dominate 
1 3^  billion  people  and 
16  nations — one  of 
them  at  our  front 
door.  One  of  the  best 
ways  we  can  oppose 
them  is  to  keep  finan- 
cially strong  indiyid- 
ually  and  as  a nation. 


Keep  freedom  in  your  future  with 


U.  a SAVINGS  BONDS 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine 
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State  Medical  Journals 
As  Advertising  Media  For 
Pharmaceutical 
Companies 

by 

Austin  Smith,  M.D..  President, 
Pharmaceutical  Manufacturers 
Association 


State  Medical  Journal  Conference  — October 
31,  1961,  Chicago. 


An  advertiser  may  choose  a journal  because 
he  believes  the  readership  response  of  the 
journal  will  justify  the  advertising,  because 
he  believes  in  the  objectives  of  the  organ- 
ization sponsoring  the  journal,  or  because  he 
believes  in  the  journal’s  editorial  objectives. 
In  general,  state  medical  journals  are  among 
the  periodicals  which  meet  one  or  more  of 
these  criteria.  And  in  my  opinion  they  should 
be  supported  by  companies  who  wish  to  in- 
fluence physicians  and  who  are  anxious  to 
preserve  freedom  of  choice  as  a way  of  life. 

Over  the  years  I have  had  many  oppor- 
tunities to  observe  the  standards  by  which 
various  medical  journals  accept  manuscripts 
and  advertisements.  The  state  medical  jour- 
nals have  been  among  those  seemingly 
anxious  to  raise  these  standards  to  the  bene- 
fit of  their  readers.  This  was  something  I 
advocated  while  associated  administratively 
with  the  American  Medical  Association  and 
it  is  an  objective  which  I still  support.  Your 
State  Medical  Journal  Advertising  Bureau 
has  provided  leadership  for  many  years  in 
this  area  and  its  work,  and  the  efforts  of  its 
president,  Alfred  J.  Jackson,  should  be  a 
source  of  pride  and  satisfaction  to  all  of  you. 

Of  course  leadership  can  be  effective  only 
if  it  is  given  support.  And  support  can  come 
from  several  directions  but  the  most  import- 
ant for  many  medical  journals  are  the  readers 
and  the  advertisers.  Advertising  in  a medical 
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journal  reflects  faith  in  readership  response 
and  faith  in  the  objectives  of  the  journal  or  its 
sponsor.  Pharmaceutical  houses  have  in- 
creasingly supported  the  state  medical  jour- 
nals although  recently  there  has  been  a 
decrease  in  advertising  volume  as  most  of  the 
members  of  this  audience  know.  Frankly,  I 
think  this  recession  is  temporary;  the  trend 
will  return  to  a continuation  upwards  as  soon 
as  the  uncertainty  of  the  effect  of  a fallout 
from  recent  investigations  of  the  drug  indus- 
try is  dispelled.  In  the  meantime,  faith  on  the 
part  of  the  journal  readers,  their  editorial 
leaders  and  their  associated  membership  can 
help  dispell  this  uncertainty. 

On  behalf  of  the  pharmaceutical  industry  I 
would  like  to  express  appreciation  for  the 
interest  shown  in  the  recent  hearings  on 
drugs  and  on  proposed  legislation.  The  Amer- 
ican Medical  Association  clearly  saw  the 
issues  when  its  representatives  testified.  So 
in  general  did  the  state  medical  journals.  Un- 
fortunately, though,  some  people  have  failed 
to  understand,  or  to  report  comprehensively 
the  basic  issues  and  the  proffered  testimony. 
They  seemed  to  have  lost  the  thoughts  as  they 
studied  the  words  of  those  giving  testimony. 
Furthermore,  some  have  failed  to  wait  until 
the  story  has  been  completely  unfolded  be- 
fore they  declared  their  views  or  urged 
action.  For  example,  testimony  has  been  of- 
fered on  S.  1552  by  members  of  the  medical 
profession  and  some  others  but  not  yet  by 
the  Pharmaceutical  Manufacturers  Associa- 
tion. Nevertheless,  even  though  the  drug 
manufacturers  have  been  giving  careful 
thought  to  public  welfare  as  it  has  been 
preparing  its  testimony  and  will  reveal  its 
positions  on  December  6,  7,  and  8,  some  pro- 
pounders of  medical  opinion  have  failed  to 
wait  for  all  the  facts  and  already  publicly 
have  urged  certain  measures  even  though 
these  subsequently  may  be  shown  not  to  be 
in  the  best  interest  of  the  medical  welfare  of 
this  nation.  Needless  to  say  such  actions  have 
contributed  to  confusion  for  some  and  have 
been  a source  of  glee  for  others. 

Recently  the  PMA  office  studied  the 
editorials  and  signed  articles  in  medical  jour- 
nals on  fourteen  subjects  ranging  from  drug 
brochures  to  drug  research  to  S.  1552  to  the 
investigation  of  the  drug  industry.  This  study 
embraced  the  period  of  July  1960  to  Septem- 
ber 1961.  The  sentiment  was  about  four  to 


one,  according  to  these  editorials  and  articles, 
infavor  of  the  defense  of  certain  long  estab- 
lished principles.  No  one  quarrels  with  the 
right  to  be  critical  of  abuses.  I have  always 
been  among  those  who  believed  — and  still 
do  — that  abuses  should  be  corrected  and  if 
criticism  will  effect  such  change,  I always 
have  — and  will  continue  — raised  my  voice 
in  protest.  But  at  the  same  time  I do  believe 
fairness  alone  warrants  seeking  all  of  the 
facts,  not  just  a few  accusations. 

Let  me  tell  you  the  story  of  a wandering 
statistic  to  emphasize  my  point.  It  is  not  as 
important  as  currently  proposed  legislation 
but  it  reveals  how  confusion  can  be  com- 
pounded. 

This  chronology  traces  a single  statistic 
from  its  humble  beginning  to  the  pages  of 
TIME  magazine.  It  shows  how  some  of  the 
most  highly  respected  physicians  and  com- 
municators of  our  nation  can  innocently  nurse 
a statistic  into  a complete  distortion  of  the 
truth.  It  points  the  moral  that  is  criticising, 
including  the  pharmaceutical  industry,  phy- 
sicians, scientists  and  writers  should  check 
their  data  with  the  same  care  as  they  would 
want  accorded  to  life-saving  treatment. 

Each  year,  the  “Drug  Topics  Red  Book” 
publishes  an  exhaustive  list  of  the  products 
sold  through  wholesale  and  retail  drug  out- 
lets. Several  years  ago  at  an  annual  meeting 
of  the  American  Medical  Association  in  San 
Francisco,  a prominent  Boston  physician 
commented  on  figures  from  this  publication 
as  follows: 

"An  advertisement  for  a recent  edition 
of  "Red  Book/'  which  lists  all  of  the  140,- 
000  medicaments  handled  by  pharmacists 
and  available  to  physicians  for  patients, 
states  that  14,000  new  drugs  were  issued 
by  drug  manufacturers  in  1953." 

This  and  other  statements  in  the  address 
subsequently  appeared  as  an  article  in  a well- 
known  national  medical  journal  but  un- 
fortunately, in  spite  of  his  apparent  care  in 
describing  the  Red  Book  statistics,  the  author 
of  the  article  used  the  word  “medicaments” 
and  failed  to  mention  that  these  items  include 
thousands  of  duplicate  items,  and  range  from 
prescription  drugs  to  eyebrow  pencil  and 
perfume. 

Three  months  after  the  article  was  pub- 
lished and  at  another  annual  meeting  of  the 
American  Medical  Association,  a renowned 


— 137  — 


SOUTH  DAKOTA 


physician,  then  professor  of  medicine  at  a 
New  York  medical  school,  delivered  a lecture 
before  one  of  the  association’s  sections.  This 
too,  subsequently  was  published.  Unfortun- 
ately the  New  York  physician  reffered  to  the 
earlier  article  by  the  Boston  physician  and 
stated: 

. . Therapeutic  preparations  are  con- 
fusingly numerous  and  varied.  In  the 
lists  of  1953,  more  than  140,000  medica- 
ments were  available  to  practitioners, 
and  14,000  new  preparations  were  added 
during  the  year." 

Regrettably,  he  used  the  label  “therapeutic 
preparations”  and  he  too  eliminated  the 
necessary  description  of  the  Red  Book  figures. 

When  this  latter  article  appeared  in  print 
an  acknowledge  marketing  research  authority 
of  New  York  City,  wrote  to  the  author  to 
check  the  source  of  his  figures.  The  author 
responded  by  telephone  and  told  the  re- 
searcher that  he  had  obtained  the  figure  from 
the  statistical  department  of  his  university. 
The  researcher  then  consulted  the  statistical 
department  and  learned  that  its  source  was 
the  same  figures  referred  to  misleadingly  by 
the  Boston  physician. 

Having  studied  the  marketing  figures  of  the 
industry  for  many  years,  the  market  re- 
searcher knew  that  the  annual  new  products 
introductions  totalled  somewhere  near  400, 
not  14,000,  and  he  so  informed  the  New  York 
doctor  and  the  statistical  department  of  the 
university.  And  yet,  five  years  later  (1961) 
the  editor  of  a medical  journal  published  an 
editorial  deploring  the  number  of  drugs  now 
available  and  stated: 

"Five  years  ago,  in  an  article  (name  of 
author)  pointed  out  that  to  the  already 
staggering  total  of  about  140,000  medi- 
caments in  current  use,  of  which  an  es- 
timated 90%  did  not  exist  25  years  pre- 
viously and  75%  had  been  introduced 
within  10  years,  some  1,400  new  ones  had 
been  added  during  the  current  year  . . 
Thus,  the  distorted  statistic  returned  to 
active  service  after  a five-year  furlough. 

The  market  researcher  who  recognized  the 
errors  five  years  ago  wrote  to  the  editor  of 
the  editorial  to  give  him  accurate  figures. 
Meanwhile  the  news  bureau  of  this  editor’s 
university  put  out  a news  release  based  on 
the  medical  journal  editorial  as  the  editor  was 
a member  of  the  university  staff.  This  re- 


lease was  picked  up  by  the  Associated  Press, 
by  the  NEWARK  EVENING  NEWS,  and  by 
TIME  magazine,  among  others.  Here  is  how 
TIME  magazine  in  part  used  the  statistic: 

"No  fewer  than  150,000  preparations  are 
now  in  use,  of  which  90%  did  not  exist  25 
years  ago,  and  75%  did  not  exist  ten  years 
ago.  About  15,000  new  mixtures  and  dos- 
ages hit  the  market  each  year,  while 
about  12,000  die  off." 

Comparing  TIME’S  version  with  the  pre- 
vious ones,  it  is  evident  that  a new  element 
of  distortion  was  added.  For  the  first  time 
the  figures  are  boosted  to  150,000  prepara- 
tions total  and  15,000  added  per  year.  TIME’S 
use  of  the  words  “new  mixtures  and  dosages” 
may  look  like  a step  toward  accuracy  but  to 
me  they  merely  confirm  ignorance  of  the 
actual  nature  of  the  Red  Book  listings.  No  in- 
dication is  given  of  the  source  of  the  infor- 
mation that  “12,000  die  off”  each  year. 

As  an  isolated  problem  the  above  case  is 
scarcely  cause  for  panic.  However,  it  is  dis- 
turbing as  one  more  episode  in  a long  history 
of  factual  distortions  about  one  part  of  this 
country’s  health  picture,  the  prescription 
drug  industry.  And  I mention  it  to  the  mem- 
bers of  this  audience  because  of  the  nature  of 
the  work  and  because  there  is  need  for  all  of 
us  to  be  properly  informed  about  the  ele- 
ments of  medical  care  and  their  costs. 

A classic  case  of  distorted  statistics  began 
on  December  7,  1959,  when  the  chairman  of 
the  Senate  Subcommittee  on  Antitrust  and 
Monopoly,  discussing  costs  of  prednisone  dur- 
ing the  recent  drug  price  hearings  turned  to 
an  associate  in  the  Senate  hearing  room  and 
asked,  “What  is  the  percentage  of  the  markup 
from  $1.57  to  $17.90?”  In  reply  John  Blair 
said: 

"Mr.  Chairman,  it  is  1,118  per  cent  mark- 
up, roughly  11  times  . . . ."  Mr.  (Francis) 
Brown:  the  president  of  Sobering  Cor- 
poration, who  was  in  the  witness  chair 
retorted:  "If  I may  be  permitted  to  do  so, 

I would  like  to  say  I consider  this  not  to 
be  the  proper  relationship,  because  this 
does  not  include  the  expenses  of  doing 
business  which  I have  outlined.  This  only 
includes  the  bare  factory  production 
costs  . . . ." 

In  spite  of  Mr.  Brown’s  explanation  the  re- 
sult of  the  question  and  reply  was  immediate, 
predictable,  and  irreversible.  The  nation’s 
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press  promptly  headlined  the  raw  percent- 
ages, and  converted  markup  into  profit. 
“PROFITEERING  CHARGED  TO  DRUG 
FIRM,  shouted  the  PHILADELPHIA  IN- 
QUIRER (December  8,  1959).  “DRUG  FIRM 
MARKUP  OF  1,118  P.C.,  PROBERS  SAY” 
proclaimed  the  BALTIMORE  SUN  (Decem- 
ber 7,  1959).  In  the  stories,  but  lost  under  the 
weight  of  the  headlines,  was  the  qualification 
that  reference  to  this  markup  did  not  include 
most  of  the  cost  of  business.  Lost  was  Sober- 
ing President  Brown’s  statement  to  the  press 
that  his  over-all  profit  was  16%,  and  that  his 
prednisone  profit  is  probably  around  12%. 

The  Baltimore  Sun  commented  on  this  and 
other  arithmetic  as  follows: 

"The  subcommittee  contended  that  re- 
search costs  for  Sobering  were  about  8V2 
per  cent  of  its  sales  last  year  while  the 
industry's  distribution  costs  averaged 
23 V2  per  cent." 

"Add  8V2  per  cent  and  23^2  per  cent,"  the 
Tennesseean  commented,  "and  it's  a long 
way  from  1,118  per  cent." 

The  serious  subject  of  fatalities  during 
clinical  investigation  of  drugs  was  also  put 
through  the  wringer  of  statistical  distortion 
during  the  drug  hearings.  A highly  pub- 
licized hearing-room  debate  took  place  during 
discussions  on  the  oral  anti-diabetic  ‘Dia- 
binese’.  An  eminent  physician  included  in 
his  prepared  statement  for  the  hearings  the 
following  sentence: 

"At  the  time  of  application  to  the  FDA 
some  2,000  case  reports  were  submitted 
and  despite  the  inclusion  of  43  deaths  and 
a number  of  instances  of  jaundice  the 
drug  was  passed  for  public  sale  in  1958." 
Fortunately,  some  of  the  press  reports  in- 
clude the  strong  denial  of  this  figure  by  other 
medical  witnesses.  The  WASHINGTON 
POST  (April  28,  1960),  for  instance  goes  on  to 
say: 

"Later,  he  (the  accusing  physician)  told 
a reporter  that  only  eight  deaths  could  be 
traced  to  the  drug." 

But  a serious  loss  of  public  confidence  both 
in  the  drug  and  in  the  judgment  of  their  phy- 
sicians resulted  according  to  other  testimony 
presented  on  subsequent  days.  The  drug  in- 
dustry has  frequently  been  the  butt  of 
criticism  about  “misleading”  promotion.  But 
the  companies  would  have  to  go  far  to  outdo 
the  misrepresentations  put  forth  by  some  of 


their  critics.  A prime  example  occurred  dur- 
ing the  drug  hearings  when  a testifying  phy- 
sician stated: 

"An  example  of  a big  promotional  idea 
was  that  of  Smith  Kline  & French  who  in 
October  1957  sent  this  assorted  sample 
package  of  drugs  to  my  office,  and  it  is 
assumed  to  all  150,000  doctors'  offices 
throughout  the  country,  and  as  shown 
here  in  the  statement,  the  wholesale  cost 
of  these  drugs  amounts  to  $18.99.  The 
postage  alone — - 4 pounds  — amounted  to 
$1.05.  When  estimated  for  all  150,000 
doctors,  it  comes  to  the  wholesale  cost  of 
the  drug,  $2,248,500  and  the  postage  at 
$157,000  making  a total  for  that  one  pro- 
motional campaign  of  slightly  over  $3 
million." 

The  critic’s  assumption  was  of  course  com- 
pletely erroneous.  The  distribution  of  the 
packet  was  limited  to  some  6,000  physicians, 
mostly  new  doctors  being  introduced  to 
SK&F  products,  and  cost  not  three  million 
dollars  but  around  $100,000. 

A much  more  serious  case  of  statistical  in- 
accuracy occurred  more  recently.  A former 
participant  in  the  drug  hearings  was  being 
questioned  by  a Senate  committee.  He  com- 
mented on  drugs  among  other  things.  In 
preparing  a story  about  this  hearing.  United 
Press  International  stated  on  May  31: 

"About  24  cents  of  every  dollar  that  the 
American  consumer  spends  on  prescrip- 
tion medicine  is  used  by  the  drug  makers 
to  advertise  and  promote  their  products. 
Paul  Rand  Dixon,  Chairman  of  the  Fed- 
eral Trade  Commission,  gave  this  statistic 
to  UPI  following  recent  testimony  before 
a House  committee  . . ." 

Several  errors  were  built  into  that  figure. 
The  reported  figure  covers  everything  from 
advertising  to  warehouses  to  returned  goods. 
The  importance  of  this  distinction  can  be  seen 
in  the  figures  published  in  the  June  13,  1960 
issue  of  Chemical  & Engineering  News: 

"The  bill  for  promotion  and  advertising? 
Not  out  of  line,  according  to  company  fig- 
ures. Parke,  Davis  spent  less  than  3%  of 
sales  in  1959  for  promotion  and  advertis- 
ing. At  Abbott,  the  bill  for  advertising 
in  1959  ran  about  6%  of  sales.  Upjohn 
says  its  outlays  for  such  activities  in  1959 
ran  about  6.6%  of  sales,  down  from  7.6% 
in  1958  " 
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The  United  States  is  today  embroiled  in 
fundamental  conflict  over  the  methods  of 
providing  health  care.  Our  individual  and 
national  health  hang  in  the  balance.  Under 
attack  is  the  free  practice  of  medicine  and  the 
competitive  enterprise  system  of  supplying 
health  services.  Only  through  full  knowledge 
of  the  most  accurate  information  obtainable 
will  the  American  public  be  able  to  make  the 
wisest  decisions.  The  debate  cannot  help 
being  emotional,  but  there  is  absolutely  no 
room  for  dubious  statistics. 

We  in  the  medical  profession  and  the  phar- 
maceutical industry  have  been  accused  too 
often  of  being  ultra-conservate.  I do  not  think 
we  can  be  justly  accused  of  being  obstruc- 
tionists; we  only  ask  for  the  privilege  of  being 
certain  that  change  is  for  the  better  before 
we  adopt  it.  In  fact,  often  we  are  the  ones 
to  advocate  change  in  the  health  care  field. 
I can  find  nothing  wrong  with  conservatism 
when  life  is  at  stake.  Perhaps  the  medical 
brand  of  conservatism  is  not  understood.  If 
so,  let  me  paraphrase  a few  sentences  from  a 
paper  given  before  the  Chicago  Literary  So- 
ciety. It  was  entitled  “The  Reluctant  Con- 
servative.” 

"Conservatism  has  been  said  to  reflect  a 
discriminating  respect  for  the  wisdom  of 
one's  ancestors.  Few  people  are  born  re- 
specters of  this  wisdom  or  show  it  in 
their  childhood  and  youth,  but  exper- 
ience tends  to  develop  it.  'In  time  a man 
comes  to  realize  that  prevailing  customs 
would  probably  not  have  come  into  use 
had  they  not  once  served  a purpose  and 
would  probably  not  have  endured  had 
they  ceased  to  serve  that  or  some  other 
purpose.' 

"Conservation  that  is  intellectually  re- 
spectable boils  down  to  the  conviction 
that  existing  institution,  customs,  rights, 
privileges  and  the  like  are  a closely  in- 
terrelated whole,  reflecting  the  exper- 
ience of  many  generations,  and  by  and 
large,  they  are  good  rather  than  bad. 

"The  thoughtful  conservative,  though  he 
admires  the  sometimes  awesome  achieve- 
ments of  human  reason  as  much  as  any 
liberal,  is  unwilling  to  submit  himself  en- 
tirely to  the  guidance  of  his  own  reason 
or  the  collective  reasoning  of  his  fellows. 
He  has  observed  the  withering  effect  of 
time  on  the  fruits  of  reason  — the  dis- 
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turbing  frequency  with  which  a scheme 
that  appears  reasonable  one  day  seems 
less  so  the  next  and  quite  unreasonable  a 
week  or  a month  or  a year  later  ...  he 
believes  that  the  very  faculty  of  discrim- 
inating should  be  used  with  discrimina- 
tion." 

Maybe  the  point  I really  have  been  trying 
to  make  today  is  simply  this:  The  pharmaceu- 
tical industry  believes  state  medical  journals 
to  be  among  the  media  by  which  physicians 
can  and  should  be  reached  effectively  and 
truthfully.  It  believes  also  that  any  journal 
that  commands  respect  should  exercise  re- 
straint which  is  not  to  be  confused  with  cen- 
sorship — over  its  contents  so  that  any  ac- 
claim for  leadership  is  earned  through  wise 
and  judicious  appraisal.  Or  in  other  words,  as 
for  the  reluctant  conservative,  those  respon- 
sible for  the  printed  word  should  exercise  the 
faculty  of  discriminating  with  discrimination. 


THE  MONTH  IN  WASHINGTON 

The  American  Medical  Association  said 
that  President  Kennedy  misstated  the  real 
issue  when  he  renewed  his  request  to  Con- 
gress for  legislation  that  would  provide  lim- 
ited health  care  for  the  aged  under  social 
security. 

“We  believe  the  American  people  are  en- 
titled to  know  that  the  real  issue  is  not  med- 
ical care  versus  no  medical  care  for  the 
elderly.”  Dr.  Leonard  W.  Larson,  president 
of  the  A.M.A.  said. 

“The  real  issue  is:  should  wage-earners  and 
employers  be  forced  to  pay  a substantial  in- 
crease in  taxes  to  provide  medical  care  for 
millions  financially  able  to  take  care  of  them- 
selves? 

“No  one  supporting  this  proposal  has  yet 
presented  any  evidence  that  such  radical  leg- 
islation is  needed. 

“The  medical  profession  is  for  the  Kerr- 
Mills  law  to  help  the  aged  who  need  help.  We 
are  for  voluntary  enterprise,  including  health 
insurance  and  prepayment  plans  for  the  non- 
needy  aged.” 

Dr.  Larson  also  disputed  other  statements 
on  the  issue  which  President  Kennedy  made 
in  a new  health  message  to  Congress.  Dr. 
Larson  said  that  contrary  to  what  . Mr.  Ken- 
nedy said,  the  Administration  legislation  (the 
King-Anderson  bill)  could  interfere  with  the 
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patient’s  freedom  of  choice  of  hospital  and 
physician. 

It  would  give  the  federal  government 
“such  broad  power  to  control  the  practice  of 
medicine  in  the  nation’s  hospitals  that  the 
Secretary  of  Health,  Education  and  Welfare 
would  literally  become  the  czar  of  American 
medicine,”  Dr.  Larson  said. 

Dr.  Larson  also  pointed  out  that  it  would 
not  be  a health  insurance  program  as  Presi- 
dent Kennedy  said.  Instead,  it  was  “political 
medicine,”  Dr.  Larson  said. 

“As  the  Supreme  Court  of  the  United 
States  has  ruled.  Social  Security  is  strictly  a 
tax  program  with  current  taxes  used  prin- 
cipally to  provide  benefits  for  those  now  re- 
tired,” Dr.  Larson  said. 

President  Kennedy’s  new  health  message 
was  a summation  of  various  Administration 
proposals  in  the  field  with  some  additions.  It 
included: 

— Federal  aid  for  construction  of  medical 
schools  and  scholarships  for  medical  stu- 
dents. 

— Expanded  health  research,  including  a 
new  institute  for  child  health  and  human  de- 
velopment. 

— More  funds  for  the  National  Institute  of 
Mental  Research. 

— Federal  loans  to  help  set  up  group  prac- 
tice clinics. 

— Encouragement  of  states  to  provide  med- 
ical services  for  migrant  workers. 

— Federal  research  and  grants  to  help  com- 
bat air  pollution  in  cities. 

— A three-year  program  of  federal  assist- 
ance to  get  American  children  vaccinated 
against  polio,  diphtheria,  whooping  cough 
and  tetanus.  The  government  would  pay  the 
cost  of  vaccines  for  all  children  under  five, 
provided  state  and  local  communities  set  up 
inocculation  programs. 

“Establishment  of  a National  Environ- 
mental Health  Center  “to  provide  a focal 


point  for  nationwide  activities  in  the  control 
of  air  pollution,  water  pollution,  radiation 

hazards,  and  occupational  hazards.” 

* * * 

A broad  investigation  of  cold  remedies  to 
determine  whether  their  advertising  over- 
states their  effectiveness  has  been  started  by 
the  Federal  Trade  Commission. 

As  a start,  the  Commission  sent  question- 
naires to  24  major  manufacturers  of  cold 
remedies.  Answers  to  the  questionnaires  are 
mandatory  under  the  Federal  Trade  Commis- 
sion Act.  When  and  how  many  additional 
manufacturers  will  receive  similar  question- 
naires has  not  yet  been  determined. 

The  answers  to  the  questionnaires  will  en- 
able the  Commission  to  make  a comprehen- 
sive review  of  problems  throughout  the  en- 
tire field  and  will  assist  in  evaluating  scien- 
tific evidence  claimed  for  the  medicinal  prep- 
arations. 

The  survey  seeks  information  on  all  such 
preparations  offered  for  the  relief  or  treat- 
ment of  congestion,  irritation,  inflammation, 
infection,  allergy  or  other  conditions  involv- 
ing any  part  of  (1)  head,  including  the  acces- 
sory nasal  sinuses,  (2)  throat,  (3)  bronchiti, 
(4)  chest,  or  other  portions  of  the  respiratory 
system.  The  questionnaires  also  seek  infor- 
mation on  claims  for  the  relief  or  treatment 
of  any  symptom  or  manifestation  of  these 
ailments. 

The  Commission’s  resolution  stated  that  it 
had  reason  to  believe  that  certain  corpora- 
tions in  offering  such  products  to  the  public 
“may  have  falsely  advertised  and  misrepre- 
sented” their  efficacy.  The  resolution  added 
that  the  public  interest  required  that  an  in- 
vestigation be  conducted  to  determine 
whether  such  advertising  was  in  violation  of 
the  Federal  Trade  Commission  Act. 

The  names  of  the  24  manufacturers  to 
whom  the  questionnaires  were  sent  will  not 
be  disclosed,  an  FTC  spokesman  said. 


WANTED:  General  Practitioner.  South- 
western Minnesota.  Trade  area  popula- 
tion 2500.  Modern  community  with  new 
medical  clinic.  10  minutes  to  county 
hospital  with  move  on  the  way  to  build 
a new  one.  25  minutes  to  Sioux  Falls, 
S.  Dak.  on  turn-pike.  Write  Jasper, 
Minn.  Milt  E.  Seeman. 
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a medical  milestone  at  America's  crossroads 


AM  A 111th 
Annual  Meeting 


CHICAGO’S  MAGNIFICENT  McCORMICK  PLACE  • JUNE  24-28,  1962 

This  is  Chicago’s  splendid,  new  exposition  center  offering  every  conceivable  convenience  in 
the  nation’s  most  exciting  convention  city.  More  than  a convention  hall,  McCORMICK  PLACE 

is  a complex  of  unobstructed  exhibit  area,  spacious  meeting  rooms,  beautiful  theaters, 
glamorous  restaurants  and  lounges,  and  colorful  promenades  adjacent  to  huge  parking 
lots  and  enticing  lagoons.  And  in  this  spectacular  setting  on  the  shores  of 
Lake  Michigan  just  a summer  stroll  from  midtown  hotels,  stores  and  entertainment  districts, 
air-conditioned  McCORMICK  PLACE  offers  you  the  unsurpassed  opportunity  to  participate  in 

the  most  comprehensive  of  all  medical  meetings,  the  ultimate  in  post-graduate  education. 


IT’S  ALL  FOR  YOU  ★ GONyENIENT,  COMPACT,  AND  AIR^CONDlflONEO  ★ AT  THE  CROSSROADS 
; CHICAGO  ★THE  PLACE  TO  KEEP  PACE  IS  McCORMICK  PLACE! 


Here,  completely  assembled— all  in  this  one 
building— will  be  the  greatest  cross-section 
of  every  medical  interest: 

★ More  than  200  eminent  scientists  in  the 
Multiple  Disciplinary  Research  Forum 

★ Eight  general  programs,  never  before  scheduled, 
by  the  combined  specialties 


★ Over  700  exhibits  staffed  by  top  researchers 
and  expert  technologists 

★ Surgical  innovations  and  symposia  on  live 
color  TV  and  motion  picture  premieres 

★ Special  daily  features  representing  each 
medical  discipline— and  countless  other  vital 
programs  to  serve  you  in  your  practice 


AMERICAN  MEDICAL  ASSOCIATION 
535  North  Dearborn  Street,  Chicago  10,  Illinois 

See  JAMA  May  19  for  complete  scientific  program ...  for  physician  advance  registration  and  hotel  reservation  forms 
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LOUD  AND  CLEAR 

The  power  of  American  medicine  is  widely 
recognized,  but  where  that  power  lies  is  often 
overlooked.  Contrary  to  public  opinion  it 
does  not  lie  in  the  AMA  or  in  the  leadership 
of  any  state  or  local  medical  association.  It 
lies  in  the  individual  activities  of  the  180 
thousand  physicians  and  their  deep  interest 
in  the  health  and  welfare  of  their  patients  — 
180  million  Americans.  It  lies  in  the  respect 
in  which  each  individual  physician  is  held 
and  in  his  contact  with  virtually  every  seg- 
ment of  American  society.  It  is  this  power 
which  now  must  be  mobilized  in  the  best  in- 
terests of  the  American  public  and  the  Amer- 
ican way  of  life. 

The  present  issue  is  the  proposal  to  provide 
medical  services  for  those  over  65  through 
the  Social  Security  mechanism.  Prominent 
government  officials  have  recently  stated 
that  180  thousand  doctors  will  not  be  per- 
mitted to  thwart  the  will  of  180  million  Amer- 
! icans.  This  statement  is  at  once  rabble-rous- 
ing, revealing  and  ridiculous.  It  is  rabble- 
rousing  on  the  face  of  it.  It  reveals  that  the 
proponents  must  depend  more  on  emotion 
I than  reason  to  achieve  their  goals.  It  is  ridic- 
ulous because  it  suggests  that  180  thousand 
physicians  are  intransiently  opposed  to  180 
; million  Americans.  If  this  were  fact  the  issue 
I would  not  be  an  issue.  It  would  be  decided 
; 1000  to  1! 

It  is  quite  obvious  that  facts  and  reasoned 


arguments  do  not  support  the  Social  Security 
approach  to  medical  care.  If  they  did  they 
certainly  would  be  used  and  they  certainly 
would  be  convincing.  The  responsibility  of 
the  180  thousand  doctors  heretofore  is  some- 
how to  cut  through  the  smoke  screens  of  con- 
fusion, diversionary  tactics  and  emotional 
misrepresentation  so  that  180  million  Amer- 
icans and  their  legislative  representatives  be- 
come aware  of  the  facts  and  where  their  in- 
terests lie.  This  must  be  done  promptly. 

The  great  power  of  American  medicine  lies 
in  the  individual  actions  of  each  physician. 
This  is  at  once  its  strength  and  its  weakness. 
The  weakness  lies  at  the  door  of  the  sub- 
stantial majority  of  physicians  who  do  not 
accept  their  professional  responsibility  to  be- 
come informed  and  participate  as  citizens  in 
the  socioeconomics  and  politics  of  medical 
care,  but  leave  this  to  “the  other  fellow”  — 
be  he  doctor,  layman  or  government.  History 
has  repeatedly  shown  that  freedom  cannot 
safely  be  left  to  any  “other  fellow.”  It  is  the 
bald  truth  that  the  future  of  medical  care  is 
a personal  responsibility  of  those  physicians 
who  say  “I’m  too  busy,  let  someone  else  do 
it.” 

This  weakness  must  become  our  strength. 
Each  of  us  must  do  his  part.  Just  as  each  doc- 
tor convinces  his  patient  each  physician  must 
convince  the  public.  The  real  power  of  Amer- 
ican medicine  can  only  be  brought  to  bear  as 
each  individual  and  informed  doctor  speaks 
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out  in  the  patient  and  public  interest  with 
fact  and  reasoned  argument. 

Yes,  most  of  us  must  turn  over  a new  leaf 
for  1962.  Medicine  must  come  through  loud 
and  clear! 

Reprinted  from  the  California  Medical  Associa- 
tion NEWSLETTER.  VoL  6,  No.  12,  December,  1961. 


THE  1962  ANNUAL  MEETING 
By 

Leonard  Larson,  M.D. 

President 

The  American  Medical  Association 

Each  year  at  this  season  it  is  customary  for 
the  president  of  the  American  Medical  Asso- 
ciation to  extend  an  invitation  to  all  Amer- 
ican physicians  to  attend  the  AMA’s  annual 
meeting.  Each  year  it  is  also  expected  of  the 
president  to  state  that  “this  year’s  meeting 
will  be  the  best  yet.” 

This  year  I have  no  hesitation  in  proclaim- 
ing that  the  1962  Annual  Meeting  June  24-28 
at  Chicago  will  be  an  excellent  scientific  ses- 
sion that  will  offer  much  solid,  compre- 
hensive information  that  will  be  of  great 
value  to  those  of  us  in  the  practice  of  med- 
icine. 

Dr.  Samuel  P.  Newman,  chairman  of  the 
Council  on  Scientific  Assembly,  and  his  col- 
leagues, together  with  the  Council’s  new 
secretary,  Dr.  George  R.  Meneely,  has  done  a 
splendid  job  in  studying  the  entire  field  of 
medicine  and  determining  in  which  areas 
there  has  been  substantial  progress  worth  re- 
porting to  the  men  in  practice. 

As  usual,  the  program  for  the  meeting  is 
scheduled  for  publication  May  19  in  the  Jour- 
nal of  the  AM  A.  You  will  be  able  to  judge 
for  yourself  whether  I am  right  in  saying  that 
the  program  for  the  1962  meeting  is  the  finest 
ever  assembled  for  the  benefit  of  the  Amer- 
ican medical  practitioner. 

Theme  of  the  meeting  will  be  “Medicine  in 
the  Atomic  Age.”  This  is  a broad,  generalized 
theme  that  covers  everything  in  medicine. 
And  that  is  just  what  the  scientific  program 
will  do. 

The  twenty-one  sections  concentrating  on 
the  medical  specialties  are  pooling  their 
talents  and  resources  to  bring  the  top  men  in 
the  nation  to  deliver  papers  in,  areas  such  as 
Nuclear  Medicine,  Mental  Health,  Tissue 
Transplantation,  Inflammatory  and  Ulcera- 
tive Diseases  of  the  Small  Intestine,  In- 


halation Therapy,  Clinical  Cardiology  and 
Anticoagulant  Therapy,  and  Diagnostic  Prob- 
lems and  Exfoliative  Cytologic  Methods. 

And  for  those  of  you  who  swore  “never 
again!”  following  the  last  Annual  Meeting  in 
Chicago  in  1956,  allow  me  to  point  out  that 
the  1962  meeting  will  be  in  the  swank  new 
McCormick  Place,  completely  air  conditioned. 
The  steamy  heat  and  cramped  quarters  of  the 
old  Navy  Pier  are  Just  an  unpleasant  mem- 
ory. 

See  you  in  June  in  Chicago! 


TIME  TO  STAND  UP  — 

AND  BE  COUNTED 

Traditionally,  physicians  have  been  our 
nation’s  most  fiercely  independent  people. 
The  average  doctor  asks  no  help  to  maintain 
his  practice  and  sometimes  sees  no  reason  to 
participate  in  the  operations  of  others. 

Recently,  however,  the  m,edical  profession 
.has  had  to  seek  help  — ■ not  to  maintain  prac- 
tice, but  to  educate  the  public  to  the  evils  of 
socialized  medicine  that  is  more  threatening 
today  than  ever  before.  We  have  asked  other 
conservative  organizations  to  take  action  op- 
posing HR  4222  and  many  of  them  are  rally- 
ing to  our  support.  At  the  same  time  they 
are  asking  where  the  doctors  are  when  it 
comes  to  fighting  problems  of  federal  control 
of  education,  federal  control  of  power  distri- 
bution, federal  controls  that  magnify  rather 
than  m,mimize  farm  problems  and  others. 

These  organizations  are  willing  to  help  be- 
cause they  oppose  the  expansion  of  Social 
Security  to  socialize  medicine.  Are  we  will- 
ing to  stand  up  and  be  counted  in  support  of 
them?  And  if  so,  how  do  jmu  get  counted? 

The  answers  are  easy  — • join  your  local 
Chamber  of  Commerce,  the  Greater  South 
Dakota  Association,  your  South  Dakota  Phy- 
sicians Committee,  The  American  Medical 
Political  Action  Committee  and  other  organ- 
izations that  think  as  you  do.  Further,  don’t 
hesitate  to  write  to  your  Congressm.en  on 
subjects  other  than  health  care. 

A letter  from,  a gas  station  attendant  op- 
posing HR  4222  carries  more  weight  than  a 
letter  from  a doctor.  Conversely,  a letter 
from  a doctor  on  Federal  Aid  to  Education 
carries  more  weight  than  the  chairman  of  the 
Taxpayers  Association. 

So  don’t  wait  to  stand  up  and  be  counted — 
the  time  is  now! 


— 144 


A visiting  anatomist,  Dr.  Arthur  M.  Lassek, 
Chairman  of  the  Anatomy  Department  at 
Boston  University  Medical  School,  spent  a 
week  on  our  campus,  giving  a series  of  lec- 
tures to  our  medical  students  and,  on  January 
26,  gave  a talk  to  the  District  Medical  Asso- 
ciation. Dr.  Lassek  is  a noted  authority  on  the 
pyramidal  tract.  In  1954  he  published  a book 
entitled  Th©  Pyramidal  Tracts  Its  Status  in 
Medicine,  Thomas,  number  233  of  the  Amer- 
ican Lecture  Series. 

A feature  of  this  book  that  would  make  it 
of  value  to  those  doing  research  are  two 
chronological  outlines.  The  first  is  Basic 
Pyramidal  Tract  Investigation  in  Man  begin- 
ning with  Hippocrates  in  460-377  B.C.  and 
ending  with  D.  Kenny-Brown  and  R.  A.  Kry- 
nauw  in  1950.  The  second  is  an  outline  of  Sub- 
human Experiments  on  the  Pyramidal  Tract 
beginning  with  131-201  A.D.  with  Galen  and 
ending  in  1952  with  G.  Clark  and  A.  M.  Las- 
sek. The  very  comprehensive  bibliography 
includes  all  of  the  authors  mentioned  in  the 
outlines. 

The  book  includes  chapters  on  the  dis- 
covery of  the  pyramidal  decussation;  normal 
histological  studies;  signs  and  symptoms; 
studies  in  secondary  degeneration;  results  of 
electrical  stimulation;  surgical  operations; 
animal  experimentation;  the  afferent  system, 
and  the  status  in  medicine. 

A very  well  written,  lucid,  well  organized 
book,  made  more  interesting  to  our  medical 
students  and  staff,  because  of  personal  con- 
tact with  the  author. 


A new  book  in  our  medical  library  in  which 
our  medical  students  have  shown  consider- 
able interest  is  Boys  in  White  by  Howard  S. 
Becker  et  al.  University  of  Chicago  Press, 
1961.  Eli  J.  Krigsten,  one  of  our  sophomore 
medical  students  has  written  the  following 
review  of  this  book: 

In  an  attempt  to  study  the  student  culture 
in  medical  schools,  four  prominent  so- 
ciologists examined  the  processes  which  take 
place  daily  behind  the  walls  of  the  University 
of  Kansas  School  of  Medicine.  The  four, 
Howard  S.  Becker,  Blanche  Geer,  Everett  C. 
Hughes,  and  Anselm  L.  Strauss,  have  made 
previous  smaller  studies  in  the  field,  but 
none  so  complete  as  this. 

They  began  by  examining  the  medical 
schedule  facing  an  incoming  freshman  stu- 
dent and  an  overall  view  of  the  University  of 
Kansas  Medical  School.  Their  method  of 
study  provided  them  with  information  from 
three  approaches;  that  of  a student;  a profes- 
sor, and  an  objective  outsider.  This  study  was 
not  an  attempt  to  follow  a set  pattern  of  hy- 
pothesis, but  rather  to  follow  the  develop- 
ment of  a modern  day  medical  student  both 
in  knowledge  and  in  his  attitudes.  They  ac- 
complished this  objective  by  accompanying 
the  students;  listening  to  their  conversations, 
and  holding  interviews  both  individually  and 
in  groups.  The  students  were  informed  of  the 
purposes  of  this  study  and  were  not  led  to 
believe  that  those  making  the  study  were  in 
any  way  connected  with  the  medical  school. 

The  first  group  of  studies  involved  the 
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attitudes  of  the  freshman  and  his  reasons  for 
entering  the  profession.  They  found  that 
freshmen  believed  medicine  to  be  “the  best 
of  all  professions,”  and  that  the  ability  to 
help  people,  and  to  do  good  overshadowed  the 
monetary  values  which  most  of  them  asso- 
ciated to  some  extent  with  the  medical  pro- 
fession. In  short,  the  entering  student  ap- 
peared rather  idealistic.  The  researchers  fol- 
lowed this  zealous  neophite  through  the  four 
long  and  often  tiring  years  of  medical  school. 
They  watched  his  attitudes  change  from  the 
ideal  to  the  overly  critical  and  eventually 
back  to  a modified  ideal.  As  Dr.  Geer  says  the 
first  two  years  of  medical  school  might  well 
be  called  the  pre-cynical  years  and  the  latter 
two  the  cynical  years. 

These  four  researchers  have  carried  out 
first  hand  research  resulting  in  an  insight 
into  the  mechanisms  which  function  to  turn 
out  men  from  the  boys  in  white.  Medical 
educators  as  well  as  sociologists  and  medical 
students  will  find  this  book  of  interest. 

Esther  Howard 

Medical  Librarian 


W.  B.  SAUNDERS  COMPANY  features 
the  following  recent  books  in  their  fall  page 
advertisement  appearing  elsewhere  in  this 
issue: 

ADLER— TEXTBOOK  OF 
OPHTHALMOLOGY 
Concentrates  on  the  ophthalmic  problems 
of  the  non-specialist — stressing  diagnosis, 
treatment  and  indications  that  call  for  a 
specialist. 

MAJOR  AND  DELP— PHYSICAL 
DIAGNOSIS 

Offers  step-by-step  procedures  for  exam- 
ining every  area  of  the  body  by  inspec- 
tion, palpation,  percussion  and  ausculta- 
tion. 

REID— TEXTBOOK  OF  OBSTETRICS 
Gives  you  not  only  a clear  picture  of  nor- 
mal pregnancy  and  labor,  but  sound  in- 
sight as  well  into  the  medical  complica- 
tions that  may  arise. 


A.M.A.  ANNOUNCES  LOAN  PLAN 

A new  source  of  financial  assistance  to 
medical  students  and  to  physicians  in  resi- 
dency and  internship  training  throughout  the 


country  will  be  opened  up  within  a few  weeks 
through  a loan  program  underwritten  by  the 
American  Medical  Association. 

The  AMA  recently  announced  details  of  its 
medical  education  loan  program  which  the 
association  has  been  developing  for  the  past 
several  months. 

The  loan  plan,  which  will  be  a function  of 
the  AMA  Education  and  Research  Founda- 
tion, will  assist  students  at  any  stage  of  their 
medical  education,  including  the  first  year 
of  medical  school. 

Financing  of  the  program  has  been  ne- 
gotiated by  the  AMA  with  Continental  Il- 
linois National  Bank  and  Trust  Company, 
Chicago.  Similar  financing  arrangements  will 
be  negotiated  with  other  large  banks  as  the 
program  progresses. 

Loans,  which  will  be  guaranteed  against 
default  by  the  AMA  Education  and  Research 
Foundation,  will  be  available  to  full-time  stu- 
dents in  good  academic  standing  who  are 
United  States  citizens,  providing  they  attend 
a medical  school  approved  by  the  AMA’s 
Council  on  Medical  Education  and  Hospitals 
or  are  in  residency  or  internship  training  in 
a hospital  approved  by  the  Council. 

Officials  of  the  AMA  Education  and  Re- 
search Foundation  said  that  loan  applications 
would  not  be  available  before  March  1 but 
that  the  plan  should  be  ready  to  begin  pro- 
cessing first  applications  soon  after  that  date. 


Out  Patient  Needs 

Elmen  Eqpipment 
Rent-ails,  Inc. 

1701  West  12th 
Sioux  Falls,  South  Dakota 
"We  Rent  Most  Everything" 

Everest  & Walkers 

Jennings  Commod 
Wheel  Chairs  Bedrails 
Hospital  Beds  Trapeze 
Crutches 

100's  of  Invalid  needs 

PHONE 

ED  8-7802 
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I THE  MB'S  RESPONSIBILITY 

I TO  HIS  STATE  MEETING 

J Peculiar  things  are  happening  in  “the  house 
> of  medicine”  today.  Bureaucrats  in  Washing- 
ton are  using  IBM  techniques  to  determine 
what  John  Jones,  M.D.  in  Spotted  Horse  can 
charge  for  every  service  he  renders  patients 
served,  where  government  funds  are  wholly 
or  partially  employed.  Hospitals  in  many 
areas  are  assuming  the  role  of  community 
physician  and  creating  a public  image  that 
’ the  fount  of  medical  knowledge  and  authority 
rests  on  Hill-Burton  foundations  rather  than 
in  the  office  of  the  individual  family  phy- 
sician. And  with  this  ominous  change  in  the 
structure  of  medical  practice  comes  an  equal 
and  disturbing  decline  in  the  role  of  the 
' county  society  and  the  state  medical  meeting 
I in  the  important  area  of  postgraduate  medical 
! education. 

; Why  is  this  so,  and  need  it  continue  to  a 
point  where  the  county  society  and  the  state 
medical  meeting  Join  the  dodo  and  the  carrier 
pigeon  in  oblivion? 

At  the  turn  of  the  century  the  county  med- 
I ical  society  was  the  “doctors’  fraternity,”  and 
I the  annual  state  meeting  was  an  occasion 
I eagerly  anticipated  as  a source  of  profes- 
I sional  knowledge  and  an  opportunity  to  dis- 
I cuss  cases  and  professional  problems  with 
^ former  teachers  and  colleagues  in  other  cities. 
Those  were  the  days  when  professional  ex- 
change of  experience  and  avid  attendance  at 


lectures  provided  the  best  avenue  for  con- 
tinued medical  education.  Medical  movies 
were  rarely  available,  TV  wasn’t  even 
imagined  outside  of  a few  imaginative  science 
writers  of  the  Jules  Verne  type,  and  even 
access  to  literature  was  generally  confined 
to  the  larger  communities  and  those  few  high 
and  mighty  “giants”  of  the  profession  who 
were  specialists  in  the  art,  of  surgery. 

What  a change  today!  The  busy  prac- 
titioner of  1962  is  bombarded  with  literature; 
he  is  swamped  with  elaborate  brochures  on  a 
multiplicity  of  medications  and  professional 
aids;  he  is  interrupted  in  the  care  of  patients 
by  earnest  and  persistent  detail  men;  his  hos- 
pital staff  demands  his  presence  at  frequent 
meetings;  his  specialty  group  or  GP  unit 
seeks  his  attendance  at  scientific  meetings 
(with  bait  of  credit,  or  threat  of  expulsion!) 
....  in  short,  the  physician  of  today  is  either 
a nomad,  from  his  practice,  or  he  throws  up 
his  hands  and  eliminates  all  meetings  other 
than  three  or  four  each  year. 

In  such  a situation  many  state  medical 
meetings  are  finding  themselves  among  the 
“also  rans.”  They  can  provide  little  of  the 
glamour  or  overwhelming  program  offerings 
of  an  A.M.A.  meeting.  Nor  can  they  success- 
fully compete  with  the  social  pull  of  the  re- 
sort conferences  (with  a chance  for  a bit  of 
gambling  and  night-clubbing  within  the  pre- 
scribed rules  of  the  Internal  Revenue  Depart- 
ment!). 
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And  yet,  a state  medical  meeting  has  some- 
thing of  special  value  to  the  practitioner  which 
is  worth  preserving.  But  it  cannot  survive 
if  an  increasing  number  of  physicians  by-pass 
it  and  restrict  their  attendance  to  regional  or 
national  meetings  of  their  specialty  or  area 
of  general  practice. 

A state  meeting  ....  YOUR  state  meeting 
. ...  is  the  finest  “grass  roots”  medical  meet- 
ing which  can  be  developed.  It’s  big  enough 
to  provide  a stimulating  program  with  out-of- 
state  speakers,  and  to  encourage  the  develop- 
ment and  presentation  of  good  scientific  ex- 
hibits from  local  hospital  staffs  or  clinic 
groups.  At  the  same  time  it’s  small  enough  to 
provide  renewed  fellowship  with  former 
classmates  and  faculty  members  to  a degree 
which  is  lacking  in  any  national  or  even  re- 
gional conference. 

Why  then,  is  the  average  state  meeting 
suffering  a severe  case  of  attendance  malnu- 
trition? In  some  instances  poor  program  plan- 
ning may  be  the  answer.  Often  there  is  a lack 
of  imagination  in  providing  new  modes  of 
presentation.  Panels,  demonstrations,  movies, 

TV,  “wet  clinics” all  are  an  important 

part  of  a modern-day  medical  convention,  and 
the  program  committee  which  fails  to  utilize 
these  teaching  devices  is  issuing  a blanket  in- 
vitation to  stay  way  from  the  meeting  itself. 

Even  the  technical  exhibits  at  a well-run 
medical  meeting  have  educational  benefits  to 
be  considered.  True,  a certain  proportion  of 
physicians  regard  the  technical  exhibits  as 
“commercialization”  of  the  scientific  pro- 
gram, and  hesitate  to  taint  themselves  by 
stopping  at  any  of  the  booths.  However,  there 
are  many  more  physicians  from  smaller  com- 
munities or  in  rural  practice  who  welcome 
the  opportunity  to  see  what  new  drugs  and 
appliances  are  being  offered,  without  the 
pressure  of  a waiting  room,  of  patients. 

No  medical  meeting  exhibit  should  be  con- 
tinued solely  on  the  basis  of  financial  support 
to  the  scientific  program  itself.  No  one  should 
ask  the  physician  to  “sell  his  soul,”  just  to 
support  a commercial  exhibit.  The  day  of 
the  “hard  sell”  among  exhibitors  at  medical 
meetings  is  a thing  of  the  past.  A few  com- 


panies still  em,phasize  direct  sales  at  medical 
conferences,  and  their  representatives  are  a 
bit  on  the  over-eager  side.  But  most  of  the 
ethical  houses  conduct  their  physician  con- 
tacts in  keeping  with  the  professional  stand- 
ards of  those  in  attendance. 

The  educational  aspects  of  the  modern-day 
medical  exhibit  should  not  be  overlooked  or 
derided  by  the  purist  MD  who  scornfully 
brands  all  displays  as  “technical  prostitu- 
tion.” He  is  possibly  unaware  of  the  fact  that 
most  of  the  scientific  exhibits  he  admires  and 
studies  are  largely  supported  by  funds  from 
the  commercial  houses.  He  accepts  the  lec- 
tures and  demonstrations  on  the  scientific 
program  itself  with  little  recognition  that 
without  exhibit  support  he  would  be  asked 
to  pay  a registration  fee  of  $25  to  $50. 

Those  who  view  medical  meetings,  from 
the  hospital  staff  level  right  up  to  the  sum- 
mer meeting  of  the  A.M.A.,  are  concerned 
that  in  some  areas  physicians  are  failing  to 
appreciate  the  importance  and  unique  qual- 
ities of  their  state  meeting.  By  their  failure 
to  actively  support  their  meeting  on  a state 
level  they  are  threatening  the  demise  of  a 
meeting  which  has  much  to  offer  in  terms  of 
close  professional  fellowship  and  keeping  the 
quality  of  medical  practice  in  the  immediate 
area  alert  to  new  developments  as  they  relate 
to  individual  practice. 

The  public  is  prone  to  criticize  the  medical 
profession  for  its  alleged  major  concern  with 
the  financial  returns  of  their  practice.  At- 
tendance at  medical  meetings  represents  a 
loss  of  income  which  is  often  overlooked  by 
patients.  It  is  important  that  annually  your 
patients  either  read  this  legend  on  your  office 
door:  “To  My  Patients:  I am.  Attending  My 
State  Medical  Meeting  so  I Can  Better  Serve 

You.  Please  call  Doctor  in 

My  Absence,”  or  your  office  girl  should  be 
asked  to  explain  your  absence  in  a similar 
manner. 

Your  state  meeting  is  worthy  of  your  sup- 
port .....  and.  it  can  only  remain  a vital  fac- 
tor in  the  life  of  your  state  if  you  attend  and 
take  an  active  role  in  all  aspects  of  the  meet- 
ing. 
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The  medical  profession,  other  professional  groups,  business  organizations,  and  think- 
ing people  everywhere  have  started  an  all  out  attack  upon  the  so-called  King  Anderson  bill, 
“HR  4222,”  in  order  to  preserve  freedom  and  private  enterprise  in  this  country. 

The  Greater  South  Dakota  Association  has  taken  it  upon  itself  to  contact  trade  associa- 
tions, farm  groups  and  non-medical  professional  associations  in  a campaign  to  get  resolutions 
from  these  organizations.  The  Medical  Association  has  started  a campaign  to  obtain  resolutions 
from  medical  and  paramedical  groups. 

The  Medical  Association  has  also  established  a Speakers  Bureau  and  has  had  a training 
session  for  twenty  doctors  and  auxiliary  members  who  are  prepared  to  speak  to  luncheon 
groups,  PTA’s,  farm  groups,  etc. 

The  final  attack  can  only  be  accomplished  by  the  individual  physician,  himself.  His 
cooperation  in  this  program  will  make  the  difference  between  maintenance  of  the  free  enter- 
prise system,  and  the  first  real  step  toward  socialism.  It  behooves  all  of  us  as  physicians  to 
contact  organizations  for  speakers  and  to  refer  them  to  our  Executive  Office  for  assignment 
of  members  of  the  Speakers  Bureau.  It  is  incumbent  on  us  to  write  our  senators  and  congress- 
men opposing  HR  4222,  and  it  is  important  that  we  inform  our  patients  of  the  hazards  of  such 
legislation. 

C.  J.  McDonald,  M.D. 

President 
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KREISER  SUR6ICAL,  Inc. 


1220  S.  Minnesota,  Sioux  Falls,  S.  D. 
528  Kansas  City  St.,  Rapid  City,  S.  D. 


MEDICAL  STUDENTS 
INDICATE  OPPOSITION 
FOR  MEDICAL  PLAN 

The  students  at  the  University  of  South 
Dakota  Medical  School,  without  prompting 
from  the  faculty  or  staff,  have  taken  a unique 
action  on  proposed  plans  of  medical  care.  The 
action  taken  was  forwarded  to  the  editor  of 
the  Argus-Leader  in  Sioux  Falls  and  reads 
as  follows: 

Editor 

Argus-Leader 

Sioux  Falls,  South  Dakota 

Dear  Sir: 

The  enclosed  is  an  editorial  written  by 
the  medical  students  at  the  State  Univer- 
sity of  South  Dakota  Medical  School  at  Ver- 
million. We  would  appreciate  your  print- 
ing this  editorial  for  us  in  the  Argus- 
Leader. 

Due  to  the  recent  cry  for  an  increase  in 
the  socialistic  functions  of  the  federal  gov- 
ernment, especially  in  the  field  of  medicine, 
we  would  like  to  set  forth  some  thoughts 
for  the  consideration  of  the  readers  of  the 
Argus-Leader.  We  would  do  well  first  to 
ponder  the  statement  made  by  Benjamin 
Franklin,  “They  that  can  give  up  essential 
liberty  to  obtain  a little  temporary  safety 
deserve  neither  liberty  nor  safety.”  Amer- 
ica has  long  been  envied  by  the  people  of 
the  world,  because  of  the  abundant  in- 
dividual liberties  that  we  enjoy.  We  must 
always  be  on  the  alert  lest  we  sell  out 
some  of  these  liberties  for  a little  gain.  We 
would  like  to  specifically  consider  recent 
legislation  concerning  medical  care  for  the 
aged. 

In  order  for  this  bill  to  be  carried  out  a 
new  tax  burden  would  be  levied  on  the 
population.  The  implications  of  such  tax- 
ation (or  insurance  as  the  government  pre- 
fers to  call  it)  are: 

1.  It  will  be  an  insult  to  those  who  have 
by  foresight  and  initiative  provided  for 
the  needs  of  their  old  age. 

2.  It  will  have  the  tendency  to  create  de- 
pendency on  the  federal  government 
thus  reducing  initiative  and  ambition, 
the  basis  for  a sound  economy. 
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3.  Government  old  age  insurance  will  be 
directly  in  competition  with  already 
existing  private  insurance  companies 
who  have  programs  designed. 

4.  A large  federal  agency  will  be  needed 
to  administer  this  new  old  age  insur- 
ance program.  This  would  then  be  an 
added  burden  for  the  taxpayer.  On 
the  other  hand,  if  this  type  of  insur- 
ance is  provided  through  insurance 
companies  who  pay  taxes  on  their 
operations,  this  could  then  be  an  asset 
to  the  taxpayer. 

5.  Such  a tax  gives  the  federal  govern- 
ment additional  controls  over  the  in- 
dividual in  the  collection  of  the  tax 
and  in  the  utilization  of  the  benefits. 

We  wish  to  state  emphatically  that  we  do 
not  want  taxes  unless  they  are  absolutely 
necessary;  we  do  not  want  the  government 
in  competition  with  any  business  and  we  do 
not  want  the  controls  that  will  necessarily 
accompany  such  federal  insurance.  Ad- 
mittedly, some  older  people  are  in  need  of 
medical  assistance.  We  have  made  no  ex- 
tensive investigations  to  determine  what 
percent  of  the  older  people  in  this  state  this 
includes;  however,  there  are  at  least  two 
factors  that  should  be  considered.  One  is 
the  number  of  senior  citizens  who  do  not 
need  help  and  another  is  the  number  of 
institutions  already  functioning  to  assist 
the  needy  aged. 

Among  those  who  do  not  need  assistance 
are: 

a.  Those  who  have  already  taken  care  of 
their  future  by  savings  or  insurance. 

b.  Those  veterans  taken  care  of  by  the 
VA  Hospitals. 

c.  Those  cared  for  through  organized  re- 
tirement benefits. 

d.  Those  who  will  never  need  expensive 
medical  care. 

e.  Those  taken  care  of  through  tra- 
ditional family  responsibilities. 

f . Those  already  adequately  provided  for 
under  the  Kerr-Mills  Law. 


Many  of  those  left  unmentioned  will  not 
fall  under  the  proposed  social  security  plan 
and  therefore  will  not  benefit.  Among  the 
institutions  already  caring  for  the  needy 
are  the  city  and  county  hospitals,  as  well 
as  private  and  religious  hospitals.  Many 
doctors  donate  their  services  to  these  aged 
persons.  With  so  many  agencies  seeking 
to  take  care  of  the  old  age  medical  prob- 
lems it  seems  logical  that  the  needs  can  be 
met  without  federal  interference. 

Sincerely, 

Medical  Students 
University  of  South  Dakota 
Medical  School 


SPEAKERS  BUREAU 
SET  FOR  SOUTH  DAKOTA 

The  South  Dakota  State  Medical  Associa- 
tion on  March  24th  established  a full-time 
speakers  bureau  to  help  educate  the  public 
on  Social  Security  medical  care.  A group  of 
twenty  doctors  and  auxiliary  members  met 
at  the  Holiday  Inn  in  Sioux  Falls  to  discuss 
materials  and  techniques  for  the  speakers 
campaign. 

Mr.  Darrel  Coover,  Director  of  the  Amer- 
ican Medical  Association  speakers  bureau  and 
Executive  Secretary  Foster  presented  the 
subject  and  led  the  discussion. 

Physicians  and  auxiliary  members  are  now 
available  to  speak  at  luncheon  clubs,  PTA’s, 
women’s  clubs.  Chambers  of  Commerce,  and 
other  groups  that  might  be  interested  in  hav- 
ing more  information  on  medical  care  for  the 
aging. 

Any  physician  to  secure  a speaker  for  an 
organization  is  urged  to  contact  the  executive 
office  in  Sioux  Falls. 
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TREATMENT  OF  DIABETES 

Because  of  its  prevalence  and  chronicity, 
diabetes  mellitus  should  be  the  continuing 
concern  of  all  physicians,  regardless  of  their 
type  of  practice.  An  essential  part  of  treating 
the  condition  is  teaching  the  patient  how  to 
live  with  it. 

As  in  any  educational  program,  a sys- 
tematic approach  should  be  used.  Each  phy- 
sician should  have  certain  specific  objectives 
clearly  in  mind  as  he  teaches  his  diabetic 
patients. 

To  aid  him,  the  American  Diabetes  Associa- 
tion has  prepared  the  following  check  list  of 
nine  basic  elements  of  treatment,  which  con- 
stitutes a minimum  program  for  diabetes 
management; 

1.  Diet 

2.  Urine  testing 

3.  Action  of  insulin  and  other  hypogly- 
cemic agents 

4.  Technique  of  insulin  injection  and  sites 
for  it 

5.  Care  of  syringe  and  of  insulin 

6.  Symptoms  of  hypoglycemia 

7.  Symptoms  of  uncontrolled  diabetes 

8.  Care  of  the  feet 

9.  What  to  do  in  case  of  acute  complica- 
tions 

This  guide  is  not  only  of  value  in  the  initial 
education  of  a new  diabetic,  but  can  also  be 
most  helpful  to  both  patient  and  physician  in 
the  subsequent  years  of  management. 

Subcommittee  on  Teaching  of  Diabetes  in 
Hospitals  of  the  Committee  on  Professional 
Education. 


UNIVERSITY  OF  MONTREAL 
ENLISTS  ASSISTANCE 

Following  are  excerpts  from  a letter  re- 
ceived from  the  Director  of  the  Institute  of 
Experimental  Medicine  and  Surgery  at  the 
University  of  Montreal. 

“The  research  library  of  the  Institute  of 
Experimental  Medicine  and  Surgery  of  the 


University  of  Montreal  has  suffered  exten- 
sive losses  owing  to  destruction  by  fire. 

In  attempting  to  rebuild  our  library,  we 
should  like  to  enlist  the  assistance  of  the 
readers  of  the  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE  AND  PHARMACY,  and  ask 
them  to  send  us  all  available  reprints  of  their 
work,  especially  those  dealing  with  Endo- 
crinology and  Stress. 

At  the  same  time  we  wish  to  point  out  that 
our  permanent  mailing  list  was  also  des- 
troyed, hence  we  shall  be  able  to  send  re- 
prints of  our  own  publications  only  to  those 
readers  who  write  for  them.” 

Those  of  you  who  wish  to  comply  with  this 
request  may  address  your  contributions  to: 

Hans  Selye,  Professor  and  Director 

Institute  of  Experimental  Medicine  and 
Surgery 

University  of  Montreal 

P.  O.  Box  6128 

Montreal  26,  Canada 


ALBERT  HEINEMANN,  M.D. 

1877—1962 

Dr.  Albert  Heinemann,  veteran  West  River 
physician  and  surgeon,  died  on  March  3rd  at 
the  age  of  84,  after  an  illness  of  several 
months. 

Dr.  Heinemann  was  the  first  doctor  in 
Philip,  South  Dakota,  and  ran  the  first  com- 
munity hospital  for  five  years. 

In  1912  he  and  his  family  moved  to  Wasta 
in  a high  wheeled  car  that  could  negotiate 
the  dirt  road  which  has  now  been  replaced 
by  an  interstate  highway. 

During  his  fifty  years  in  Wasta  he  served  a 
large  area  north  of  Wall  and  Quinn  — and 
was  ferried  across  the  Cheyenne  and  Belle 
Fourche  Rivers  before  bridges  were  built. 

As  a family  doctor  he  brought  many  babies 
into  the  world,  and  lived  to  see  many  of  them 
become  grandparents. 

Dr.  Heinemann  is  survived  by  his  widow 
and  three  daughters. 
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Pop's  Proverbs 
Good  can  never  come 
from  bad.  Therefore,  of 
“good”  results,  maybe 
what  you  did  was  not 
“bad”,  even  if  you  enjoyed 
it! 


NEWS  NOTES 

An  introductory  course  on 
“Expanded  Surgery  of  the 
Nasal  Septum  and  closely  re- 
lated structures”  will  be  pre- 
sented at  the  St.  Michael 
Hospital,  Milwaukee,  May 
16-19  with  the  cooperation  of 
the  American  Rhinologic  So- 
ciety. For  full  information 
write  to  the  Educational 
Committee,  American  Rhin- 
ologic Society,  530  Haw- 
thorne Place,  Chicago  13,  Il- 
linois. 

He  # * 

Postgraduate  courses  to  be 
presented  by  the  American 
College  of  Physicians  in  the 
coming  months  are  as  fol- 
lows. 

May  14-16,  FUNDAMEN- 
TAL AND  APPLIED  AS- 
PECTS OF  CARDIOLOGY, 
Wayne  State  University  Col- 
lege of  Medicine,  Detroit, 
Michigan;  Richard  J.  Bing, 
M.D.,  F.A.C.P.  Director. 


May  21-25,  THE  NEU- 
ROLOGY OF  DISEASES 
OF  INTERNAL  MEDICINE, 
Harvard  Medical  School, 
Boston,  Massachusetts;  Ray- 
mond D.  Adams,  M.D.,  Direc- 
tor. 

June  4-8,  PSYCHIATRY 
FOR  THE  INTERNIST,  The 
Psychiatric  Institute,  Univer- 
sity of  Maryland  School  of 
Medicine,  Baltimore,  Mary- 
land; Ephraim  T.  Lisansky, 
M.D.,  F.A.C.P.,  Director. 


OMAHA  DOCTOR 
GUEST  SPEAKER 
Dr.  Albert  B.  Lorinez  of 

Omaha,  Nebraska,  was  the 
guest  speaker  at  the  7th  Dis- 
trict Medical  Society’s  meet- 
ing March  6th.  Dr.  Lorinez 
spoke  on  “Approaches  to 
Dysfunctional  Bleeding.” 


DR.  MeVAY  HONORED 
IN  CINCINNATI 
Dr.  C.  B.  MeVay,  clinical 
professor  of  surgery  at  the 
USD  Medical  School,  was 
honored  at  the  Central  Sur- 
gical Association  convention 
in  Cincinnati,  February  23rd. 
Dr.  MeVay  served  as  presi- 
dent of  the  association  dur- 


ing the  past  year,  and  de- 
livered the  presidential  ad- 
dress at  the  annual  meeting. 

Dr.  MeVay  obtained  his 
Ph.D.  degree  in  anatomy 
after  receiving  his  M.D.  de- 
gree from  Northwestern 
University,  and  has  been  a 
member  of  the  USD  school 
of  medicine  faculty  since 
1946. 


S.  S.  HOPE*  SAILS 
FOR  PERU 

Northern  Peru  is  the  des- 
tination of  the  S.  S.  HOPE, 
which  sailed  in  mid-March. 
The  ship  will  be  based  in  the 
port  of  Trujillo,  about  50 
miles  from  the  site  of  the 
disastrous  Peruvian  ava- 
lanche in  early  January. 

While  in  Peru  the  HOPE 
will  work  closely  with  the 
new  medical  school  of  the 
University  of  Liberty 
founded  by  Simon  Bolivar. 

* HOPE — “Health  Opportunities 
for  People  Everywhere” 


R.  F.  Thompson,  M.D.  of 

Yankton  was  recently  elec- 
ted Fellow  of  American  Col- 
lege of  Physicians. 
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REGENTS  DENY 
ASSOCIATION  REQUEST 

The  State  Board  of  Re- 
gents, meeting  on  February 
9 and  10,  considered  a reso- 
lution passed  by  the  South 
Dakota  State  Medical  Asso- 
ciation at  its  annual  meeting 
last  June.  The  resolution 
called  for  a requirement  that 
all  students  entering  educa- 
tional institutions  of  higher 
learning  in  the  State  of 
South  Dakota  be  required  to 
present  certification  from  a 
physician  that  the  individual 
had  had  a small  pox  vaccina- 
tion within  the  past  five 
years;  an  up-to-date  tetanus 
and  diptheria  immunization; 
within  the  past  three  years, 
an  adequate  number  of  polio 
shots;  and  a Mantoux  test 
within  the  past  year  and  if 
said  test  was  positive,  a fol- 
low-up chest  x-ray. 

In  a reply  received  by  the 
executive  office,  the  Execu- 
tive Director  of  the  Regents 
indicated  that  it  was  the 
opinion  of  the  Board  “that 
the  recommendations  con- 
tained in  the  resolution  are 
matters  that  involve  other 
segments  of  the  educational 
population  and  that  until 
something  is  worked  out 
which  covers  all  students, 
both  public  and  private,  as 
well  as  elementary,  second- 
ary, and  collegiate,  that  the 
matter  continue  to  be 


handled  as  it  is  at  present. 

The  Board  requested  that 
I inform  you  that  they  will 
work  with  your  association 
in  efforts  to  establish  the 
recommendations  outlined  in 
the  resolution  if  applied  to 
all  school  population.” 


WHETSTONE  DISTRICT 
HEAR  EIRINBERG 

The  12th  District  Medical 
Society  (Whetstone  Valley) 
met  in  Milbank  Thursday 
evening,  March  1st,  to  hear  a 
discussion  on  dermatological 
problems  by  Dr.  1.  D.  Eirin- 
berg  of  Sioux  Falls. 

Dr.  C.  J.  McDonald,  State 
Association  president,  made 
his  official  visitation  to  the 
District. 

Executive  Secretary  J.  C. 
Foster  discussed  programs  of 
the  Association. 


GOLDEN  CERTIFICATE 
GROUP  BOASTS 
4 S.  D.  MEMBERS 
The  University  of  Illinois 
Medical  School  is  currently 
making  plans  for  its  Medical 
Alumni  reunion  to  be  held 
in  May.  Will  E.  Donahoe, 
M.D.,  of  Sioux  Falls  has  been 
appointed  chairman  for  the 
class  of  1912  — the  50-year 
Golden  Certificate  Group. 
Four  members  of  the  class 
of  1912  are  practicing  in 
South  Dakota  at  the  present 
time.  They  are  R.  B.  Fleeger, 


M.D.  of  Lead,  South  Dakota; 
R.  R.  Fisk,  M.D..  of  Flan- 
dreau,  South  Dakota;  S.  A. 
Donahoe,  M.D.,  of  Sioux 
Falls,  South  Dakota;  and 
W.  E.  Donahoe,  M.D.,  also  of 
Sioux  Falls. 


NEWS  NOTE 

A diversified  program  will 
be  presented  at  the  57th 
Annual  Meeting  of  the 
American  Thoracic  Society, 
medical  section  of  the  Na- 
tional Tuberculosis  Associa- 
tion, in  Miami,  Florida,  May 
21-23.  Headquarters  hotels 
will  be  the  Deauville  and 
Carillon.  The  American 
Academy  of  General  Prac- 
tice is  allowing  19  hours 
Category  II  credit  for  attend- 
ance. 


The  following  major  meet- 
ings have  been  scheduled  for 
the  American  College  of 
Chest  Physicians: 

28th  ANNUAL  MEETING 
Chicago,  June  21-25,  1962, 
Morrison  Hotel 
INTERIM  SESSION 
Los  Angeles,  November 
24-25,  1962  The  Ambas- 
sador Hotel 

SEVENTH  INTER- 
NATIONAL CONGRESS 
ON  DISEASES  OF  THE 
CHEST 

New  Delhi,  India, 

February  20-24,  1963 
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ACEUTICAL 


SECTION 


GUILFORD  C.  GROSS.  PH.D. 
EDITOR 

Division  of  Pharmacy 
South  Dakota  State  College 
Brookings,  South  Dakota 
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THE  DRUG  REACTION  PROBLEM* 
by 

Morion  J.  Rodman,  Ph.D.** 
Newark,  New  Jersey 


The  discovery  of  the  sulfonamide  drugs 
about  a quarter  of  a century  ago  heralded 
the  advent  of  a golden  age  of  drug  therapy. 
These  first  systemically  effective  antibac- 
terial agents  were  soon  followed  by  a swift 
succession  of  powerful  chemicals  that  have, 
in  the  intervening  years,  brought  many 
hitherto  untreatable  conditions  under  con- 
trol. 

But,  while  the  benefits  which  these  drugs 
have  brought  to  a suffering  humanity  are 
beyond  calculating,  these  potent  new  chem- 
ical agents  have  also  added  enormously  to  the 
hazards  of  medical  treatment. 

The  steady  stream  of  all  these  new  organic 
chemicals  into  medicine  has  been  accom- 
panied by  a rising  tide  of  dangerous  drug 
reactions.  While  the  full  extent  of  this  flood 
of  difficulties  brought  on  by  drug  treatment 
has  never  been  fully  defined,  the  ever- 
increasing  list  of  illnesses  resulting  from  the 
administration  of  drugs  makes  it  all  too  ob- 
vious that  the  problem  is  both  a serious  and 
a steadily  advancing  one. 

The  exact  incidence  of  these  drug-induced 
syndromes  and  of  what  have  been  called, 
“diseases  of  medical  progress,”  is  unknown. 
Reports  of  toxic  reactions  to  drugs  range  from 
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as  few  as  one-half  of  one  per  cent  of  admis- 
sions in  some  hospitals  to  as  many  as  five  per 
cent  of  all  cases  in  other  major  medical 
clinics.  It  seems  certain  that  many  drug  re- 
actions are  never  reported,  either  because 
the  diagnosis  is  missed,  or  because  the  doc- 
tor decides  to  ignore  what  seemed  only  a 
passing  period  of  unpleasantness  in  the  total 
management  of  a patient  who  eventually  re- 
covered. 

In  any  case,  the  number  of  new  books  and 
comprehensive  review  articles  with  their 
lengthy  lists  of  bibliographical  references, 
which  have  appeared  in  the  past  few  years, 
attests  fully  to  the  seriousness  of  the  drug 
reaction  problem  and  to  its  complexity.  It 
seems  safe  to  say  that  every  new  drug  is 
capable  of  causing  adverse  reactions  in  some 
patients,  even  when  it  is  being  used  by  the 
most  conscientious  and  well-informed  phy- 
sician. 

Now,  in  the  time  allotted  me,  I can  hardly 
hope  to  give  you  a comprehensive  and  de- 
finitive review  of  this  extremely  complex 
subject,  with  all  its  many  ramifications  into 
such  fields  as  immunology,  allergy  and  path- 
ology. I do  hope,  however,  that  I will  be  able 
to  offer  you  some  insight  into  the  breadth  of 
the  problem. 

I propose  to  do  this  by  giving  you  some 
examples  of  each  of  the  major  types  of  un- 
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toward  drug  reactions.  Though  I cannot,  by 
this  approach,  hope  to  do  much  more  than 
skim  lightly  over  the  surface  of  many  deeply 
involved  aspects  of  drug  toxicity,  I would  like 
to  think  that  the  cumulative  effect  of  all  the 
examples  I have  selected  will  succeed  in  mak- 
ing you  aware  of  the  complexity  of  the  situa- 
tion, without  snowing  you  under  with  the 
details  of  the  complications. 

I hope,  also,  in  the  course  of  my  discussion 
of  the  various  types  of  adverse  drug  effects, 
to  point  out  some  of  the  reasons  why  these 
reactions  often  occur  more  frequently  than 
they  need  to.  In  addition,  though  nobody 
knows  all  the  answers  to  the  drug  reaction 
problem,  I would  like  to  summarize  some  of 
the  things  that  are  currently  being  done  to 
cope  with  some  aspects  of  the  situation.  And, 
finally,  I will  try  to  offer  some  suggestions  as 
to  how  we  pharmacists,  as  partners  in  the 
health  team,  can  play  a useful  part  in  the  pre- 
vention of  undesirable  drug  reactions. 

First,  though,  let’s  try  to  get  an  overall  look 
at  drug  toxicity  in  its  broadest  sense.  This 
isn’t  very  easy  to  do,  because  of  the  con- 
flicting nomenclature  and  classifications  of 
reactions  that  are  employed  by  different 
groups  of  investigators.  While  we  cannot 
hope  to  mention  every  different  type  of  drug 
reaction,  I don’t  feel  that  our  discussion 
should  limit  itself  only  to  drug  allergy,  as  is 
sometimes  done  in  misguided  attempts  to 
narrow  the  problem  down  to  more  manage- 
able dimensions. 

What  is  it  about  drugs  that  so  often  make 
them  the  cause  of  illness  rather  than  its  cure? 
Well,  there  is  no  one  simple  answer  to  this 
question,  beyond  the  general  statement  that 
when  a foreign  chemical  enters  the  internal 
environment  of  the  body,  it  can  be  expected 
to  cause  changes  in  body  chemistry  and  func- 
tion. 

After  all,  that’s  why  a doctor  administers 
a drug  in  the  first  place!  He  wants  to  bring 
about  changes  in  the  function  of  an  organ, 
structure  or  system  that  will  be  beneficial  to 
the  patient.  “But  how,”  you  may  persist, 
“does  the  drug  produce  effects  that  were 
never  intended  nor  expected?” 

Many  Reactions  to  Drugs  are  Predictable 

Well,  let’s  look  at  some  of  the  different 
kinds  of  adverse  reactions  that  drugs  often 
cause.  When  we  do,  I think  we’ll  find  that 
many  of  the  ill  effects  of  drugs  are  largely 


predictable  on  the  basis  of  what  laboratory 
scientists  have  learned  about  the  pharmaco- 
dynamic properties  of  a particular  drug  and 
on  what  the  doctor  should  know  about  the  pa- 
tient getting  the  drug.  But,  we’ll  also  see  that 
many  types  of  sickness  resulting  from  drug 
therapy  are  not  readily  predictable  for  any 
individual  clinical  situation. 

Often,  from  a casual  reading  of  both  clin- 
ical articles  and  company  literature  on  a new 
drug,  we  get  the  impression  that  the  so  called 
“side  effects”  that  the  doctor  reports  or  that 
the  brochure  lists  were  entirely  unpre- 
dictable. That  is,  we’re  led  to  think  that  the 
patient’s  drug-induced  symptoms  stemmed 
from  some  hidden  peculiarity  on  his  part.  In 
a sense,  it’s  implied,  it  served  him  right  for 
responding  in  such  an  idiosyncratic  manner 
to  such  a safe  substance. 

While,  as  we  shall  see,  personal  idiosyn- 
cracy  does,  indeed,  play  a part  in  many  drug 
reactions,  the  truth  is  that  many  of  the  “un- 
toward” reactions  which  occur  should  have 
been  entirely  predictable  — and,  thus,  to  a 
great,  degree,  preventable.  That  is,  the  drug 
reaction  need  not  have  occurred  at  all  if  (1) 
the  fundamental  facts  about  all  the  drug’s 
potential  actions  had  been  brought  forcibly 
to  the  doctor’s  attention,  and  (2)  he  had 
thoughtfully  applied  such  pharmacodynamic 
data  to  the  particular  clinical  situation  with 
which  he  was  dealing. 

In  other  words,  many  unwanted  drug 
effects  are  simply  extensions  of  the  known 
pharmacological  effects  of  the  compound. 
They  can  often  be  avoided  by  taking  the  time 
to  prescribe  the  drug  in  a dosage  adjusted  care- 
fully to  the  needs  of  the  patient  and  by  pay- 
ing attention  to  certain  readily  observable 
phenomena  which  indicate  the  possibility  of 
an  “unusual”  response  by  that  particular  pa- 
tient. 

Thus,  for  instance,  in  the  treatment  of  heart 
failure  with  digitalis  glycosides,  drug-induced 
cardiac  arrhythmias  commonly  occur.  Yet, 
this  potentially  fatal  “reaction”  is  usually  the 
result  of  a failure  to  fit  digitalis  dosage  to  the 
patient’s  requirements  in  accordance  with 
what  we  know  about  the  drug’s  basic  phar- 
macology. 

When  a slowly  excreted  digitalis  glycoside 
is  administered  in  maintenance  doses  that  are 
even  slightly  in  excess  of  the  patient’s  needs, 
the  drug  begins  to  pile  up  gradually  in  the 
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myocardium.  This  cumulative  action  of 
digitalis  can  cause  many  different  types  of 
rhythmic  difficulties,  including  some  that 
develop  when  the  patient’s  underlying  disease 
is  worsening.  Thus,  with  the  rapid  or  in- 
sidious development  of  a digitalis-induced 
ventricular  tachycardia,  the  doctor  may  ac- 
tually be  misled  into  raising  the  dose  of  digi- 
talis instead  of  reducing  it.  The  result  could 
be  fatal  digitalis  intoxication. 

The  likelihood  of  such  toxic  reactions  has 
actually  increased  in  recent  years  with  the 
advent  of  potent  new  diuretic  drugs.  When 
these  agents  are  used  as  adjuvants  of  digitalis, 
they  may  potentiate  the  effects  of  digitalis  on 
the  heart  by  causing  the  removal  of  excessive 
amounts  of  potassium  ions  in  the  urine.  Thus, 
the  doctor  has  to  keep  in  mind  the  possibility 
that  drug-induced  hypokalemia  may  produce 
a more  powerful  digitalis  action  than  he  had 
planned. 

Many  other  situations  come  to  mind  in 
which  toxic  drug  reactions  can  be  avoided  by 
applying  available  facts  about  the  physico- 
pharmacological  properties  of  the  chemical 
and  the  condition  of  the  patient. 

Thus,  if  we  know,  for  example,  that  a drug 
is  largely  eliminated  from  the  body  by  being 
broken  down  by  liver  enzyme  systems  or  by 
being  excreted  through  the  kidneys,  we 
shouldn’t  be  surprised  if  a seemingly  safe 
dose  of  the  drug  causes  sudden  severe  toxicity 
when  it  is  administered  to  a patient  with 
hepatic  or  renal  disease.  Such  patients  need 
not  have  received  an  actual  overdose.  For 
them,  a relatively  safe  dose  acts  like  an  over- 
dose because  of  pathological  factors  of  which 
the  physician  should  be  well  aware. 

Administration  of  sleep-producing  doses  of 
certain  barbiturates  to  patients  with  unde- 
tected liver  damage  has  resulted  in  prolonged 
coma  or  even  in  respiratory  failure.  The  pa- 
tient’s failure  to  metabolize  the  drug  ade- 
quately causes  it  to  reach  unusually  high  con- 
centrations that  are  maintained  for  unusually 
long  periods,  thus  abnormally  increasing  the 
drug’s  duration  of  action. 

Similarly,  injecting  even  ordinary  doses  of 
streptomycin  into  a patient  suffering  from 
renal  insufficiency  may  result  in  an  unusually 
high  level  of  the  drug  building  up  in  his  blood 
and  body  tissues.  If  adequate  attention  isn’t 
paid  to  this  possibility,  the  drug  may  reach 
concentrations  high  enough  to  damage  the 


eighth  cranial  nerve  and  cause  permanent 
deafness. 

A reaction  of  this  kind  can’t  truly  be  laid 
to  “hypersensitivity.”  It’s  simply  the  result 
of  administering  the  drug  in  a manner  that 
allows  it  to  reach  concentrations  capable  of 
causing  one  of  the  agent’s  predictable  phar- 
macologic effects.  This  same  principle  op- 
erates in  the  occurrence  of  many  other  of  the 
“side  effects”  that  accompany  drug  therapy. 

Drugs  Have  Multiple  Actions 

One  of  the  chief  facts  of  pharmacological 
life  is  that  most  drugs  have  multiple  actions. 
This  truism  is  often  obscured  by  the  em- 
phasis that  is  usually  put  on  any  drug’s  main 
action  — that  is,  on  the  action  which  has  the 
greatest  practical  clinical  utility.  Unlike  the 
undergraduate  student  of  drug  action,  who  is 
usually  happy  to  remember  the  primary  ac- 
tion of  any  drug,  the  pharmacologist  is  aware 
that  most  drugs  can  elicit  a variety  of  effects. 

Many  of  these  secondary  effects  turn  up 
during  the  routine  pharmacological  screening 
of  a new  chemical.  From  the  results  of  a bat- 
tery of  such  screening  tests,  we  can  draw  the 
pharmacological  profile  of  any  chemical.  This 
can  be  expressed  by  a series  of  dosage  re- 
sponse curves  from  which  we  can  determine 
how  much  of  the  drug  is  likely  to  produce  a 
particular  effect  under  certain  standard  con- 
ditions. 

Now,  ideally,  the  doctor  would  always  want 
a drug  to  have  just  one  action.  Or,  at  the  very 
least,  he  would  like  to  have  a drug  with  a 
wide  margin  between  the  dose  that  produces 
the  primary,  or  desired,  effect  and  the  much 
larger  dose,  which  will  act  at  the  other  bodily 
sites  to  elicit  the  undesirable  secondary 
effects. 

In  practice,  we  have  extremely  few  drugs 
that  are  so  specific  in  their  effects  that  they 
cause  only  the  desired  response  when  they’re 
given  clinically.  With  most  drugs,  the  doctor 
simply  has  to  accept  the  fact  that  therapeu- 
tically effective  doses  are  likely  to  cause  any 
of  a variety  of  undesirable  side  effects  in  a 
few  or,  sometimes,  in  nearly  all  of  his  pa- 
tients. If  a drug  does  its  main  job  well,  both 
doctor  and  patient  are  often  willing  to  endure 
many  minor  discomfitures  that  stem  from  the 
drug’s  secondary  effects. 

In  some  situations,  however,  a drug’s  side 
effects  may  prove  too  severe  for  a particular 
patient  to  warrant  the  risk  of  continuing  or 
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even  starting  the  drug.  This  is  true  when  the 
patient  is,  for  one  reason  or  another,  more 
susceptible  to  one  of  a drug’s  secondary  ac- 
tions than  he  is  to  the  sought-for  effect.  In 
such  cases,  even  the  most  careful  adjustment 
of  dosage  may  fail  to  bring  about  the  desired 
response  in  doses  that  are  safe  for  the  patient, 
and  the  drug  must  be  discontinued. 

Thus,  for  instance,  among  the  older  drugs, 
we  find  that  belladonna  derivatives  cannot  be 
administered  as  antisecretory-spasmolytic 
agents  when  the  patient  is  also  suffering  from 
glaucoma,  or  if  he  has  prostatic  hypertrophy. 
In  such  hypersusceptible  individuals,  second- 
ary actions  of  atropine  that  most  patients 
might  find  annoying  but  bearable  become 
dangerous  because  of  the  possibility  that  they 
will  lead  to  sharp  increases  in  intraocular 
pressure  or  to  prolonged  bladder  atony  and 
urinary  retention. 

Similarly,  among  the  newer  agents  such  as 
certain  of  the  phenothiazine-type  tranquil- 
izers, we  encounter  patients  who  are  exces- 
sively susceptible  to  a secondary  effect  to 
which  the  majority  of  patients  are  relatively 
resistant — namely,  motor  system  stimulation. 
Thus,  relatively  low  doses  of  prochlorpera- 
zine (Compazine),  trifluoperazine  (Stelazine), 
fluphenazine  (Prolixin),  and  similar  drugs 
have  sometimes  set  off  severe  extrapyramidal 
disturbances  — not  only  Parkinson-type 
tremors,  but  even  severe  convulsive  spasms 
— in  patients  who  proved  hypersusceptible  to 
what  is  apparently  one  of  the  fundamental 
pharmacologic  effects  of  these  drugs. 

Now,  the  point  of  all  this  is  that  it  is  im- 
perative that  all  of  us  learn  to  recognize  the 
secondary  actions  of  new  drugs,  so  that  we 
can,  each  in  our  way,  try  to  do  something 
about  minimizing  their  discomforting  and 
even  dangerous  clinical  effects. 

For,  since  these  effects  are,  after  all,  pre- 
dictable, we  should  be  able  to  anticipate  them 
and  stop  them  before  they  become  too  severe 
to  be  borne.  When  an  allergic  patient,  for  in- 
stance, responds  excessively  to  the  central 
depressant  effects  of  an  anti-histamine  agent, 
the  doctor  may  try  switching  him  to  another 
drug  of  this  class  to  which  he  may  be  more 
tolerant.  Or,  he  may  prescribe  the  anti-allergy 
agent  in  combination  with  doses  of  a central 
stimulant  capable  of  counteracting  the  pa- 
tient’s drowsiness.  And,  certainly,  an  aware- 
ness of  the  possible  occurrence  of  such  seda- 


tion permits  us  to  warn  the  patient  against 
driving  a car  or  operating  dangerous  machin- 
ery while  taking  this  medication. 

Antibiotics  May  Affect  Normal 
Bacterial  Flora 

Still  another  type  of  secondary  drug  effect 
is  sometimes  a source  of  unexpected  illness. 
Here,  however,  the  ill  effects  stem,  not  from 
an  unlooked-for  pharmacological  action  of  the 
drug  on  the  tissues  of  the  patient,  but  from 
an  ecological  imbalance  brought  about  in  the 
microbial  population  of  the  host’s  tissues. 

Illnesses  of  this  sort  are  among  the  greatest 
hazards  of  modern  antibiotic  treatment.  The 
effectiveness  of  these  anti-infective  agents 
against  susceptible  strains  of  microorganisms 
has  led  to  the  emergence  of  resistant  strains 
of  staphylococci  and  other  organisms,  capable 
of  causing  difficult-to-treat  infections  that  are 
often  worse  than  those  which  were  common 
before  the  antibiotic  era. 

The  most  dangerous  of  these  drug-induced 
infections  include  staphylococcal  pneumonia, 
diarrhea  and  endocarditis.  These  serious  ill- 
nesses now  arise  fairly  frequently  in  patients 
who  are  being  treated  with  antibiotics  for 
other  diseases.  It  is  generally  believed  that 
the  resistant  staphylococci  grow  profusely 
and  gain  control  when  broad  spectrum  and 
other  antibiotics  destroy  the  normal  bacterial 
flora  of  the  invaded  tissues.  It  is  also  claimed 
that  this  whole  process  has  been  accelerated 
by  the  indiscriminate  use  of  these  antibiotics 
for  prophylaxis  and  for  attempting  to  treat 
conditions  in  which  they  are  not  actually  in- 
dicated. 

Another  fairly  common  complication  of 
antibiotic  therapy  is  caused  by  overgrowths 
of  the  fungal  microorganism,  Candida  al- 
bicans. Here  too,  administration  of  broad  spec- 
trum antibiotics,  especially  to  debilitated  pa- 
tients, wipes  out  many  of  the  microorganisms 
that  normally  keep  yeast-like  fungi  under 
control.  The  latter  can  then  proliferate  un- 
checked to  cause  moniliasis  of  the  skin  and  of 
various  mucous  membranes. 

There  is  also  some  evidence  indicating  that 
the  simultaneous  administration  of  corticos- 
teroids may  speed  the  invasion  of  internal 
organs  — so  called  disseminated  moniliasis, 
a potentially  fatal  disease. 

Fortunately,  as  physicians  have  been  made 
aware  of  the  potential  dangers  of  indiscrim- 
inate antibiotic  therapy,  they  have  tended  to 
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employ  these  wonder  drugs  more  cautiously 
and  selectively.  The  advent  of  various  newer 
antibiotics  effective  against  organisms  re- 
sistant to  earlier  agents  has  also  helped  keep 
the  situation  from  getting  entirely  out  of 
hand. 

Nonetheless,  the  near-catastrophe  caused 
by  the  very  effectiveness  of  these  most  won- 
derful of  the  wonder  drugs  serves  to  highlight 
the  hidden  dangers  that  so  often  seem  to  ac- 
company modern  drug  therapy. 

Many  Reactions  to  Drugs  are  Unpredictable 

Now,  this  last  example  of  how  drugs  can 
act  indirectly  to  cause  deleterious  end-results 
shows  us  how  unprepared  we  usually  are  for 
the  occurrence  of  some  kinds  of  adverse 
effects.  This  is  often  true  even  under  the  best 
of  circumstances  — that  is,  even  when  a new 
drug  has  been  thoroughly  studied  in  the  lab- 
oratory and  has  had  a seemingly  adequate 
period  of  clinical  trial  before  being  approved 
by  the  Food  and  Drug  Administration  for 
prescription  use. 

Reactions  of  these  types  cannot  usually  be 
predicted  from  prior  toxicity  studies  in  an- 
imals, nor  can  the  doctor  usually  know  in 
advance  which  of  his  patients  is  going  to  re- 
act badly  to  a new  drug.  (Later,  of  course,  if 
enough  information  has  been  accumulated  and 
properly  disseminated,  these  “unpredictable” 
reactions  can  be  more  readily  recognized  by 
the  alert  physician,  even  when  they  are  in 
their  earliest  stages.  Or,  he  may  even  prevent 
their  occurring  in  the  first  place.) 

These  adverse  reactions  have  been  called 
by  many  names  — idiosyncracy,  allergy,  hy- 
persensitivity, metasensitivity,  etc.,  etc.  With- 
out trying  to  split  semantic  hairs  with  the 
purists,  we  can  say  that  they  have  these 
characteristics:  (1)  The  ill  effects  do  not  stem 
from  the  drug’s  ordinary  pharmacological 
actions.  (2)  They  do  not  occur  the  first  time 
the  drug  is  given,  but  after  some  later  ad- 
ministration; and  (3)  The  amount  of  drug  that 
sets  off  the  reaction  may  sometimes  be 
minute  — that  is,  these  are  not  true  toxic 
effects  resulting  from  drug  overdosage. 

The  reasons  for  these  unpredictable  re- 
actions are  often  obscure,  but  some  of  the 
most  common  ones  resemble  the  allergic  re- 
actions that  occur  to  people  who  are  sensitive 
to  foreign  proteins  in  foods  and  other  ma- 
terials. 

As  in  such  allergies,  most  drug  reactions 


are  the  result  of  an  antigen-antibody  reaction, 
leading  to  the  liberation  of  chemical  med- 
iators which  are  the  actual  cause  of  the  many 
different  types  of  ill  effects  that  often  de- 
velop in  various  organs  and  tissues. 

Now,  some  drugs  are,  themselves,  proteins 
and,  therefore,  capable  of  acting  as  complete 
antigens  — insulin,  chymotrypsin,  and  fi- 
brinolysin,  for  example.  But  most  chemicals 
are  small  molecules  that  are,  themselves,  not 
antigenic.  However  ,they  are  believed  to  act 
as  haptens.  That  is,  the  drug  combines  with 
body  proteins  to  form  what  is,  in  effect,  a 
foreign  protein.  The  tissues  of  susceptible 
people  react  to  this  by  producing  antibodies 
against  it  that  are  thought  to  stay  attached 
to  tissue  cells. 

Then,  when  such  a “sensitized”  person  is 
re-exposed  to  the  drug,  a typical  hypersen- 
sitivity reaction  occurs  — sometimes  mani- 
fested by  relatively  mild  symptoms;  but  oc- 
casionally violent  and  rapidly  fatal.  In  most 
cases,  the  usual  tests  for  allergy  to  proteins 
are  not  very  helpful  in  detecting  drug  sen- 
sitivity. 

Allergic  Reactions  Take  Various  Forms 

These  allergic  reactions  to  drugs  take  sev- 
eral forms,  some  similar  to  the  usual  clinical 
symptoms  of  allergy  to  proteins,  others  so 
different  that  some  experts  aren’t  quite  con- 
vinced that  they  are  truly  “allergic.” 

In  one  type  of  reaction,  the  ill  effects  come 
on  immediately  after  the  patient  takes  the 
drug.  This  is  the  sort  of  reaction  sometimes 
seen  after  administration  of  a single  aspirin 
tablet  or  a shot  of  penicillin.  It  may  be  mani- 
fested mainly  by  skin  symptoms  — the  sud- 
den appearance  of  raised,  itchy  swellings 
(urticaria  or  hives)  — or,  rarely,  the  reaction 
may  be  explosive  and  anaphylactoid. 

In  these  severe  systemic  reactions,  death 
can  occur  in  a few  minutes,  either  from 
asphyxiation  resulting  from  an  acute  asth- 
matic attack  and  laryngeal  edema,  or  from 
circulatory  collapse  following  a sudden  pro- 
found fall  in  blood  pressure.  These  signs  and 
symptoms  are  the  pharmacological  effects, 
not  of  the  drug,  per  se;  but  of  histamine  and 
possibly  other  substances  released  in  the 
‘“shock  tissues”  by  the  antigen-antibody  re- 
action. 

Now,  while  such  fatal  anaphylactic  re- 
actions are,  statistically  speaking,  relatively 
rare,  the  total  number  becomes  significant 


— 160  — 


APRIL  1962 


with  drugs  as  widely  used  as  penicillin  and 
aspirin.  Fatal  anaphylactic  reactions  follow- 
ing penicillin  are  estimated  to  occur  only  once 
in  every  million  injections.  Yet,  when  we 
consider  how  widespread  the  use  of  this  val- 
uable anti-biotic  has  become,  we  can  under- 
stand why  penicillin  anaphylaxis  has  caused 
so  much  concern. 

Drugs  May  Cause  Delayed  Reactions 

Of  course,  less  severe  reactions  are  very 
much  more  common.  These  are  often  mani- 
fested by  the  appearance,  after  a delay  of  sev- 
eral hours  or  days,  of  skin  rashes,  fever,  joint 
pain  and  swelling,  and  other  ill  effects  that 
may  be  extremely  uncomfortable  and  in- 
capacitate the  patient  for  a long  time. 

Sometimes  it  seems  from  the  reports  that 
there  simply  isn’t  any  drug  that  cannot  pro- 
duce skin  eruptions  in  some  patients.  The 
list  of  drugs  has  been  so  greatly  expanded 
that  it’s  practically  worthless  as  a tool  for 
predicting  drug  allergies.  Nonetheless,  it  is 
still  well  for  the  doctor  to  be  aware  of  which 
kinds  of  chemicals  are  most  frequently  im- 
plicated — the  sulfonamides,  for  example, 
and  their  more  recently  introduced  relatives, 
the  sulfonylurea  anti-diabetes  drugs  and  the 
thiazide-type  diuretics.  (There  has,  by  the 
way,  been  an  increasing  incidence  of  photo- 
sensitivity reactions  to  these  drugs  and  to  the 
phenothiazine-type  tranquilizers.  New  anti- 
biotics — demethylchlortetracycline  and 
griseofulvin,  for  example,  have  also  been  re- 
cently reported  to  sensitize  the  skin  to  sun- 
light, so  that  severe  itching,  burning  and  red- 
ness may  result.) 

Among  the  most  serious  of  these  delayed 
reactions  to  drugs  are  those  that  damage  the 
liver  and  bone  marrow  as  well  as  the  skin. 
Such  potentially  fatal  reactions  are  rarely 
seen  during  the  drug’s  routine  clinical  testing. 
Usually,  reports  begin  to  appear  only  after 
the  drug  has  been  administered  to  hundreds 
of  thousands  of  patients. 

Two  main  types  of  drug-induced  liver  dam- 
age resulting  from  hypersensitivity  seem  to 
be  showing  up.  Chlorpromazine  (Thorazine), 
norethandralone  (Nilevar)  and  chlorpropam- 
ide (Diabinase)  are  examples  of  an  ever- 
lengthening  list  of  newer  agents  now  known 
capable  of  causing  jaundice  of  the  obstructive 
type.  This  is  apparently  the  result  of  a re- 
action that  damages  the  bile  channel  lining  of 
susceptible  people.  While  it  usually  dis- 


appears when  the  drug  is  withdrawn,  it  may 
continue  for  many  months.  Sometimes,  when 
the  symptoms  are  acute,  it  offers  a difficult 
diagnostic  problem  and  has  sometimes  neces- 
sitated the  performance  of  exploratory 
laparotomies  to  differentiate  it  from  other 
surgically-treatable  causes  of  hepatic  obstruc- 
tion. 

The  other  kind  of  drug-induced  liver  re- 
actions are  much  more  serious.  Certain  drugs 
— not  considered  “poison”  in  the  sense  that 
carbon  tetrachloride,  chloroform  and  other 
halogenated  hydrocarbons  are  hepatotoxic  — 
have  caused  severe  inflammatory  reactions, 
resulting  in  damage  to  liver  cells  and  often  in 
death  of  the  patient. 

The  most  recent  example  of  this  type  of 
hepatic  hypersensitivity  reaction  occurred 
with  the  prototype  antidepressant  agent, 
iproniazid  (Marsilid).  As  is  usual  in  such 
situations,  cases  began  to  turn  up  only  after 
millions  of  doses  had  been  administered,  long 
after  the  drug  was  on  the  market. 

Typical,  also,  was  the  fact  that  proving  a 
causal  relationship  between  the  drug’s  action 
and  the  patient’s  liver  disease  was  very  dif- 
ficult. For  one  thing,  the  ill  effects  developed 
rather  slowly.  And  they  resembled  viral 
hepatitis  histologically. 

However,  this  drug  has  now  finally  been 
withdrawn  and  replaced  by  newer  psychic 
energizers  claimed  not  to  cause  this  form  of 
liver  damage.  Nonetheless,  all  the  newer 
mono  amine  oxidase  inhibitor  type  anti- 
depressants require  caution.  Doctors  using 
them  should  have  a whole  battery  of  liver 
tests  performed  on  the  patient  at  the  start  of 
the  treatment  and  periodically  during  drug 
therapy. 

Drugs  May  Cause  Blood  Dyscrasias 

Among  the  most  serious  of  all  drug  re- 
actions are  those  involving  the  blood-forming 
organs.  While  these  blood  dyscrasias-diseases 
such  as  hemolytic  anemia,  thrombocytopenia, 
agranulocytosis  and  aplastic  anemia  affect 
only  a tiny  fraction  of  the  people  taking  the 
drugs  involved  in  these  reactions,  they  are  so 
frequently  fatal  that  there  is  considerable 
cause  for  alarm. 

One  of  the  first  drugs  to  be  implicated  as 
a cause  of  agranulocytosis  was  the  antirheu- 
matic analgesic,  aminopyrine.  Though  the 
percentage  of  patients  suffering  this  effect  is 
small,  it  seems  silly  to  run  the  risk  of  a po- 
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tentially  deadly  reaction  when  treating  rela- 
tively minor  conditions  — especially  when 
salicylates  offer  a much  safer  means  of  treat- 
ing the  same  conditions.  So,  aminopyrine  has 
largely  disappeared  from  products  in  this 
country,  though  it  is  still  widely  employed  in 
Europe;  and  certain  of  its  chemical  relatives, 
notably  phenylbutazone  (Butazolidin),  are  in 
use  here. 

Of  course,  when  a doctor  is  forced  to  use  a 
drug  like  phenylbutazone  in  severe  arthritis, 
he  is  obligated  to  keep  a close  watch  on  the 
patient.  This  involves  making  frequent  blood 
studies  during  treatment  with  this  drug  and 
warning  the  patient  to  report  immediately 
such  signs  as  sore  throat  and  fever,  which 
may  signal  the  onset  of  infection  resulting 
from  interference  with  one  of  the  body’s  first 
lines  of  defense,  the  granulocytes. 

Perhaps,  the  most  common  drug  associated 
with  a blood  dyscrasia  in  recent  years  has 
been  the  antibiotic  chloramphenicol  (Chloro- 
mycetin). Despite  all  sorts  of  arguments  to 
the  contrary,  it  now  seems  quite  clear  that 
the  use  of  this  drug  can  cause  pancytopenia 
in  a very  small  proportion  of  patients  taking 
it. 

Now,  unlike  aminopyrine,  chloramphenicol 
may  be  a life-saving  drug,  one  for  which 
there  may  be  no  substitute  in  certain  types  of 
overwhelming  infections.  In  such  cases, 
doctors  may  feel  that  the  advantages  of  ad- 
ministering this  antibiotic  outweigh  the  rela- 
tively slight  statistical  risk  of  a severe  blood 
dyscrasia. 

The  trouble  is,  of  course,  that  chloram- 
phenicol and  other  potentially  dangerous 
drugs  are  sometimes  prescribed  for  treating 
conditions  for  which  they  are  not  needed  — 
infections  that  would  have  responded  to 
other,  safer  drugs  or,  perhaps,  to  no  treat- 
ment at  all.  The  occurrence  of  a fatal  blood 
disease  in  such  circumstances  is  truly  tragic. 
So  the  indiscriminate  use  of  chloramphenicol 
or,  for  that  matter,  any  other  chemical  capable 
of  causing  reactions  — is  poor  medical  prac- 
tice and  should  be  strongly  condemned.  Yet, 
despite  the  frequent  warnings  by  various 
authoritative  groups,  there  is  still  all  too  fre- 
quently a blithe  disregard  of  the  rules  for 
proper  employment  of  antibiotics  and  other 
potentially  dangerous  drugs. 

Of  course,  as  I’ve  said,  it  sometimes  be- 
comes necessary  to  take  the  risk  involved  in 


using  such  drugs.  But,  I repeat,  that  in  such 
instances,  the  doctor  must  be  aware  of  the 
drug’s  potential  to  do  harm,  and  he  should 
take  every  precaution  to  detect  the  first  signs 
of  such  sensitivity  reactions. 

Ideally,  to  be  sure,  it  would  be  better  to 
screen  out  all  such  agents  or  to  detect  the 
small  fraction  of  patients  likely  to  react 
poorly  to  them. 

Unfortunately,  this  has  rarely  been  pos- 
sible up  to  now. 

Enzymatic  Defects  a Source  of  Drug 
Reactions 

Perhaps,  as  we  acquire  a better  understand- 
ing of  the  precise  mechanisms  involved  in 
these  “hypersensitivities”  or  “idiosyncracies,” 
it  may  become  possible  to  single  out  the  kinds 
of  molecules  and  the  kinds  of  people  that 
should  be  kept  apart.  In  a couple  of  instances, 
recently,  scientists  have  been  able  to  trace 
the  exact  enzymatic  defects  responsible  for 
certain  severe  drug  reactions. 

An  interesting  example  of  this  may  be  seen 
in  the  discovery  of  the  reason  why  certain 
people  tend  to  develop  a severe  hemolytic 
anemia  when  taking  the  antimalarial  agent, 
primaquine.  You  may  recall  that  when  this 
drug  was  given  to  soldiers  returning  from  the 
Korean  conflict,  it  occasionally  caused  this 
blood  dyscrasia  in  some  soldiers.  The  inci- 
dence of  the  illness  was  much  higher  in 
colored  soldiers  than  in  whites. 

This  greater  susceptibility  of  Negroes  to 
primaquine’s  ill  effects  on  red  blood  cells  has 
been  traced  to  a genetic  difference.  That  is, 
a higher  proportion  of  colored  men  (about  15 
per  cent)  have  been  shown  to  be  deficient  in 
the  cellular  enzyme,  glucose-6-phosphate  de- 
hydrogenase. This  leads  to  a substantial  re- 
duction in  the  concentration  of  glutathione 
in  the  erythrocytes  of  these  individuals.  And 
such  glutathione  instability  renders  the  red 
cell  more  sensitive  to  hemolysis  by  prima- 
quine. 

Now,  the  importance  of  these  findings  is, 
of  course,  that  it  is  now  possible  to  detect 
susceptible  individuals  prior  to  therapy  by 
means  of  laboratory  tests.  This  is  true,  not 
only  for  primaquine,  but  also  for  the  hemo- 
lytic anemia  caused  by  sulfonamides,  ace- 
tamilid,  acetophenetidin,  and  even  aspirin,  all 
of  which  are  more  likely  to  cause  this  drug 
reaction  in  people  with  this  genetic-enzy- 
matic deficiency. 
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Other  examples  of  gene-mediated  enzyme 
deficiencies  involved  in  “idiosyncratic”  re- 
sponses to  drugs  are  beginning  to  be  dis- 
covered. The  prolonged  apnea  produced  by 
the  usually  rapidly  destroyed  muscle  relax- 
ant, succinylcholine  (Anectine)  has  been 
traced  to  a deficiency  of  the  enzyme,  pseudo- 
cholinesterase. This  enzyme,  which  may  be 
lacking  because  of  hereditary  factors  or  on 
account  of  liver  disease,  plays  a primary  role 
in  the  rapid  destruction  of  succinylcholine. 
So  it’s  not  surprising  that,  in  its  relative  ab- 
sence, some  patients  suffer  an  unusual,  severe 
reaction  to  the  drug’s  muscle-paralyzing 
property. 

Here,  of  course,  we  see  that  it  becomes  pos- 
sible to  do  something  practical  about  prevent- 
ing some  drug  reactions,  instead  of  fig- 
uratively shrugging  our  shoulders  and  calling 
them  “unpredictable.”  Similarly,  the  more 
we  learn  about  the  role  of  enzymes  in  the 
detoxication  of  other  drugs,  the  more  readily 
we  will  be  able  to  predict  and  prevent  un- 
expectedly severe  reactions. 

Thus,  the  recent  finding  that  premature  in- 
fants are  frequently  deficient  in  a variety  of 
important  enzymes,  has  helped  explain  cer- 
tain severe  reactions  suffered  by  babies  re- 
ceiving seemingly  safe  doses  of  sulfonamides, 
chloramphenicol  and  other  drugs.  Such 
knowledge  should  prevent  the  occurrence  in 
the  future  of  the  types  of  fatal  reactions  to 
drugs  previously  reported  in  these  circum- 
stances. 

In  the  course  of  this  discussion,  I have 
tried  to  couple  my  remarks  about  each  of  the 
different  types  of  reactions  with  information 
on  what  might  be  done  to  minimize  the  like- 
lihood of  such  reactions  developing  during 
drug  therapy. 

From  all  this,  it  must  be  obvious  that  the 
primary  responsibility  for  avoiding  untoward 
reactions  to  drugs  lies  with  the  doctor  who 
prescribes  or  administers  them.  It  is  still  up 
to  him  to  heed  the  age-old  admonition: 
“Primum  non  nocere — first  of  all,  be  sure  you 
do  no  harm.”  For,  as  Sir  William  Osier  re- 
minded practitioners  early  in  this  century 
before  the  problem  had  grown  to  its  present 
proportions,  drugs  are  double-edged  weapons 
that  require  knowledge  and  alertness  on  the 
part  of  the  physician  in  order  to  prevent  ad- 
verse reactions  and  avoid  development  of 
serious  complications. 


The  Pharmacist  Can  Help 

It’s  up  to  the  doctor  to  learn  how  to  use 
drugs  in  ways  which  will  bring  his  patients 
the  benefits  of  modern  treatment  with  a 
minimum  of  their  dangers.  And,  the  place  of 
the  pharmacist,  as  I see  it,  is  to  help  the  doc- 
tor acquire  the  knowledge  about  drugs  that 
he  has  to  have  to  use  them  properly.  In  other 
words,  I look  upon  this  situation  as  one  in 
which  — as  in  the  poison-control  problem  — 
the  pharmacist  has  an  opportunity  to  func- 
tion as  the  consultant  on  drugs  that  he’d  like 
to  be,  the  expert  on  drugs  to  whom  the  doc- 
tor can  turn  for  information. 

The  pharmacist,  I think,  can  function  here 
on  two  levels.  He  can  prepare  himself  to  co- 
operate with  individual  physicians  who  may 
seek  his  advice,  or  in  certain  situations,  the 
pharmacist  may  be  in  a position  to  participate 
in  the  programs  of  certain  central  agencies 
that  have  been  set  up  to  cope  with  certain 
aspects  of  the  problem  on  a national  scale. 

In  the  first  instance,  we  must  realize  what 
most  medical  authorities  themselves  readily 
admit — that  the  average  doctor  does  not  have 
the  time  to  arm  himself  with  a complete 
understanding  of  the  large  number  of  new 
drugs  that  are  constantly  being  marketed  for 
the  treatment  of  all  forms  of  physical  and 
mental  disease. 

The  pharmacist  can  help  here  by  keeping 
data  on  file  dealing  with  dosage  and  adminis- 
tration methods  as  well  as  recent  reports  on 
side  effects  and  toxicity  that  the  doctor  may 
not  have  seen  — information  that  may  not  be 
available  to  him  in  the  literature  put  out  by 
the  pharmaceutical  companies,  or  which  the 
detail  men  on  whom  he  often  depends  may 
be  unwilling  or  unable  to  supply. 

All  too  often,  as  we  know,  doctors  are  under 
heavy  pressure  to  use  drugs  about  which  they 
have  inadequate  information.  This  pressure 
comes  from  advertising  agencies  that  are 
more  concerned  with  offering  him  pretty  pic- 
tures and  puffery  than  they  are  in  supplying 
fundamental  information  about  new  drugs. 
They  get  the  bulk  of  their  ideas  on  drugs  from 
colleagues  not  much  better  informed  than 
they  are  or  from  detail  men  trained  to  em- 
phasize claims  for  the  superiority  of  their 
company’s  product  rather  than  to  discuss  its 
possible  disadvantages  and  dangers.  And, 
finally,  the  public  itself  puts  pressure  on  doc- 
tors to  use  new  wonder  drugs  before  he  can 
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possibly  inform  himself  on  all  aspects  of  their 
action. 

Now,  while  the  pharmacist  can  often  help 
individual  physicians  acquire  unbiased,  fac- 
tual information  in  such  situations,  he,  him- 
self, may  actually  be  able  to  add  to  the  pool 
of  new  drug  data  through  his  own  research 
efforts.  Certainly,  many  hospital  phar- 
macists, at  least,  have  been  doing  just  that  for 
several  years  now. 

They  have  been  cooperating  with  the  Food 
and  Drug  Administration  and  with  the  Amer- 
ican Medical  Association’s  Study  Group  on 
Blood  Dyscrasias  by  gathering  information 
on  all  adverse  drug  reactions  that  occur  in 
their  institutions.  The  hospital  pharmacist 
is,  of  course,  in  an  excellent  position  to  de- 
velop informative  data  on  the  local  situation. 
By  reporting  all  reactions  in  which  there  is  a 
reasonable  suspicion  that  a drug  is  respon- 
sible, he  can  help  fill  the  gaps  that  always 
exist  in  our  knowledge  of  any  new  drug  and 
even,  for  that  matter,  of  many  old  ones. 


As  you  know  from  the  examples  I’ve  given 
you,  it  isn’t  ever  possible  to  determine  the 
final  status  of  a drug’s  safety  at  the  time  a 
new  drug  application  becomes  effective.  The 
knowledge  that  can  be  gained  only  through 
use  of  drugs  on  thousands  of  people  is  essen- 
tial for  full  delineation  of  the  drug’s  safety 
or  potential  for  harm. 

For  this  reason,  the  FDA  is  vitally  con- 
cerned with  gathering  information  on  all 
drug  reactions  with  minimal  delay.  Often, 
the  number  of  cases  of  illness  and  injury  in- 
duced by  a drug  multiplies  between  the  time 
the  first  reactions  occur  and  the  first  papers 
on  them  begin  to  appear. 

If,  on  the  other  hand,  individual  physicians, 
or  pharmacists,  working  through  their  hos- 
pital committees  or  pharmaceutical  associa- 
tions, promptly  report  cases  occurring  locally 
to  these  central  agencies,  the  time  it  takes  to 
draw  a more  accurate  picture  of  a drug’s  true 
toxicity  status  would  be  markedly  shortened. 
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PHARMACY  MANPOWER  AND  ENROLLMENT  DATA* ** 


Pharmacy  Enrollment  Data 


(Colleges  of  Pharmacy  Within  the  United  States) 


Undergraduate  Students 
Fall  Term,  1960 

Enrollment  in  the  Continental  District  Summary 

United  States,  last  three  classes  Total  Students  Enrolled  in  Last  Three  Years 


Men 

Women 

Total 

3rd  last  year 

1,874 

263 

2,137 

2nd  last  year 

4;i75 

609 

4,784 

last  year 

3,434 

472 

3,906 

9,483 

1,344 

10,827 

District 1960-61 


I 

918 

II 

3,681 

III 

2,076 

IV 

2,666 

**V 

898 

VI 

1,843 

VII 

546 

VIII 

978 

Total 

13,606 

1961-62  Loss  or  Gain 


598 

- 320 

2,503 

- 1,178 

1,711 

- 365 

2,021 

- 645 

755 

- 143 

1,693 

- 150 

593 

-f  47 

953 

25 

10,827 

- 2,779 

Undergraduate 


Students 

1955-56 

1956-57 

1957-58 

1958-59 

1959-60 

1960-61 

1961-62 

3rd  last  year 

4,820 

4,906 

4,477 

4,521 

4,982 

5,824 

2,137 

2nd  last  year 

3,865 

4,112 

4,197 

3,869 

3,879 

4,091 

4,784 

last  year 

3,533 

3,773 

3,909 

3,966 

3,645 

3,691 

3,906 

Special 

133 

91 

64 

49 

29 

12,351 

12,882 

12,647 

12,405 

12,535 

13,606 

10,827 

A summary  of  the  number  of  under- 
graduate students  enrolled  in  the  last  classes 
in  Schools  and  Colleges  of  Pharmacy  in  the 
United  States  for  1961-62  is  presented  above. 
Source  of  information  is  the  annual  Report 
On  Enrollment  in  Schools  and  Colleges  of 
Pharmacy  In  The  United  States,  First  Semes- 


*These data  taken  from  the  N.A.B.P.  Bulletin, 
October,  November,  December,  1961,  published 
by  the  National  Association  of  Boards  of  Phar- 
macy. 

**District  V is  comprised  of  the  states  of  Iowa, 
Minnesota,  Nebraska,  North  Dakota  and  South 
Dakota. 


ter.  Term  or  Quarter  1961-62,  compiled  and 
released  by  H.  G.  Hewitt,  Chairman  of  the 
American  Association  of  Colleges  of  Phar- 
macy, Executive  Committee.  Chairman 
Hewitt’s  report  again  emphasizes  the  validity 
of  figures  obtained  for  only  the  last  three 
classes,  a procedure  that  has  been  adhered  to 
for  the  past  three  years  and  which  will  pro- 
vide more  meaningful  figures  for  comparison. 

The  total  number  of  students  in  the  last 
three  years  of  training  is  represented  by  the 
total  10,827,  a decrease  of  2,779  students  over 
last  year’s  1960-61  group.  This  represents  a 
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loss  of  20.4%  over  last  year.  This  loss  is  sub- 
stantially due  to  the  fact  that  many  of  the 
colleges  are  now  in  the  transition  stage  from 
the  four  year  to  the  five  year  program.  The 
predicted  and  so-called  “dry  year,”  1963-1964, 
can  be  seen  by  the  small  number  of  students 
enrolled  in  the  3rd  last  year.  This  is  due  to 
the  lack  of  students  in  the  3rd  year  group  in 
all  schools  which  introduced  the  five  year 
program  in  1960-61.  This  loss  will  be  reflected 
in  the  next  report  for  the  second  last  year  of 
training  in  1962-63  and  the  last  year  of  train- 
ing 1963-64. 

The  summary  by  N.A.B.P.-A.A.C.P.  Dis- 
tricts also  is  given.  Only  one  district  reflects 
an  increase  over  last  year  as  indicated  by  the 
47  plus  students  in  District  No.  7 which  in- 
cludes the  states  of  Idaho,  Montana,  Oregon, 
Washington  and  Wyoming.  All  other  Dis- 
tricts show  a loss,  the  highest  being  District 
No.  2,  down  1,178  over  last  year.  The  national 
loss  of  2,779  students  is  shown  in  the  totals. 

The  difference  between  the  last  year  of 
training  in  1961-62  and  that  of  the  similar 
group  in  1960-61  is  215  + students  or  an  in- 
crease of  5.8%.  This  can  be  noted  in  the  sum- 
mary listings  for  the  past  seven  years  in  the 
center  of  the  page.  There  is  an  increase  of 
16.9%  or  693  comparing  the  last  two  years  of 
the  2nd  last  year  of  training.  Comparing  the 
3rd  last  year  we  find  that  there  is  a decrease 
of  3,687  students  or  63.3%  over  1960-61.  For 
the  past  two  years  special  students  are  not 
included  in  the  report. 

The  AACP  report  shows  that  87.6%  or 
9,483  of  the  students  enrolled  in  the  last  three 
classes  in  our  colleges  of  pharmacy  are  male 
and  12.4%  or  1,344  are  female.  Women  stu- 
dents decreased  by  329  students  or  19.7%  over 
1960.  A record  enrollment  for  women  in  col- 
leges of  pharmacy  occurred  in  1960-61.  This 
can  be  noted  in  the  2nd  last  year  of  the  sum- 
mary as  to  sex. 

Pharmacy  Manpower  Data 

The  total  number  of  pharmacists  that  were 


practicing  in  the  United  States  on  January  1 
(see  column  1 of  the  accompanying  table)  has 
shown  little  change  over  the  past  two  years. 
The  number  remained  approximately  the 
same  and  the  resultant  replacement  total,  or 
that  number  of  pharmacists  needed  to  replace 
those  who  die,  retire,  or  for  one  reason  or  an- 
other have  left  the  profession,  is  proportion- 
ately the  same  as  this  year’s  4084.8.  Over  4,000 
pharmacists  were  needed  to  fill  this  void  while 
only  3,691  (see  column  3 — Potential  Replace- 
ments Enrolled  in  Colleges  of  Pharmacy) 
were  available  for  licensure  by  Boards  of 
Pharmacy  for  1961.  Column  2 gives  a state 
by  state  replacement  need  based  on  the  num- 
ber of  pharmacists  practicing  in  the  state. 

There  are  19  states  that  will  fill  their  need 
but  these  states  supply  only  298  pharmacists 
in  excess  of  their  own  needs.  Although  it 
seems  that  the  replacement  figure  will  not  be 
met  there  does  not  appear  to  be  a drastic 
shortage  of  manpower  except  perhaps  in 
isolated  cases.  However,  with  the  expanded 
population  that  we  have  seen  for  the  past 
several  years,  it  is  evident  that  the  service 
which  the  pharmacist  is  trained  to  perform 
could  be  utilized  in  a variety  of  areas  where 
they  are  not  now  employed.  This  could  come 
about  if  supply  exceeded  demand  for  the 
pharmacist’s  service.  There  are  many  areas 
of  drug  control  that  desperately  need  the  pro- 
tection and  service  that  a professionally 
trained  pharmacist  can  provide. 

Columns  4,  5 and  6 (Potential  Replacements 
Enrolled  in  Colleges  of  Pharmacy)  give  a 
combined  total  of  students  enrolled  in  the  last 
three  years  of  professional  training  for  each 
state  that  has  a College  of  Pharmacy.  The 
totals  for  Columns  4,  5 and  6 represent  the 
maximum  number  that  may  be  graduated  for 
the  next  three  years.  Student  mortality 
will  no  doubt  reduce  these  totals  somewhat 
and  therefore  it  cannot  be  anticipated  that 
these  totals  will  be  the  exact  number  avail- 
able for  licensure  for  the  next  three  years. 
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Manpower  Data  1961-62 


1 

2 

3 

4 

5 

6 

Number 
Registered 
Pharmacists 
Engaged  in 
Practice 
Jan.  1,  1961 

(A) 

Number 

Replacements 

Needed 

Potential  Replacements  Enrolled 
in  Colleges  of  Pharmacy  (B) 

Annually 

3.5% 

For  1961 
Senior 
Students 
Fall  of 
1960 
(B) 

For  1962 
Senior 
Students 

Fall  of 

1961 

(C) 

For  1963 
Junior 
Students 
Fall  of 

1962 

(C) 

For  1964 
Sophomore 
Students 
Fall  of 

1963 

(C) 

Ala. 

1,402 

49.1 

96 

152 

155 

49 

Ariz. 

873 

30.5 

24 

21 

43 

44 

Ark. 

892 

31.2 

22 

28 

27 

36 

Calif. 

9,667 

338.3 

225 

193 

192 

216 

Colo. 

1,796 

62.9 

23 

9 

17 

48 

Conn. 

2,086 

73.0 

74 

98 

91 

0 

Dela. 

209 

7.3 

0 

0 

0 

0 

D.  of  Col. 

900 

31.5 

69 

49 

68 

4 

Fla. 

3,494 

122.3 

63 

51 

108 

76 

Ga. 

2,568 

89.9 

no 

119 

116 

69 

Idaho 

467 

16.3 

32 

26 

18 

52 

111. 

5,948 

208.2 

90 

106 

156 

62 

Ind. 

2,986 

104.5 

137 

151 

182 

35 

Iowa 

1,557 

54.5 

90 

96 

108 

40 

Kans. 

1,347 

47.1 

29 

18 

30 

39 

Ky. 

1,215 

42.5 

50 

21 

34 

38 

La. 

2,198 

76.9 

82 

88 

101 

96 

Maine 

440 

15.4 

0 

0 

0 

0 

Md. 

1,701 

59.5 

38 

43 

61 

2 

Mass. 

4,500 

157.5 

160 

138 

159 

9 

Mich. 

5,839 

204.4 

172 

161 

219 

85 

Minn. 

1,957 

68.5 

33 

32 

34 

59 

Miss. 

941 

32.9 

47 

52 

63 

72 

Mo. 

3,081 

107.8 

96 

100 

170 

50 

Mont. 

394 

13.8 

15 

18 

15 

19 

Nebr. 

980 

34.3 

14 

33 

47 

50 

Nev. 

265 

9.2 

0 

0 

0 

0 

N.  H. 

356 

12.4 

0 

0 

0 

0 

N.  J. 

3,567 

124.8 

60 

61 

90 

0 

N.  M. 

557 

19.5 

16 

23 

26 

27 

N.  Y. 

14,364 

502.7 

493 

491 

600 

163 

N.  Car. 

1,659 

58.1 

48 

72 

85 

33 

N.  Dak. 

354 

12.4 

55 

59 

85 

16 

Ohio 

5,656 

198.0 

207 

226 

280 

59 

Okla. 

1,591 

55.6 

87 

82 

129 

85 

Ore. 

1,435 

50.2 

49 

46 

84 

64 

Penn. 

9,400 

329.0 

310 

348 

386 

48 

K.  1, 

673 

23.6 

15 

21 

24 

8 

S.  Car. 

1,042 

36.5 

51 

53 

79 

38 

S.  Dak. 

450 

15.8 

53 

47 

49 

0 

Tenn. 

2,197 

76.9 

63 

79 

100 

90 

Texas 

5,426 

189.9 

164 

200 

208 

206 

Utah 

599 

21.0 

31 

38 

35 

21 

Vt. 

182 

6.4 

0 

0 

0 

0 

Va. 

1,636 

57.3 

59 

56 

74 

25 

Wash. 

2,671 

93.5 

37 

44 

59 

91 

W.  Va. 

612 

21.4 

20 

26 

28 

8 

Wis. 

2,299 

80.5 

67 

79 

99 

28 

Wyo. 

280 

9.8 

15 

28 

24 

5 

Totals 

116,709 

4,084.8 

3,691 

3,882 

4,758 

2,265 

A — Census  and  License  Date  Compilation,  N.A.B.P.,  1961 
B — A.A.C.P  Report  on  Enrollments,  Fall  Term,  1960 
C — A.A.C.P  Report  on  Enrollments,  Fall  Term,  1961 
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Digestant  needed? 

(ptazyni{B  provides  the  most  potent 

pancreatic  enzyme  action  available! 


Cotazym-B  supplies 


CEI.LUi.ASB  TO  AID  IN  DIGESTION  OP  FIBROUS  VEGETABLES 


rOr^anonJ 


Cotazym-B  is  a new  comprehensive  digestant  containing  bile 
salts,  cellulase  and  lipancreatin  for  supplementing  deficient 
digestive  secretions  and  helping  to  restore  more  normal  digestive 
processes.  Lipancreatin —“the  most  potent  pancreatic  extract 
available”®— is  a concentrated  pancreatic  enzyme  preparation  de- 
veloped by  Oi’ganon.'*  It  has  been  clinically  proven  to  be  an  effective 
agent  for  treating  digestive  disorders  of  enzymatic  origin. 
Cotazym-B  is  indicated  for  the  symptomatic  relief  of  dyspeptic 
or  functional  digestive  disturbances  characterized  by  bloating, 
belching,  flatulence  and  upper  abdominal  discomfort. 

Dosage:  1 or  2 tablets  with  water  just  before  each  meal. 

KEFERENCES:  1.  Best,  E.  B..  Hightower,  N.  C..  Jr.,  Williams,  B.  H.,  and  Carobasi.  R.  J. : South.  M.J.  53:1091,  1960.  2.  Ana- 
lytical Control  Laboratories,  Organon  Inc.  3.  Best.  E.  B..  et  ah:  Symposium  at  West  Orange.  N.  J.,  May  11,  1960.  4.  Thompson. 
K.  W..  and  Price.  R.  T. : Scientific  Exhibit  Section,  A.M.A..  Atlantic  City.  N.  J..  June  8-12.  1950.  5.  Weinstein.  J.  J.:  Discussion 
in  Keifer.  E.  D..  Am.  J.  Castro.  35:353,  1961.  6.  Ruffin.  J.  M..  McBee,  J.  W..  and  Davis,  T.  D. : Chicago  Medicine.  Vol.  64.  No. 
2,  June,  1961.  7,  Berkowitz.  D..  and  Silk,  R. : Scientific  Exhibit  Section,  A.M.A.,  New  York.  June  25-30,  1961.  8.  Berkowltz,  D.. 
and  Classman,  S.:  N.  Y.  St.  J.  Med.  62:58,  1962, 

ORGANON  INC.,  WEST  ORANGE,  NEW  JERSEY 
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SPIEGEL  MAIL-ORDER  Rx 
DEPARTMENT  SHUT-DOWN 

The  abrupt  shut-down  of  Spiegel’s  “non- 
profit” mail-order  prescription  department 
came  as  a welcome  surprise.  The  Company 
ascribed  the  action  to  a ruling  by  the  Illinois 
State  Registration  Department  prohibiting 
licensed  pharmacists  from  handling  mail- 
order prescriptions.  However,  Weekly  Phar- 
macy Reports  has  suggested  that  the  shut- 
down resulted  from  the  cumulative  effects  of 
a number  of  factors  including:  (1)  failure  of 
the  plan  to  achieve  anticipated  volume;  (2) 
Unionization  of  its  pharmacists  by  a team- 
sters local;  (3)  Ruling  by  the  State  Registra- 
tion Department  prohibiting  licensed  phar- 
macists from  handling  mail  Rx’s;  and  (4)  In- 
vestigation of  “non-profit”  ad  claims  by  FTC. 

We  are  inclined  to  agree  with  this  evalua- 
tion. It  would  also  appear  that  Spiegel  went 
into  this  venture  with  a very  poor  knowledge 
of  the  prescription  business  and  all  that  it 
entails  and  that  as  time  went  on  the  rosy 
future  that  he  had  envisaged  for  this  depart- 
ment visibly  faded.  In  any  event,  we  hope 
that  the  experience  of  Spiegel  will  serve  as  a 
deterrent  to  those  who  may  or  are  contem- 
plating entering  the  mail-order  prescription 
business. 


HUMPHREY-CAPEHART  BILL 

On  February  21,  Senator  Hubert  Hum- 
phrey (Minn.)  introduced  into  Congress  a 
joint  resolution  entitled  the  “Quality  Stabil- 
ization Act.”  Sponsors  of  the  measure  are 
Senators  ^Humphrey,  Capehart  (Ind.),  Prox- 
mire  (Wis.),  Johnson  (S.  C.),  McClellan  (Ark.), 


Randolph  (W.  Va.),  Scott  (Pa.)  and  McCarthy 
(Minn.).  The  bill  replaces  the  Fair  Com- 
petitive Practices  Bill,  sponsored  by  the  Na- 
tional Association  of  Retail  Druggists  and  the 
Quality  Stabilization  Bill,  originated  by 
Quality  Brands  Associates  of  America.  The 
Senate  measure  is  identified  as  S.  J.  Res.  159. 

In  the  House,  the  Bill  was  introduced  by 
Congressman  Oren  Harris  (Ark.)  and  co-spon- 
sored  by  Representatives  Madden  (Ind.), 
Tollefson  (Wash.)  and  Mack  (111.).  The  House 
measure  is  identified  as  H.  J.  Res.  636. 

In  introducing  the  bill.  Senator  Humphrey 
pointed  out  its  principal  provisions:  “When- 
ever a trademark  or  brand  name  owner  dis- 
covers his  products  being  used  by  a distrib- 
utor in  any  scheme  involving  first,  misrep- 
resentation; second,  bait  merchandising;  or 
third,  sales  at  other  than  the  established 
price,  he  may  revoke  the  offending  distrib- 
utor’s right  to  use  his  mark  or  brand  in  re- 
selling goods.  In  addition,  the  trademark  or 
brand  name  owner  is  entitled  to  injunctive 
relief,  if  the  offending  distributor  disregards 
the  notice  of  revocation  and  continues  the 
challenged  sales  practices.” 

The  introduction  of  this  bill  represents  the 
culmination  of  lengthy  efforts  to  reconcile 
the  divergent  views  of  organizations  support- 
ing fair  trade.  Now  there  is  only  one  pro- 
posal in  Congress  to  support;  the  confusion 
of  two  measures  has  been  eliminated.  That 
the  measure  will  receive  considerable  sup- 
port is  indicated  by  the  impressive  list  of 
fifty-two  trade  associations,  headed  by 
NARD  and  QBA,  that  was  placed  in  the  Con- 
gressional Record  as  endorsing  the  measure. 
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The  recent  announcement  that  Spiegel  intends  to  discontinue  its  mail  order  prescription 
service  was  received  with  satisfaction  and  relief.  Although  the  ruling  of  the  Illinois  State 
Board  of  Pharmacy  was  cited  as  the  prime  reason,  careful  reading  of  news  articles  seems 
to  indicate  that  insufficient  volume  may  have  been  a contributing  factor  in  the  decision. 

Happy  as  we  are  about  the  decision  by  Spiegel,  the  fact  that  such  a service  was  even  offered, 
and  did  attain  some  measure  of  success,  should  be  of  great  concern  to  all  pharmacists.  The 
public  is  looking  for  products  and  services  at  reduced  costs  unless  they  can  be  shown  why 
higher  costs  are  justified.  They  definitely  are  unaware  of  the  true  cost  involved  in  maintaining 
and  distributing  prescription  drugs.  Since  they  have  no  standard  of  comparison  the  tendency 
is  to  believe  extravagant  advertising  claims  as  to  reduced  prices.  Most  mail  order  services 
specialize  in  maintenance  drugs  to  be  dispensed  in  large  quantities,  usually  at  prices  that  local 
pharmacies  would  be  happy  to  meet. 

A matter  of  concern  to  me  is  that  this  trend  may  result  in  a serious  loss  of  services  to  the 
small  town  patient.  The  mail  order  prescription  suppliers  admit  that  they  cannot  fill  either 
the  urgently  needed  drugs,  such  as  antibiotics  and  sulfas,  nor  the  narcotics,  in  time  to  be  of 
any  benefit  to  the  patient.  Yet  the  small  town  pharmacy  cannot  exist  or  afford  to  maintain  an 
adequate  stock  on  the  business  derived  from  these  emergency  drugs.  What  will  happen  when 
maintenance  prescriptions  are  all  filled  by  mail  order?  I believe  that  it  will  lead,  ultimately, 
to  many  small  town  pharmacies  going  out  of  existence.  When  the  small  town  pharmacy  closes, 
who  then  will  fill  the  emergency  prescription,  the  after-hours  prescription,  the  middle  of  the 
night  prescription?  Certainly  not  the  mail-order  prescription  factory.  We  certainly  should 
carry  our  story  to  the  public  so  that  they  will  be  aware  that  their  search  for  discount  prescrip- 
tions may  also  lead  to  discount  services.  They  should  also  be  made  aware  that  many  of  these 
so-called  discount  prices  are  very  little,  if  any,  lower  than  those  they  might  find  in  their  local 
pharmacy  if  they  would  be  willing  to  purchase  in  the  same  quantities.  I have  not  mentioned 
the  loss  to  the  patient  of  the  normal  doctor-pharmacist-patient  cooperation  which  is  so  import- 
ant. The  cost,  to  the  patient,  of  mail-order  prescriptions  may  be  very  high  indeed. 

Philip  E.  Case 
President 
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I SIOUX  FALLS  MAN 
I JOINS  LILLY 

Murray  Widdis,  Jr.  of 

I Sioux  Falls  has  joined  the 
! sales  staff  of  Eli  Lilly  & Co., 
Indianapolis  pharmaceutical 
manufacturing  firm. 

Mr.  Widdis  received  his 
B.S.  degree  in  pharmacy 
from  South  Dakota  State 
College  in  1954  and  is  a reg- 
istered pharmacist  in  South 
Dakota.  Following  gradua- 
tion, he  served  as  a commis- 
sioned officer  in  the  Army 
Medical  Service  Corps  at 
Camp  Drake,  Tokyo,  and 
after  release  to  inactive 
duty,  he  was  employed  by 
Dow  Drug  and  Bel  Aire 
Drug,  both  of  Sioux  Falls. 
He  joined  the  Lilly  staff  in 
January  of  this  year. 

Mr.  Widdis  is  married  and 
has  two  children.  They  are 
currently  making  their  home 
in  Hastings,  Nebraska. 

Mr.  Widdis  is  the  son  of 
Mr.  and  Mrs.  Murray  Wid- 
dis, Sr.  of  Sioux  Falls.  Mur- 
ray Widdis,  Sr.  is  a State 
College  graduate  and  a reg- 
istered pharmacist.  He  is 
manager  of  the  prescription 
department  of  Lewis  Down 
Town  Drug  in  Sioux  Falls. 


STATE  COLLEGE 
STAFF  MEMBER 
RECEIVES  PROMOTION 

The  promotion  of  Dr.  Stan- 
ley M.  Shaw  from  Instructor 
in  Pharmaceutical  Chem- 
istry to  Assistant  Professor 
was  recently  announced  by 
President  H.  M.  Briggs  of 
South  Dakota  State  College. 
The  new  rank  will  become 
effective  July  1. 

Dr.  Shaw  received  his  B.S. 
degree  in  pharmacy  from 
South  Dakota  State  College 
in  1957,  his  M.S.  degree  from 
the  same  institution  in  1959 
and  his  Ph.D.  degree  from 
Purdue  University  in  1962. 
He  is  a registered  phar- 
macist in  South  Dakota.  He 
was  first  appointed  to  the 
State  College  staff  October 
1,  1960. 

Dr.  Shaw  is  married  to  the 
former  Excellda  Watke,  a 
registered  pharmacist  and 
State  College  graduate,  cur- 
rently employed  by  Matson 
Drug  of  Brookings. 


CONVENTION  PLANS 
IN  PROGRESS 

Plans  for  the  76th  annual 
convention  of  the  South  Da- 
kota Pharmaceutical  Asso- 


ciation are  well  underway. 
The  event  is  to  be  held  in 
Sioux  Falls,  June  17-19  and 
headquarters  will  be  the 
Sheraton-Cataract  hotel. 

Committee  chairmen  who 
have  been  named  to  assist 
with  the  arrangements  are: 
General  Chairman,  Charles 
Van  De  Walle;  Program, 
Tom  Mills;  Registration, 
Murray  Widdis,  Sr.;  Hous- 
ing, Linus  Werner;  Sports, 
Ernest  Trantina;  Tickets, 
Bob  Vander  Aarde;  Banquet, 
Ted  Belbas;  Dance,  Harry 
Poletes;  Prizes,  Clayton 
Scott  and  Phil  Von  Fisher; 
Publicity,  A1  Pfeifle;  and 
Travelers,  Wm.  Couch. 

Details  of  the  convention 
program  will  appear  in  the 
May  issue. 


SCHOLARSHIPS 
AWARDED  TO  FIVE 
PROSPECTIVE 
PHARMACY  STUDENTS 

Five  high  school  seniors  and 
prospective  pharmacy  stu- 
dents at  South  Dakota  State 
College  were  awarded 
scholarships  at  the  10th  an- 
nual Scholarship  Recog- 
nition Day  held  at  South 
Dakota  State  College  Feb- 
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ruary  17. 

Those  receiving  scholar- 
ships are:  Beverly  Walker, 
Huron,  recipient  of  a $500 
Stephen  F.  Briggs  Scholar- 
ship; Dwayne  D.  Dvoracek, 
Springfield,  a $150  State  Col- 
lege General  Scholarship; 
Roger  W.  Nutt,  Worthington, 
Minn.,  a $198  F.  O.  Butler 
Scholarship;  and  Norma  M. 
Hanson,  Brookings  and  Wes 
D.  Putnam,  Onida,  recipients 
of  $198  Pharmacy  Scholar- 
ships. 

Approximately  425  high 
school  seniors  attended  the 
event  and  scholarships  were 
awarded  to  108.  They  com- 
peted for  scholarships,  took 
part  in  guidance  panels  and 
heard  a talk  by  Col.  Archie 


Higdon,  head  of  the  Me- 
chanics Department  at  the 
U.  S.  Air  Force  Academy 
and  a State  College  alumnus. 


STUDENT  ORGANIZA- 
TIONS PARTICIPATE 
IN  HEART  FUND 
DRIVE 

Members  of  Kappi  Psi  and 
Kappa  Epsilon  of  South  Da- 
kota State  College,  again  this 
year  served  as  sponsors  for 
the  Heart  Fund  campaign 
in  the  Brookings  area.  Kappa 
Psi  is  a professional  phar- 
macy fraternity  for  men  and 
Kappa  Epsilon  is  a profes- 
sional pharmacy  fraternity 
for  women.  Heart  Sunday 
was  February  25. 


Kappa  Epsilon  assumed 
responsibility  for  receiving 
phone-call  pledges  in  con- 
nection with  the  ‘Telethon’ 
conducted  by  KELO-TV  and 
affiliated  stations  while 
Kappa  Psi  sponsored  the 
house-to-house  campaign  on 
Heart  Sunday.  Volunteer 
workers  were  all  students  of 
the  Division  of  Pharmacy  of 
South  Dakota  State  College. 
Contributions  totaled  ap- 
proximately $1200. 

This  has  been  an  annual 
project  of  the  two  organiza- 
tions for  several  years.  Dr. 
Norval  Webb,  Associate  Pro- 
fessor of  Pharmacy,  is  fac- 
ulty sponsor  for  both  groups 
and  has  acted  as  general 
chairman  for  the  drives. 


— 172  — 


INTERNAL  BILIARY 
FISTULA  IN  SILENT 
CHOLECYSTIC  DISEASE 

by 

H.  W.  Boesel,  M.D. 

V-  Winner,  South  Dakota 

i 

i 


In  the  past,  internal  biliary  fistula  has  been 
a common  complication  of  cholecystic  disease. 
Today,  earlier  diagnosis  and  treatment  of 
cholelithiasis  has  led  to  a decrease  in  fre- 
quency of  this  complication. 

As  reported  by  Courvoisier,^  fistula  forma- 
tion from  the  gall  bladder  took  place  not  only 
to  adjacent  structures,  but  also  to  the  portal 
vein,  the  urinary  bladder,  the  pericardium 
and  the  lung.  Today,  most  fistulae  develop 
from  the  gallbladder  to  the  duodenum  or  to 
the  colon,  less  frequently  to  the  stomach  and 
rarely  to  the  thorax. 

Formerly,  most  patients  with  internal 
biliary  fistula  had  long-standing  cholecystic 
disease  with  repeated  episodes  of  chills,  fever, 
and  right  upper  quadrant  pain.  In  recent 
years,  patients  with  obvious  cholecystic  di- 
sease seek  earlier  treatment.  Therefore,  one 
finds  biliary  fistula  relatively  more  common 
in  these  patients  who  harbor  silent  cholecys- 
tic disease.  Often,  intolerance  to  fatty  food  is 
the  only  symptom  which  might  indicate 
cholelithiasis. 

To  emphasize  the  possibility  of  fistula 
formation  in  silent  biliary  disease,  and  to 
show  the  different  clinical  courses  possible, 
two  case  reports  of  internal  biliary  fistula 
are  presented. 

Case  1: 

Mr.  F.  W.,  a 78-year-old  white  male  patient, 
was  apparently  well  until  ten  m,onths  prior 
to  admission  to  St.  Joseph’s  Hospital  in 
Omaha.  At  that  t.ime  he  complained  about 
diarrhea,  which  was  uncontrolled  on  medical 
management.  There  was  a 35-40  pound  weight 


1 
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loss  during  the  time  of  his  illness.  Some 
mild  intolerance  to  fatty  food  was  noted,  but 
never  any  pain. 

Admission  examination  on  June  20,  1960 
revealed  a somewhat  undernourished  but 
well  developed  white  male.  Positive  physical 
findings  were  limited  to  the  abdomen.  There 
was  slight  tenderness  in  the  right  upper 
quadrant  on  deep  palpation.  Bowel  sounds 
were  present.  There  were  no  tumors  or  ab- 
normal masses  palpable.  A barium  enema 
showed  roentgenographic  evidence  of  a fis- 
tula between  the  hepatic  flexure  of  the  colon 
and  the  biliary  tract.  (Figure  1).  Laboratory 
studies  were  within  normal  limits. 


FIGURE  ONE 

Barium  Enema  Showing  Fistulous 
Connection  Between  Biliary 
Tract  and  Hepatic  Flexture  of  Colon 

On  June  28,  1960,  the  following  operative 
procedures  were  carried  out  to  remedy  this 
patient’s  condition: 

The  fibrosed  gallbladder  was  mobilized. 
(Figure  2).  Since  the  common  bile  duct  was 
dilated  a choledochostomy  was  performed. 
The  sphincter  of  Oddi  was  stenosed.  A 
transduodenal  sphincterotomy  was  then 
carried  out.  After  removal  of  the  gall- 
bladder fundus  from  the  colon,  the  fis- 
tulous stoma  of  the  colon  was  closed  with 
interrupted  silk  stitches.  (Figure  3). 

Postoperatively,  on  repeated  T-tube 
cholangiography,  there  remained  a filling 
defect  in  the  proximal  portion  of  the  com- 
mon bile  duct.  Two  months  later  re- 
exploration of  the  common  bile  duct  was 
carried  out,  but  no  stones  were  found.  There 
was  some  kinking  of  the  hepatic  duct  in  the 


FIGURE  TWO 

The  Mobilized  Gallbladder  is  Grasped 
By  A Forceps.  The  Cystic  Duct  is 
Visible  Entering  the  Dilated  Common 
Duct.  The  Fundus  of  the  Gallbladder 
Remains  Attached  to  the  Underlying 
Hepatic  Flexure  of  the  Colon. 


FIGURE  THREE 
The  Mobilized  Gallbladder  Is 
Demonstrated  With  Its  Attachment 
To  the  Hepatic  Flexure  of  the  Colon. 

region  of  the  suspected  filling  defect.  After 
an  apparently  uneventful  recovery  a bile 
collection  in  the  subphrenic  space  had  to 
be  drained  through  an  extraperitoneal  an- 
terior abdominal  incision.  Since  then  the 
patient  has  remained  well  and  free  of 
diarrhea. 

Case  2:  * 

Mrs.  E.  W.,  a 75-year-old  housewife  was 
admitted  to  the  Mother  of  Grace  Hospital  in 
Gregory,  South  Dakota  with  nausea,  vomit- 
ing, abdominal  cramps  and  general  malaise. 
Physical  examination  revealed  distention  of 
the  abdomen,  an  increase  in  bowel  sounds. 


* This  case  was  referred  by  Dr.  David  Studenberg, 
Gregory,  South  Dakota,  whom  I wish  to  thank 
for  his  help  and  assistance. 
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which  were  rather  high-pitched.  From  time 
to  time  loud  borborygmi  were  audible. 

A flatfilm  of  the  abdomen  showed  dilated 
loops  of  small  bowel  with  a normal  large 
bowel  pattern.  There  was  no  definite  evi- 
dence of  air  in  the  biliary  radicles.  The  clin- 
ical diagnosis  of  mechanical  bowel  obstruc- 
tion was  entertained  and  the  patient  was 
operated  upon  on  February  4,  1961.  On  ex- 
ploration of  the  abdomen  there  was  evidence 
of  chronic  cholecystic  disease  with  a small 
fibrotic  gallbladder  and  multiple  fibrous  ad- 
hesions to  the  surrounding  structures.  A 15 
cm.  segment  of  ileum  appeared  acutely  in- 
flamed and  partially  necrotic.  Small  bowel 
resection  was  carried  out  and  continuity  of 
the  intestinal  tract  was  re-established  by 
end-to-end  anastomosis.  Prior  to  this  pro- 
cedure a 1.5  cm.  round  gallstone  was  re- 
covered from  the  distal  ileum.  Extenteration 
of  the  small  bowel  was  carried  out,  but  no 
other  stones  were  found. 

Five  days  later,  the  patient  again  had 
crampy  pain  and  developed  clinical  signs  of 
peritonitis.  Re-operation  revealed  an  ob- 
turator obstruction  of  the  jejunum  and  ileum 
to  about  15  cm.  distal  of  the  previous  anas- 
tomosis. There  was  a 3.5  cm.  round  gallstone, 
which  had  passed  the  site  of  anastomosis  and 
apparently  caused  some  damage  there,  which 
led  to  the  escape  of  about  250  cc.  of  intestinal 
contents  into  the  free  abdominal  cavity. 

A re-resection  of  the  anastomotic  site  was 
carried  out.  The  abdominal  incision  was 
closed  with  through  and  through  sutures.  The 
skin  was  left  unsutured  and  a Penrose  drain 
was  placed  into  the  abdominal  cavity.  Except 
for  some  chest  pain  on  the  5th  postoperative 
day  and  some  phlebitis  from  intravenous  in- 
fusions into  the  leg,  the  patient  made  a grad- 


ual recovery  and  has  remained  free  of  any 
complaints  as  of  March,  1962.  There  re- 
mains a narrow  fistulous  opening  from  the 
duodenum  to  the  extrahepatic  biliary  system 
as  visible  on  Figure  4. 


FIGURE  FOUR 

In  Case  No.  2,  10  Months  After  Small 
Bowel  Resection  For  Gallstone  Ileus, 

A Narrow  Fistula  Between  Biliary 
Tract  and  Duodenum  Remains. 

DISCUSSION 

Spontaneous  internal  biliary  fistula  may 
occur  during  relatively  silent  biliary  disease. 
Except  for  a vague  history  of  intolerance  to 
fats,  nothing  in  our  first  case  suggested 
cholecystic  disease.  The  patient’s  diarrhea, 
which  brought  him  to  the  physician,  may  be 
explained  as  directly  due  to  the  laxative 
effect  of  bile  on  the  colon. 

Bile  fistula  has  become  less  frequent  today. 
This  is  possibly  due  to  earlier  surgical  inter- 
vention in  biliary  disease.  Statistical  figures 
are  summarized  to  give  an  impression  of  fre- 
quency with  which  to  expect  these  complica- 
tions. 


CHOLECYSTO- 

CHOLECYSTO- 

CHOLECYSTO- 

CHOLEDOCHO 

DUODENAL 

COLIC 

GASTRIC 

DUODENAL 

FISTULA 

FISTULA 

FISTULA 

FISTULA 

Bernhard,  1934  (1) 

56 

36 

12 

5 

Wakefield,  Walters,  1939  (9) 

101 

33 

7 

- 

Fletcher,  Ravdin,  1951  (4) 

4 

3 

1 

1 

Caminha,  1957  (2) 

16 

4 

3 

2 

Lasala,  1957  (7) 

30 

16 

2 

- 

These  figures  were  obtained  by  the  above- 
named  authors  through  screening  larger 
series  of  patients  who  had  been  operated 
upon  for  cholecystic  disease.  It  remains  dif- 
ficult to  estimate  correctly  the  frequency  of 


occurrence  of  this  complication.  Caminha^ 
reported  that  2%  of  all  his  cases  with  biliary 
disease  developed  an  internal  biliary  fistula. 
Kourias®  and  co-workers  gave  3%  as  their 
estimate.  Fletcher  and  Ravdin^  noted  that 
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internal  or  external  fistulae  were  present  in 
31%  of  all  their  cases  of  cholecystitis  with 
perforation. 

For  comparison  Courvoisier’s^  statistics  are 
presented  to  show  how  much  more  common 
this  complication  had  been  in  the  past.  181 
of  his  cases  of  biliary  fistula  were  due  to: 


Cholecystoduodenal  fistula  83 

Cholecysto-colonic  fistula  39 

Bile  fistula  to  pleura  and  lungs  24 
Cholecysto-gastric  fistula  13 

Bilio-biliary  fistula  8 

Bilio-urinary  fistula  7 

Bile  fistula  to  portal  vein  5 

Bile  fistula  to  small  bowel  2 


The  diagnosis  of  internal  biliary  fistula 
may  become  obvious  in  the  presence  of  acute 
abdominal  disease  necessitating  surgical  ex- 
ploration. To  arrive  at  a diagnosis  pre- 
operatively,  a flatfilm  of  the  abdomen  will  be 
helpful  if  air-filled  biliary  radicals  within  the 
liver  shadow  can  be  visualized.  Air-filled 
loops  of  the  small  bowel  and  possibly  the 
shadow  of  the  gallstone  are  associated  find- 
ings. Additional  help  can  be  obtained  by 
cholecystography  or  upper  gastro-intestinal 
series.  If  fistulation  from  the  gallbladder  to 
the  colon  is  suspected,  a barium  enema  will 
be  helpful  in  the  diagnosis. 

Gallstone  ileus  is  due  to  obturator  obstruc- 
tion of  the  small  bowel,  most  commonly  the 
ileum.  However,  large  gallstones  may  cause 
an  obstruction  of  the  rectal-sigmoid  junc- 
tion.8 

The  common  cause  for  an  internal  biliary 
fistula  is  the  gallstone.  Occasionally,  a per- 
forated duodenal  ulcer  might  be  causing  a 
biliary  fistula.  Steady  increase  of  intra- 
luminal pressure  causes  localized  inflamma- 
tion, tissue  ischemia,  and  necrosis  of  the  gall- 
bladder wall  or  the  extra  hepatic  bile  ducts. 
Adherant  structures,  such  as  the  duodenum 
or  colon,  act  as  recepticals  for  the  penetrating 
stone. 

Obstruction  of  the  distal  end  of  the  com- 
mon bile  duct  may  further  the  increase  of 
biliary  pressure.  So  often,  however,  is  this 
cystic  duct  obstructed  or  obliterated,  that  this 
obstruction  at  the  sphincter  of  Oddi  should 
not  be  considered  as  the  primary  cause.  Con- 
trary, with  the  bile  shunt  established,  the 
sphincter  mechanism  is  inactivated.  This  in- 
activity, in  itself,  may  lead  to  constriction  and 


fibrosis  of  the  s|!hincter  of  Oddi. 

The  treatment  of  internal  biliary  fistula 
depends  upon  the  type  of  fistula  found  at  the 
time  of  surgery.  Usually,  a cholecystectomy 
is  carried  out  and  perforations  of  the  intes- 
tinal tract  are  closed  with  two  rows  of  inter- 
rupted sutures.  If  the  fistula  has  been  suc- 
cessfully disrupted,  exploration  of  the  com- 
mon bile  duct  has  to  be  carried  out  in  order  to 
prove  the  patency  of  the  sphincter  of  Oddi. 
Should  a stricture  be  found  there,  a transduo- 
denal  sphincterotomy  appears  indicated. 

Acute  gallstone  ileus  presents  a surgical 
emergency  and  should  be  treated  as  such. 
If  a damaged  segment  of  the  small  bowel  has 
been  found,  a small  bowel  resection  should 
be  carried  out,  and  continuity  of  the  intes- 
tinal tract  re-established.  Because  of  the 
associated  electrolyte  disturbances  in  small 
bowel  obstruction,  it  appears  unwise  to  repair 
the  internal  biliary  fistula  at  the  same  time. 
Since  this  fistula  may  be  the  only  outlet  for 
the  bile  flow'  into  the  duodenum,  and  because 
of  the  relative  sterility  of  this  part  of  the 
intestinal  tract,  closure  of  a high  biliary  fis- 
tula appears  only  indicated  in  those  cases 
w'hich  show  further  difficulties. ^ Cho- 
lecysto-colic  fistula,  however,  should  always 
be  repaired  because  of  the  highly  infectious 
nature  of  the  colonic  contents. 

As  the  two  case  reports  indicate,  internal 
biliary  fistula  may  occur  in  silent  cholecystic 
disease  and,  unless  mechanical  obstruction  of 
the  small  bowel  or  ascending  infection  from 
the  colon  complicate  the  fistulation,  the  ab- 
normal bile  shunt  in  itself  may  be  tolerated 
for  some  time  without  difficulties. 

SUMMARY 

Two  cases  of  silent  internal  biliary  fistula 
are  presented. 

A comparison  of  statistical  evidence  is 
given  showing  that  in  the  earlier  period  of 
gallbladder  surgery,  this  complication  was 
more  frequent  than  today  and  associated  with 
more  violent  gallbladder  disease. 

Diagnosis,  cause,  and  treatment  of  internal 
biliary  fistula  are  discussed. 
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STATE  REVIEW 
COMMITTEE  FORMED 

A state  level  review  committee,  whose 
function  will  be  to  screen  problem  cases  of 
both  Blue  Shield  and  the  Old  Age  Assistance 
program,  has  been  appointed  by  the  Board  of 
Directors  of  South  Dakota  Medical  Service. 

On  the  committee  are  Drs.  Dorence  Ens- 
berg.  representing  Surgery;  G.  L.  Barnett, 
representing  General  Practice;  R.  R.  Giebink. 
representing  Orthopedic  Surgery;  E.  W. 
Sanderson,  representing  Internal  Medicine; 
E.  A.  Pasek.  representing  Opthalmology;  and 
D.  H.  Breit,  representing  Radiology. 

The  committee  will  hold  its  organizational 
meeting  at  an  early  date  and  select  its  own 
chairman  from  its  members.  It  is  expected 
the  committee  will  meet  approximately  once 
a month  in  consultation  with  the  Medical 
Director  and  Executive  Director  of  the  South 
Dakota  Medical  Service  to  consider  problem 
cases. 


DOCTORS  TAKE 
TO  THE  AIR 

Wagner,  South  Dakota,  was  the  scene  of 
great  activity  on  May  6th,  when  the  Flying 
Physicians  participated  in  Mobilization  Day. 

R.  W.  Honke,  M.D.,  of  Wagner  is  the  Re- 
gional Chairman  for  North  and  South  Dakota. 
Many  other  physicians  from  nearby  states 
were  on  hand. 


The  purpose  of  the  program  was:  “To 
prove,  not  only  to  ourselves  (the  doctors)  but 
to  others  in  the  field  of  Civil  Defense,  that  we 
do  have  something  unique,  different,  and  of 
distinct  value  to  offer  in  case  of  disaster;  and 
secondly,  that  we  can  function  as  a unit.” 

Wagner  was  chosen  as  the  site  for  this  par- 
ticular meeting  because  Dr.  Honke  has  been 
one  of  the  most  active  Flying  Physicians. 


Foster  Riggs  and  T.  F.  Riggs,  M.D. 

Photo  Courtesy  of  Pierre  Capital  Journal,  Pierre,  S.  D. 

DR.  RIGGS  WINS 

DISTINGUISHED  PHYSICIAN  AWARD 

T.  F.  Riggs,  M.D.,  retired  Pierre  physician 
and  surgeon,  was  recently  named  outstanding 
physician  by  the  Governor’s  Committee  on 
Hire  the  Handicapped.  He  was  chosen  for 
this  award  because  of  his  unparalleled  service 
to  handicapped  people.  The  award  was  ac- 
cepted by  Dr.  Riggs’  son,  Foster,  and  pre- 
sented to  Dr.  Riggs  at  a noon  Kiwanis  meet- 
ing. 

Retired  since  1955,  Dr.  Riggs  was  general 
practitioner  and  surgeon  in  Pierre  for  46 
years.  He  served  two  terms  on  the  Hire  the 
Handicapped  Committee,  and  served  30  years 
on  the  school  board.  In  addition,  he  was  a 
member  of  the  Board  of  the  Vocational  Re- 
habilitation Division  from  1944  to  1961. 

Sincere  congratulations.  Dr.  Riggs! 
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RIGHT  LOWER 
QUADRANT  PAIN  DUE 
TO  THROMBOSIS  OF 
THE  INFERIOR 
EPIGASTRIC  VEIN 

Case  Report 
William  E.  Jones,  M.D. 
and 

Joseph  N.  Hamm,  M.D. 

Sturgis,  South  Dakota 


The  symptoms  of  right  lower  quadrant  pain 
continue  to  be  an  intriguing  problem  to  the 
examining  physician.  While  most  of  the 
cases  are  associated  with  the  appendix,  there 
are  numerous  other  and  less  frequent  causes 
and  we  wish  to  present  a case  illustrating  one 
of  the  latter  group. 

CASE  REPORT 

R.  L.,  a white  male,  age  28,  father  of  three 
children,  was  seen  on  May  11,  1959,  with  corn- 
paints  of  pain  in  the  right  lower  quadrant  of 
five  days  duration.  The  pain  was  steady  in 
nature  with  cramping  exacerbations.  There 
is  no  history  of  change  in  bowel  habits,  no 
nausea  or  vomiting.  The  inventory  of 
symptoms  by  systems  was  otherwise  negative 
including  the  absence  of  urinary  systems. 
Examination  revealed  tenderness  in  the  right 
lower  quadrant  of  a moderate  degree  with 
minimal  deep  rigidity.  The  urinalysis  at  this 
time  was  normal.  The  leukocyte  count  was 
15,550  with  a normal  differential  count.  The 
differential  diagnosis  appeared  to  lay  between 
appendicitis,  enteritis,  and  hysteria  (strongly 
emphasized  by  the  patient’s  personality).  The 
patient  was  treated  with  a soft  diet  and  bed 
rest. 

The  patient  was  again  seen  on  May  19,  1959. 
He  stated  that  his  condition  had  remained 
essentially  unchanged  since  his  previous  visit. 
The  physical  examination  was  unchanged  as 
were  the  laboratory  findings.  The  diagnosis 
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remained  unchanged,  although  it  was  felt  less 
likely  that  the  patient  had  hysteria.  The 
question  of  appendicitis  was  of  great  concern 
to  the  patient  and  to  the  physician.  Because 
of  the  possibility  of  this  condition  and  the 
persistence  of  symptoms  and  the  leukocytosis 
the  patient  was  seen  by  a consultant,  who  felt 
this  was  probably  an  acute  appendicitis,  sub- 
siding and  an  appendectomy  was  recom- 
mended and  performed  with  the  preoperative 
diagnosis  of  appendicitis,  acute,  subsiding. 
The  findings  at  surgery  were  as  follows:  On 
exposure  of  the  right  rectus  muscle  an  area 
in  mid  portion,  slightly  below  the  level  of  the 
umbilicus,  was  found  to  be  discolored.  The 
epigastric  vein  and  some  of  its  branches  were 
filled  with  dark  blood,  and  small  areas  were 
clotted.  There  was  no  actual  hematoma  for- 
mation in  the  muscle,  ecchymotic  bleeding 
had  occurred  apparently  sometime  pre- 
viously. The  appendix  was  bound,  it  was 
somewhat  bulbous  in  the  distal  2/3rds,  but  no 
exudate  was  present.  The  superficial  vessels 
were  injected  as  were  the  vessels  of  the  ilium 
in  the  region.  The  cecum  was  not  abnormal. 
Inspection  of  the  right  kidney  revealed  no 
disease,  the  gallbladder  was  thin  walled, 
small,  and  contained  no  stones.  Bile  could  be 
expressed  with  ease.  The  liver  was  normal  to 
palpation,  the  stomach  and  duodenum  were 
not  enlarged.  There  was  no  induration  nor 
evidence  of  disease  of  either  organ.  The  dis- 
tal two  or  three  feet  of  the  ilium  was  inspec- 
ted and  no  Meckels  were  found.  The  mesen- 
teric nodes  were  not  significantly  enlarged. 
The  omentum  was  in  the  right  lower  quad- 
rant and  inspection  of  the  rectosigmoid  and 
the  descending  colon  revealed  no  abnormal- 
ity. Palpation  of  the  bladder  showed  nothing 
and  mspection  of  the  pelvic  floor  revealed 
no  disease. 

The  postoperative  diagnosis  was  throm- 
bosis of  the  inferior  epigastric  vein  with  in- 
tramural ecchymosis  of  the  abdominal  wall. 
The  pathological  diagnosis  was  vermiform 
appendix  with  no  inflammatory  changes. 

The  patient’s  postoperative  course  was  un- 


eventful. Following  surgery  further  ques- 
tioning of  the  patient  elicited  the  fact  that 
one  week  before  the  onset  of  symptoms  the 
patient  was  struck  in  the  abdomen  by  a 
swinging  well  casing. 

DISCUSSION 

Trauma  to  the  abdominal  wall,  particularly 
when  the  patient  gives  no  history  of  the  con- 
dition may  result  in  symptoms  stimulating 
acute  appendicitis  when  it  is  the  right  lower 
quadrant.  Blunt  trauma  may  simulate  a mul- 
tiple of  puzzling  intra-abdominal  lesions  and 
usually  little  attention  is  given  to  isolated  ab- 
dominal wall  lesions.  Pain  and  muscle  spasms 
which  they  produce  must  be  differentiated 
from  similar  symptoms  and  signs  produced 
reflexively  by  intra-abdominal  injury  and 
infections. 
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An  important  announcement 
to  physicians  who  prescribe 
corticosteroids 

Organon’s  new  technical  process  now  makes  one  of  the  newer,  most  highly  potent 
and  well  tolerated  corticosteroids  available  at  greatly  reduced  cost  to  your 
patients  with  allergic,  arthritic  or  other  inflammatory  conditions. 

This  new  product  is  being  marketed  under  the  trade  name  of  Hexadrol,  brand 
of  dexamethasone  ‘Organon’.  Hexadrol  is  now  being  offered  to  your  pharmacist 
at  a price  which  should  make  it  available  to  your  patients  at  a cost  well  within 
the  price  range  of  older  generically  prescribed  corticosteroids.  It  is  supplied  as 
0.75  mg.  white  scored  tablets,  in  bottles  of  100. 

If  you  have  been  prescribing  the  older  corticosteroids— 
such  as  prednisone,  prednisolone,  hydrocortisone  or  cortisone,  and  have  hesitated 
to  prescribe  the  newer  corticosteroids  because  of  economic  consideration  for  your 
patients,  you  can  now  secure  all  of  the  clinical  advantages  of  dexamethasone  at 
approximately  the  same  prescription  expense.  Mg.  for  mg.,  Hexadrol  is  approxi- 
mately 6 times  more  potent  than  triamcinolone  or  methylprednisolone ...  8 times 
more  potent  than  prednisone  or  prednisolone ...  28  times  more  potent  than  hydro- 
cortisone . . . and  35  times  more  potent  than  cortisone. 

If  you  are  now  prescribing  the  newer  corticosteroids— 
such  as  triamcinolone,  betamethasone,  paramethasone  or  another  brand  of  dexa- 
methasone, because  of  reduced  risk  of  sodium  and  fluid  retention,  potassium 
depletion,  or  disturbance  of  glucose  metabolism  — you  can  obtain  all  of  these 
benefits  with  Hexadrol,  at  marked  savings  — yet  with  complete  assurance  of 
unsurpassed  quality  and  therapeutic  effect. 

For  complete  information  concerning  HEXADROL— 
including  indications,  dosage,  precautions  and  side  effects  — or  if  you  would  like 
a trial  supply,  ask  your  Organon  Representative,  or  write  to : Director,  Profes- 
sional Services,  Organon  Inc.,  West  Orange,  N.  J. 

^OrganorC—your  professional  assurance  of  quality 
Hexadrol® — your  patienfs  assurance  of  economy! 


HUMAN  BRUCELLOSIS 

Recent  reports  indicate  that  latent  brucel- 
losis may  occur  in  a higher  percentage  of  the 
agricultural  population  (particularly  in  far- 
mers, butchers  and  veterinarians)  than  had 
been  heretofore  suspected.  McWhinney  and 
Prior  found  evidence  of  latent  brucellosis  in 
16  out  of  18  veterinarians  examined  for  the 
condition  by  means  of  agglutination  and  skin 
reaction  tests.  The  same  authorities  have  re- 
ported an  incidence  of  70%  of  latent  infec- 
tion in  a group  of  farmers  who  had  given  no 
history  of  any  infection  or  exposure  to  infec- 
tion. Fortunately,  this  incidence  is  not  pre- 
valent in  this  area.  Probably  most  people 
contracting  the  infection  suffer  no  symptoms 
with  it.  Even  the  acute  form,  commonly  re- 
ferred to  as  undulant  fever,  may  be  over- 
looked. Certainly  brucellosis  should  be  con- 
sidered in  every  patient  presenting  symptoms 
of  fever  of  unknown  origin,  as  well  as  mal- 
aise, back  and  leg  pains,  excessive  sweating, 
as  well  as  cases  of  chronic  bursitis  about  the 
knee.  Doctor  Thomas  M.  Peery,  Professor  of 
Pathology  at  George  Washington  University 
School  of  Medicine,  has  made  an  extensive 
study  of  brucellar  heart  disease.  Peery  has 
pointed  out  the  similarities  in  symptoms  be- 
tween rheumatic  fever  and  those  which  occur 
in  brucellosis,  such  as  prolonged  sore  throat, 
fever,  sweating,  migratory  arthritis  or  arth- 
ralgia and  recurrent  bouts  of  the  condition. 


Fatigue  and  weakness  may  occur  in  both 
rheumatic  fever  and  brucellosis.  Peery  has 
pointed  out  that  the  Aschoff  body  occurs  in 
brucellosis  as  well  as  in  rheumatic  fever. 
Sixteen  of  the  seventeen  culturally  proven 
fatal  cases  collected  by  Peery  involved  the 
aortic  valve,  the  mitral  valve  being  involved 
in  only  6 cases.  Calcification  was  noted  in 
twelve  of  these  sixteen  aortic  valvular  cases. 
Males  were  affected  in  all  fatal  cases.  One 
must  be  particularly  suspicious  of  vulvular 
heart  disease  of  brucellar  origin  in  males 
who  develop  their  first  sign  of  valvular  heart 
disease  after  the  age  of  40  and  in  whom  the 
aortic  valve  is  affected.  The  agglutination  test 
is  not  a satisfactory  means  of  diagnosis  and  is 
not  considered  significant  unless  the  titer  is 
1:160.  There  are  patients  whose  blood  cul- 
tures have  been  reported  positive,  but  whose 
agglutination  tests  have  been  negative;  it  is 
in  these  cases  that  removal  of  the  blocking 
antibodies  will  often  then  reveal  a high  titer. 
There  are  other  cases  in  which  the  agglutina- 
tion test  is  positive,  but  the  blood  cultures 
and  bacteriological  studies  are  negative.  One 
wonders  how  many  symptomatic  patients, 
whose  blood  cultures  are  negative  and  whose 
agglutination  tests  are  negative,  may  still 
have  brucellosis.  A better  test  for  the  iden- 
tification of  brucellosis  is  badly  needed.  A 
positive  skin  test  does  not  identify  the  cur- 
rent status  of  a patient  and  his  infection;  it 
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may  well  be  negative  at  a later  date  follow- 
ing an  infection.  Human  brucellosis  will 
probably  eventually  be  largely  eliminated  by 
the  health  department  drives  which  are  in- 
creasing in  intensity  each  year.  Until  then, 
the  physicians  of  this  area  should  continue  to 
remain  alert  to  the  occurrence  of  the  human 
manifestations  of  the  disease. 

Robert  E.  Van  Demark,  M.D. 


TIME  FOR  EXCELLENCE  . . . 

NOT  MERE  DILUTION 

It  is  time  for  those  who  insist  on  excellence 
as  a perpetual  goal  to  stand  up  and  say  so. 
It  is  time  to  turn  again  to  the  kind  of  inspira- 
tion which  projected  the  genius  of  Daniel 
Burnham,  the  world-famous  architect  who 
created  Chicago’s  master  physical  plan.  He 
said,  “.  . . when  you  reach  for  the  stars  you 
may  not  quite  get  one,  but  you  won’t  get  a 
handful  of  mud  either.” 

This  kind  of  thinking  has  carried  our 
country  to  new  heights  in  enabling  all  its 
people  to  benefit  from  the  great  works  of  in- 
dividual initiative  and  freedom.  In  no  area 
is  this  better  demonstrated  than  in  the  na- 
tion’s health  care. 

But  neither  in  health  care  nor  anywhere  in 
our  free  society  may  excellence  be  main- 
tained by  dilution.  Nor  any  quantity  be 
equated  with  quality.  Today  there  are  real 
and  calculated  threats  to  our  superlative  sys- 
tem of  health  care.  They  are  threats  which 
will  subside  only  if  we  each  respond  in  the 
American  way  of  demanding  excellence  over 
omnipresence  in  government  — quality  over 
quantity,  selective  assistance  over  submission 
to  the  universal  handout. 

The  task  ahead  is  challenging.  Hospital 
beds  must  be  doubled  by  1975.  New  cures 
must  yet  be  invented  for  crippling  and  kill- 
ing diseases.  New  products  and  new  tech- 
niques must  improve  care.  New  people  must 
be  trained. 

But  these  achievements  cannot  be  ligis- 
lated.  They  can  be  accomplished  only  by  a 
singular  and  perpetual  concern  for  excel- 
lence. This  kind  of  dedication  characterizes 
those  who  serve  in  medicine,  hospitals  and 
health. 

Our  government  was  conceived  to  serve, 
not  to  stifle.  Federal  grants  are  needed  to  ac- 


celerate progress,  but  Federal  control  of 
medical  services  would  surely  booby-trap  the 
road  to  new  scientific  achievement  and  pro- 
fessional excellence.  — From  Annual  Report 
to  Share  Owners,  American  Hospital  Supply 
Corporation. 


DEATH  RIDES  THE  HIGHWAYS 

To  begin  with,  I want  it  known  that  the 
opinions  expressed  in  this  article  are  my  own. 
I am  speaking  for  no  one  but  myself. 

I am  not  going  to  give  any  statistics,  for 
these  can  be  obtained  in  the  many  articles  on 
this  subject  which  appear  in  other  medical 
journals,  lay  journals,  magazines,  newspapers, 
etc. 

Having  been  associated  with  the  city  gov- 
ernment of  Huron,  South  Dakota,  for  over 
eight  years  and  being  in  private  practice  as 
well,  I have  had  many  experiences  in  connec- 
tion with  highway  accidents  and  intoxicated 
drivers.  (I  feel  somewhat  qualified  to  speak 
on  the  subject  of  the  latter  inasmuch  as  I 
have  examined  about  a thousand  DWI’s  for 
the  city  of  Huron,  and  occasionally  for  Beadle 
County.) 

It  has  been  most  astounding  to  me  that  one 
can  read  page  after  page,  article  after  article, 
and  yet  not  find  a single  reference  to  the 
primary  cause  of  the  accidents  and  deaths 
occurring  on  our  highways.  In  my  estima- 
tion, that  cause  is  nothing  more  than  a little 
five  letter  word  — speed. 

I am  also  amazed  at  the  many  and  varied 
suggestions  offered  for  solving  the  problem 
— with  the  exception  of  the  simplest  sugges- 
tion of  them  all;  that  of  slowing  down  the 
traffic  on  the  highways  to  a sensible  speed. 

Certainly  there  are  many  causes  of  acci- 
dents and  deaths;  some  of  them  major  and 
others  very  minor.  The  one  cause  in  par- 
ticular that  I would  like  to  discuss,  for  it  has 
an  important  bearing  on  accidents,  is  our  re- 
flexes. 

Undoubtedly  the  human  reflexes  have  not 
changed  much  over  the  last  hundred  or  prob- 
ably even  thousands  of  years,  and  there  is 
no  reason  to  think  that  they  will  change  per- 
ceptibly in  the  near  future.  Therefore,  it 
should  be  apparent  to  most  people  that  our 
reflexes  being  what  they  are,  one  cannot 
drive  a vehicle  safely  over  sixty  miles  per 
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hour.  In  fact,  in  my  humble  opinion,  sixty 
miles  per  hour  is  definitely  the  highest  speed 
possible  at  which  to  drive  safey.  In  some 
cases  it  may  even  be  too  high.  To  think  that 
one  can  drive  safely  over  sixty  miles  per  hour 
even  though  no  traffic  is  present  is  ridiculous. 
One  can  only  drive  safely  at  high  speeds  so 
long  as  nothing  happens  to  the  vehicle,  or 
nothing  gets  in  the  way. 

It  has  been  calculated  by  experts  that  when 
a vehicle  is  travelling  seventy  miles  per  hour, 
it  is  impossible  for  a human  being  to  stop  it 
(even  with  good  brakes  on  a dry  surface)  in 
less  than  300  feet.  In  fact,  it  takes  well  over 
300  feet.  I realize  that  not  all  of  this  distance 
is  consumed  by  the  time  required  for  the 
driver’s  reflexes  to  act,  but  a considerable 
percentage  of  it  is. 

With  speed  being  the  prime  factor  in  the 
cause  of  accidents  and  deaths,  there  appears 
to  be  only  one  solution  to  the  problem  — to 
slow  down  traffic  to  sixty  miles  per  hour  and 
maintain  it  there.  Now  how  can  that  be  done? 
It  might  easily  be  accomplished  by  a com- 
bination of  the  two  following  methods. 

A.  Pass  national  legislation  (if  that  is 
legally  possible)  to  make  the  top  speed 
on  any  highway  in  the  United  States 
sixty  miles  per  hour.  If  it  is  not  pos- 
sible on  a national  scale,  then  it  should 
be  done  by  legislation  in  the  individual 
states. 

B.  Make  all  car  manufacturers  build  into 
the  motor  (block  preferably)  a 
device  which  no  one  can  tamper  with 
and  which  at  sixty  miles  per  hour  starts 
making  a noise  that  becomes  louder  as 
the  speed  increases.  This  would  have 
many  advantages;  for  unlike  at  the 
present  time,  one  could  not  drive  over 
sixty  miles  per  hour  without  realizing  it. 
To  me,  the  most  important  advantage  of 
such  a device  would  be  the  elimination 
of  the  need  of  governors  on  cars,  or  the 
building  of  cars  that  cannot  travel  over 
sixty  miles  per  hour.  Granted,  occas- 
ionally one  needs  more  speed  and  power 
to  (1)  avoid  accidents,  or  (2)  to  meet 
emergencies  which  arise  in  many  forms. 

There  is  another  compelling  reason  why 
traffic  should  be  slowed  down  to  a sixty  mile 
per  hour  limit  — the  terrific  destruction  of 
wildlife  on  our  highways.  For  example,  I have 


seen  hundreds  and  hundreds  of  dead  pheas- 
ants on  our  highways  in  South  Dakota  over 
the  years.  This  is  only  one  species  in  our 
state. 

The  destruction  of  wildlife  at  speeds  under 
sixty  miles  per  hour  is  not  excessive,  but  it 
increases  very  rapidly  with  each  increment 
of  five  miles  per  hour.  This  destruction  is 
much  greater  with  regard  to  our  birds  than 
animals. 

Our  own  state  legislature  only  a few  years 
ago  made  the  horrible  mistake  of  setting  the 
speed  limit  in  South  Dakota  at  seventy  miles 
per  hour.  After  listening  to  talks  by  our  own 
State  Highway  Department  in  which  the 
word  “speed”  was  never  mentioned,  it  is  very 
easy  to  see  how  it  could  and  did  happen. 

The  next  most  important  cause  of  accidents 
and  deaths  is  alcoholism,  or  driving  while 
intoxicated.  Here,  again,  one  can  obtain  in- 
numerable statistics  from  literature.  I am 
not  going  to  plead  the  cause  of  the  drunkards, 
for  one  only  has  to  consult  the  statistics  at 
Huron  or  for  Beadle  County  to  learn  that  we 
have  one  of  the  highest  rates  (if  not  THE 
highest)  in  the  country  on  DWI  convictions. 
However,  my  firm  belief  is  that  alcoholism 
plays  a more  and  more  important  part  in 
accidents  as  the  speed  on  our  highways  in- 
creases. 

As  far  as  I am  concerned  when  driving  on 
the  highway  (and  I am  a slow  driver),  the 
speedster  is  far  more  dangerous  than  the 
alcoholic;  for  it  has  been  my  observation  that 
the  more  intoxicated  the  alcoholic  becomes, 
the  slower  he  usually  drives. 

Of  the  many  DWI’s  I have  examined,  there 
have  been  very  few  arrested  for  speeding.  I 
nearly  always  discuss  these  cases  with  the 
officers  involved,  and  invariably  the  drivers 
involved  were  arrested  for  weaving,  driving 
on  the  wrong  side  of  the  street  or  road,  going 
through  stop  lights,  accidents,  etc. 

Let  me  just  say  this  about  many  sugges- 
tions given  for  improving  the  situation.  Some 
of  them,  such  as  improving  the  highways, 
would  cost  billions  of  dollars.  It  is  doubtful 
if  all  the  suggestions  combined  could  ever 
lower  the  death  rate  on  the  highways  by  more 
than  five  per  cent,  or  ten  per  cent  at  the  most. 
Whereas  simply  slowing  down  the  traffic  to 
a sensible  speed  would  cut  the  death  rate 
fifty  per  cent,  if  not  more.  I feel  I am  enough 


— 183  — 


SOUTH  DAKOTA 


■X 


of  a realist  to  know  it  will  never  be  cut  to 
zero.  It  is  up  to  the  public  to  decide  whether 
they  want  to  condone  the  continuance  of  this 
carnage. 

May  I offer  one  other  suggestion  for  im- 
provement of  the  present  situation?  Perhaps 
a club  or  association  could  be  organized,  to 
be  known  as  the  “Sixty  Mile  Per  Hour  Club,” 
or,  for  a shorter  name,  “The  Sixty  Club;”  the 
inference  being  that  anyone  joining  the  organ- 
ization would  promise  not  to  drive  his  vehicle 
over  sixty  miles  per  hour  on  our  highways  — 
except  in  the  case  of  extreme  emergency. 
This  could  be  done  with  very  little  expense 
if  enough  people  were  interested. 

In  conclusion,  it  is  my  sincere  hope  that 
this  article  will  cause  serious  thought  to  be 
given  to  the  problem  confronting  all  of  us  — 
“Death  Rides  The  Highways.” 

E.  A.  Hofer,  M.D. 

Huron,  South  Dakota 


PAP  TEST  DISCOVERER  ON  PROGRAM 
OF  AMA  ANNUAL  MEETING 

Dr.  George  N.  Papanicolaou,  world- 
renowned  father  of  exfoliative  cytology  and 
discoverer  of  the  “Pap  smear  test”  for  de- 
tecting cancerous  and  pre-cancerous  cells, 
will  appear  on  the  program  of  the  Annual 
Meeting  of  the  American  Medical  Associa- 
tion June  24-28  in  Chicago. 

Dr.  Papanicolaou  retired  recently  as  direc- 
tor of  the  Papanicolaou  Research  Laboratory 


at  Cornell  University  Medical  College  in  New 
York,  where  he  served  on  the  faculty  for  48 
years. 

The  Pap  smear  test  is  credited  directly  with 
saving  the  lives  of  thousands  of  women.  It 
enables  the  practicing  physician  to  carry  out 
a simple,  inexpensive  diagnostic  test  which 
reveals  cancerous  cells  from  the  uterus.  The 
test  is  now  routinely  carried  out  on  all 
women  patients  by  many  physicians,  and 
deaths  from  uterine  and  cervical  cancer  al- 
ready have  been  cut  in  half  in  the  United 
States. 

Dr.  Papanicolaou  presently  is  director  of 
the  newly  organized  Cancer  Institute  of 
Miami,  in  Florida. 


SEE  YOUR  A.M.A.  IN  ACTION 
IN  CHICAGO! 

Physicians  and  their  wives  are  invited  to 
tour  the  Association’s  headquarters  at  535 
North  Dearborn  Street  during  the  week  of 
the  A.M.A.  annual  meeting  in  Chicago. 

Located  just  north  of  Chicago’s  Loop,  this 
handsome  nine-story  newly-remodeled  build- 
ing will  be  open  for  your  inspection.  Special 
guided  tours  will  be  conducted  from  9 a.m. 
to  4 p.m.  Monday,  June  25  through  Friday, 
June  29. 

A corps  of  well-trained  guides  will  escort 
you  through  the  building  and  answer  any 
questions  pertaining  to  A.M.A.  publications, 
projects,  services  and  other  activities. 
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The  shortage  of  physicians  in  the  U.  S.  is  an 
acute  problem;  one  about  which  both  the 
AMA  and  the  government  is  concerned.  Lack 
of  funds  for  medical  education  has  been  one 
of  the  factors  deterring  young  people  from 
choosing  medicine  as  a career. 

Through  a recent  student  loan  plan,  insti- 
gated by  the  AMA,  residents,  interns  and 
medical  students  who  are  U.  S.  citizens  are 
eligible  to  borrow  up  to  $10,000  over  a 7 year 
span.  No  collateral  is  necessary  and  loans 
are  repayed  at  SVa  per  cent  simple  interest 
beginning  5 months  after  the  end  of  training. 
A ceiling  of  $1500  for  any  single  12  month 
period  and  $10,000  in  the  7 year  span  is  placed 
on  the  loan.  The  student  applies  through  his 
medical  school,  and  interns  and  residents 
through  their  hospitals,  which  must  be  AMA 
approved.  Continental  Illinois  National  Bank 
and  Trust  Company  of  Chicago  is  making  the 
initial  loans  guaranteed  against  default  by 
the  AMA-ERF  guarantee  fund. 

The  government  has  replaced  the  admin- 
istrations proposal  for  federal  scholarships 
with  a loan  plan  that  would  offer  up  to  $2,000 
a year  for  5 years  to  qualified  students.  Re- 
payment at  low  interest  rates  would  be  due  in 
10  years.  The  bill  provides  forgiveness  of 
loans  to  students  who  serve  in  “areas  of  need” 
for  at  least  5 years  after  graduation  including 
federal  and  state  health  agencies  and  private 
practice  in  areas  that  have  not  had  medical 
service. 


The  Medical  World  News  is  a bi-weekly 
journal  published  by  the  Medical  World  Pub- 
lishing Company,  Inc.,  30  Rockefeller  Plaza 
West,  New  York  20,  N.  Y.  The  editor  is  Dr. 
Morris  Fishbein  with  a number  of  dis- 
tinguished M.D’s  on  the  Editorial  Advisory 
Board  including  Michael  E.  De  Bakey;  George 
E.  Burch  of  Tulane  University  Medical 
School;  Clayton  G.  Loosli,  Dean  of  Southern 
California  Medical  School  and  others. 

Mr.  Geffen,  the  publisher,  has  sent  us  3 
articles  from  the  March  30  issue  of  interest  to 
physicians  and  hospital  administrators.  The 
following  is  a summation  of  these  articles: 
The  first  article  draws  attention  to  the  fact 
that  in  all  of  the  publicity  given  to  the  fi- 
nancing of  medical  care  for  the  aged,  no  one 
has  come  up  with  a plan  for  taking  care  of 
them.  The  hospitals  of  today  are  faced  with  a 
shortage  of  personnel  and  are  in  need  of  non- 
professional workers  which  must  be  supplied 
if  patient  numbers  are  increased.  Dr.  Robert 
Cadmus,  director  of  North  Carolina  Memorial 
Hospital  at  Chapel  Hill  has  made  suggestions 
for  increasing  the  number  of  nonprofessional 
hospital  personnel.  (1)  Using  mature  women 
who’s  children  have  already  grown  and  who 
are  looking  for  jobs  to  occupy  their  time.  (2) 
men  who  have  already  entered  such  opera- 
tions as  nursing  and  therapy  (3)  The  hand- 
icapped. “There  is  no  reason  why  a girl  in  a 
wheel  chair  can’t  do  excellent  typing.” 

In  the  second  article  the  increase  in  elderly 
population  is  shown  on  a U.  S.  map  with  per- 
centages of  over  65  population  indicated  for 
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the  various  states.  Interestingly  enough,  the 
midwest  and  New  England  have  higher  pro- 
portions of  the  elderly  than  the  mountain 
states,  or  the  south  including  California. 
Iowa,  Missouri  and  Nebraska  have  12%  of  the 
total  over  65  in  population.  The  Population 
Reference  Bureau  estimates  that  the  coun- 
try’s older  population  will  reach  20  million 
before  the  decade  is  over.  In  every  state  but 
Alaska  and  Hawaii  one  voter  in  ten  is  over 
65.  The  continuation  of  this  trend  will  event- 
ually mean  more  people  in  the  dependent 
ages  than  the  working  and  supporting  ages. 

A third  article  entitled  “M.D.’s  Tighten 
Health  Plan  Controls”  contains  information 
about  the  “foundation  approach”  for  medical 
care.  “County-society  controlled  and  doctor 
run,  a local  foundation  sets  standards  of  in- 
surance designed  to  give  full  protection  to 
subscribers  and  approves  policies  written  by 
private  carriers  which  meet  the  standards. 
Operating  as  a nonprofit  group  it  enlists  med- 
ical society  members  as  participants,  sets 
maximum  fee  schedules  and  handles  pay- 
ments.” 

Patients  may  select  any  foundation  doctor 
and  premiums  are  paid  by  the  patient,  his 
union  or  employer,  directly  to  the  insurance 
company. 

Foundations  created  by  medical  societies 
are  operating  successfully  in  24  counties  in 
California  where  the  idea  originated,  and 
also  in  Ohio,  Oregon,  Indiana  and  Hawaii. 

Esther  Howard 

Medical  Librarian 


THE  MONTH  IN  WASHINGTON 

Supporters  of  the  King-Anderson  bill 
stepped  up  their  campaign  as  the  House  Ways 
and  Means  Committee  neared  a showdown 
vote  on  the  legislation  which  provides  limited 
health  care  for  the  aged  under  social  security. 

The  Kennedy  Administration  took  over  the 
leadership  in  the  drive  with  the  President  ac- 
cepting an  invitation  to  address  a rally  in 
Madison  Square  Garden,  New  York  City,  on 
May  20  sponsored  by  the  National  Council  of 
Senior  Citizens  for  Health  Care  Through 
Social  Security. 

The  Administration  also  was  organizing 
citizens’  committees  in  individual  states  to 
whip  up  grass  roots  pressure  for  the  bill.  The 
President  was  asking  prominent  persons,  such 


as  former  Democratic  Gov.  and  U.  S.  Sen. 
Edwin  C.  Johnson  in  Colorado,  to  head  such 
committees. 

After  personally  pledging  their  support  to 
the  legislation  in  a White  House  call  on  the 
President,  27  physicians  formed  The  Phy- 
sicians Committee  for  Health  Care  for  the 
Aged  Through  Social  Security  headed  by 
Dr.  Caldwell  B.  Esselstyn  of  New  York  City, 
president  of  the  Group  Health  Association  of 
America.  Most  of  the  27  are  educators,  hos- 
pital administrators  or  in  other  administra- 
tive posts.  A majority  are  members  of  the 
A.M.A. 

Pointing  out  that  the  White  House  was  able 
to  muster  only  an  insignificant  number  of 
doctors  for  the  King-Anderson  bill,  an  A.M.A. 
spokesman  said  at  least  90  per  cent  of  the 
nation’s  261,000  physicians  are  opposed  to  the 
legislation. 

The  intensified  Administration  drive  made 
it  imperative  that  physicians  and  other  op- 
ponents of  the  Social  Security  approach  go 
all-out  at  this  time  in  their  effort  against  the 
King-Anderson  bill. 

A vote  was  expected  in  the  Ways  and 
Means  Committee  in  May  or  June  at  the 
latest. 

Sen.  Robert  S.  Kerr  (D.  Okla.),  reaffirmed 
his  opposition  to  the  King-Anderson  bill  but 
said  he  expected  it  would  come  up  on  the 
Senate  floor  for  a vote.  He  said  he  and  Rep. 
Wilbur  D.  Mills  (D.,  Ark.),  chairman  of  the 
Ways  and  Means  Committee,  were  conferring 
on  legislation  that  would  expand  the  Kerr- 
Mills  program  — which  has  the  wholehearted 
support  of  the  A.M.A.  — to  cover  more  aged 
persons. 

Under  the  leadership  of  Rep.  William  E. 
Miller  (R.,  N.  Y.),  who  is  also  chairman  of  the 
Republican  National  Committee,  some  Re- 
publican Congressmen  got  behind  the  so- 
called  Bow  bill  which  would  permit  aged 
persons  to  reduce  their  federal  income  taxes 
by  up  to  $125  a year  to  cover  health  insurance 
premiums.  The  government  also  would  issue 
to  persons  65  years  and  older  who  pay  no  in- 
come taxes,  or  less  than  $125,  a certificate 
with  which  to  purchase  health  insurance. 

* * * 

The  Public  Health  Service  licensed  Type 
III  oral  poliomyelitis  vaccine  but  left  the 
decision  to  local  health  officials  and  phy- 
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sicians  as  to  whether  the  oral  or  the  Salk 
killed  vaccine,  or  both,  would  be  used  this 
year. 

Types  I and  II  oral  polio  vaccine  had  been 
licensed  last  year  and  Type  III  was  the  last 
of  the  series  needed  for  protection  against  all 
three  types  of  polio. 

Production  and  availability  of  the  oral  vac- 
cine will  be  a major  factor  in  the  extent  of  its 
use  this  year. 

The  PHS  conclusion  on  local  immunization 
programs  was  recommended  by  a special  ad- 
visory committee  to  the  Surgeon  General  and 
was  in  line  with  a policy  adopted  by  the 
A.M.A.  House  of  Delegates  at  Denver,  Colo., 
last  November. 

The  PHS  gave  five  guidelines  for  the  local 
programs:  — 

1.  Organizers  of  community  drives  must 
be  assured  that  adequate  supplies  are  avail- 
able before  such  programs  are  undertaken. 

2.  All  persons  in  those  groups  selected  by 
the  community  should  receive  vaccine  re- 
gardless of  past  polio  immunization  history. 

3.  In  general,  vaccination  programs  using 
either  vaccine  must  have  careful  planning 
and  achieve  a maximum  of  support  from  of- 
ficial and  voluntary  health  and  medical 
groups. 

4.  The  plans  should  assure  the  ready  avail- 
ability of  the  vaccine  in  all  areas  of  the  com- 
munity and  for  all  persons  within  the  selec- 
ted target  groups.  Special  emphasis  must  be 
directed  to  those  areas  and  population  groups 
having  the  lowest  levels  of  immunization. 
Community-wide  programs  should  achieve 
the  immunization  of  the  maximum  number 
of  persons,  but  no  less  than  80  per  cent  of 
the  preschool  children  in  all  socioeconomic 
groups. 

5.  A continuing  program  of  immunization 
of  infants  should  be  incorporated  as  an  essen- 
tial feature  of  all  organized  community-wide 
programs. 

The  PHS  also  recommended  that  the  three 
types  of  oral  vaccines  be  administered  se- 
quentially, each  in  monovalent  form  at  inter- 
vals of  about  six  weeks. 

“Optimally,”  the  PHS  said,  “large  scale  im- 
munization campaigns  with  oral  poliovirus 
vaccines  should  be  conducted  during  the  win- 
ter or  spring  months.” 


Dr.  Luther  L.  Terry,  Surgeon  General  of 
the  PHS,  termed  the  licensing  of  the  Type  HI 
oral  vaccine  as  “another  major  step  toward 
the  final  conquest  of  paralytic  poliomyelitis.” 

“Now,  two  effective  weapons,  the  for- 
maldehyde-inactivated vaccine  and  the  oral 
vaccine,  are  available  for  general  use,”  Dr. 
Terry  said.  “Their  proper  application  should 
accelerate  the  decline  in  poliomyelitis  and 
could  lead  to  the  early  elimination  of  the 
disease.” 

The  PHS  called  for  emphasis  this  year  on 
vaccination  of  the  unimmunized  and  inade- 
quately protected  with  one  or  the  other  of 
“these  effective  vaccines  (or  a combination 
so  long  as  there  is  at  least  a complete  series 
of  either)  and  also  to  the  initiation  of  as  many 
well-organized  community-wide  programs  as 
the  supply  of  vaccines  will  permit.” 

The  PHS  set  four  priorities  in  use  of  the 
polio  vaccines: 

1.  Vaccination  programs  in  areas  threat- 
ened with  epidemics.  The  PHS  Commun- 
icable Disease  Center  at  Atlanta,  Ga.,  will 
keep  on  hand  supplies  of  oral  vaccine  to  meet 
this  need. 

2.  Routine  immunization  of  infants,  start- 
ing when  six  weeks  old  and  completed  in  12 
months. 

3.  Immunization  of  pre-school  children. 

4.  Immunization  of  young  adults  and 
parents  of  young  children. 


AUDIO-DIGEST 
RECORDINGS  AVAILABLE 

The  Audio-Digest  Foundation,  a subsidiary 
of  the  California  Medical  Association,  has 
just  released  to  the  medical  profession  a 
library  of  more  than  250  one-hour  tape  re- 
cordings devoted  to  comprehensive  and  pene- 
trating discussions  of  everyday  office  prob- 
lems. 

The  tapes  make  available  teaching  material 
in  six  specialty  areas:  Anesthesiology,  Ob- 
stetrics-Gynecology, Surgery,  Internal  Med- 
icine, Pediatrics,  and  General  Practice. 

Copies  of  the  catalog  may  be  obtained  by 
writing  the  Audio-Digest  Foundation,  619 

S.  Westlake  Avenue,  Los  Angeles  57,  Cali- 
fornia. 
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The  joint  meeting  of  the  North  Dakota  and  South  Dakota  State  Medical  Associations  will 
be  held  in  Bismarck  from  June  2nd  through  the  5th,  1962. 

Saturday,  June  2nd,  there  will  be  a Council  Meeting  at  4:00  P.M.,  and  a House  of  Dele- 
gates Meeting  at  7:30  P.M. 

Sunday,  there  will  be  a second  meeting  of  the  House  of  Delegates,  and  that  evening  there 
will  be  a Mixer  for  the  North  and  South  Dakota  doctors  and  their  wives. 

Monday  will  be  devoted  to  scientific  subjects,  including  papers  by  Drs.  Alton  Ochsner  and 
Kermit  Krantz.  Specialty  groups  will  hold  dinner  meetings  the  same  evening. 

Tuesday  will  be  devoted  to  more  scientific  papers  and  the  meeting  ends  at  3:30  P.M. 

We  hope  all  of  you  will  come  to  Bismarck,  and  we  have  been  guaranteed  a good  time  by 
our  associates  in  North  Dakota. 

There  will  be  some  special  airline  flights  directly  to  Bismarck;  if  interested,  contact 
Executive  Secretary  Foster. 

See  you  in  Bismarck! 

C.  J.  McDonald,  M.D. 

President 
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MATERNAL  MORTALITY 
IN  SOUTH  DAKOTA 

During  the  past  decade  the  South  Dakota 
Maternal  Mortality  Committee  has  studied  all 
maternal  deaths  in  the  state.  A number  of 
these  have  educational  value  for  all  doctors 
who  practice  obstetrics,  or  who  see  obstetric 
patients  in  consultations.  Therefore,  some  of 
these  are  being  presented  in  your  State  Med- 
ical Journal  in  summarized  form  with  brief 
discussion.  In  most  instances  these  are  com- 
posite reports,  borrowing  features  from  sev- 
eral cases.  As  in  all  maternal  mortality 
studies,  specific  identification  has  been 
avoided. 

Maternal  Mortality  Committee  of  the  South 
Dakota  Society  of  Obstretrics  and  Gyne- 
cology. 


TOXEMIA  OF  PREGNANCY 

1.  Age  25,  primigravida.  The  patient  had  one 
or  two  prenatal  visits  to  a doctor  outside  the 
state  of  South  Dakota;  no  record  was  avail- 
able. She  was  admitted  to  the  hospital,  semi- 
comatose,  in  the  32nd  week  of  gestation,  hav- 
ing had  several  convulsions  prior  to  admis- 
sion. The  uterus  contracted  firmly  every  3 
or  4 minutes  and  had  apparently  done  so 
during  transportation  to  the  hospital.  Fetal 
heart  tones  were  150  per  minute.  The 
mother’s  pulse  was  120;  blood  pressure  — 
260/130;  blood  count  — WBC  30,500;  RBC 
5,160,000;  Hgb.  — 12.9  Gms;  urinalysis  4+  al- 
bumin, WBC  and  80  RBC  per  HPF,  many 
granular  and  a few  hyaline  cases.  There  was 
excessive  generalized  edema. 

The  patient  had  received  morphine  sulfate 
gr.  1/4  at  home.  At  the  hospital  she  was 
given  Demerol  100  mg.  and  Atropine  gr. 
1/150,  and  within  less  than  an  hour  of  ad- 
mission she  was  subjected  to  Classical  Cesar- 
ean section  under  sodium  pentothal  induction 
and  gas-oxygen-ether  anesthesia.  Blood  loss 
was  minimal.  Blood  pressure  rose  during 
surgery,  then  dropped,  and  the  mother 
stopped  breathing,  then  started  breathing 
shallowly.  Icc  of  Pitocin  was  injected  into  the 
uterus  when  the  premature  baby  was  de- 
livered. Ergotrate,  gr.  1/320,  was  given  in- 
tramuscularly after  delivery  of  the  placenta. 
The  patient  received  500  cc.  whole  blood  dur- 
ing surgery. 

Following  surgery  the  patient  received  3 
million  units  of  penicillin,  Demerol  200  mg., 
magnesium  sulfate,  5%  Dextrose  in  H2O  in- 
fusion, and  nasal  oxygen.  She  died  within  3 
hours,  without  regaining  full  consciousness. 
The  premature  infant  survived.  No  autopsy 
was  performed. 

DISCUSSION 

It  seems  evident  that  this  patient  received 
little  or  no  prenatal  care;  she  was  suddenly 
discovered  to  be  in  extremis  and  was  shipped 
to  the  hospital.  The  patient  was  either  in 
labor  or  approaching  labor,  and  it  is  surpris- 
ing that  apparently  no  thought  was  given  to 
vaginal  delivery,  which  generally  is  far  less 
traumatic  and  dangerous  for  toxic  patients 
than  is  Cesarean  section.  Before  and  after  de- 
livery medical  treatment  with  hypertensive 
drugs  and  diuretics  would  have  helped,  re- 
serving sedatives  and  narcotics  to  just  those 
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amounts  needed  to  interrupt  convulsions.  The 
committee  could  see  no  indication  for  trans- 
fusion; the  patient  showed  evidence  of  hemo- 
concentration  and  had  minimal  blood  loss. 
Pitocin  and  ergotrate  are  valuable  and  use- 
ful drugs,  but  they  raise  blood  pressure  some- 
what, and  certainly  must  have  aggravated  the 
patient’s  condition  when  injected  during  her 
section.  Toxic  patients  have  severe  liver 
damage  and  so  tolerate  general  anesthesia 
poorly,  local  anesthesia  being  generally  safer. 

Had  this  patient  presented  herself  at  the 
doctor’s  office  for  adequate  prenatal  care  she 
almost  certainly  would  not  have  become  so 
severely  toxic.  Therefore,  the  committee  con- 
sidered this  maternal  death  preventable,  pa- 
tient and  doctor  sharing  responsibility. 

II.  Age  39;  gravida  VIII,  para  VI;  no  prenatal 
care.  The  patient  started  convulsing  at  home. 
Her  husband  found  her  on  the  floor,  cyanotic 
and  hardly  breathing.  On  arrival  at  the  hos- 
pital she  was  unconscious,  obese,  edematous, 
and  was  having  convulsions  followed  sequen- 
tially by  apnea  and  stertorous  breathing.  The 
fetus,  of  approximately  six  months  duration, 
was  dead  in  utero.  There  were  no  contrac- 
tions. Blood  pressure  was  220/115.  Pulse 
was  110. 

Medical  treatment  included  oxygen,  hypo- 
tensive drugs,  diuretics,  intravenous  glucose, 
sedatives.  Urine  showed  4+  albumin,  many 
RBC,  granular  casts. 

Twelve  hours  later  the  patient  had  a pre- 
cipitate, one  hour,  spontaneous  labor  and  de- 
livered the  stillborn,  premature  fetus,  and 
placenta.  There  was  minimal  blood  loss. 

Medical  treatment  continued.  Anuria  de- 
veloped though  intravenous  fluids  were  re- 
duced to  coincide  with  daily  insensible  fluid 
loss.  Laryngeal  edema  necessitated  tracheo- 
tomy on  the  second  postpartum  day.  The  pa- 
tient died  on  the  third  postpartum  day. 
Autopsy  revealed  (1.)  necrosis  and  fatty  de- 
generation of  the  liver,  (2.)  multiple  gastric 
and  intestinal  ulcers  with  hemorrhage  into 
the  bowel,  (3.)  marked  cardiac  hypertrophy, 
(4.)  pulmonary  edema,  (5.)  bronchopneu- 
monia, (6.)  renal  edema  and  microscopic 
hemorrhage,  and  (7.)  obesity.  (The  brain  was 
not  examined.) 

DISCUSSION 

This  patient  was  a woman  of  borderline  in- 
telligence whose  doctor  said  she  arrived  at 
the  office  for  less  prenatal  care  with  each 


subsequent  pregnancy.  She  probably  ascribed 
to  the  misconception,  held  by  some  multipara, 
that  she  knew  all  about  having  babies  and 
didn’t  need  those  “check-ups.”  There  is  evi- 
dence from  her  body  build  and  from  post- 
mortem findings  that  she  was  obese  and  hyp- 
pertensive  prior  to  this  last  pregnancy. 

The  committee  voted  this  a preventable 
maternal  death,  the  responsibility  being  the 
patient’s. 

III.  Age  37,  Gravida  V Para  III  Abo  I.  Mod- 
erately obese.  Early  in  her  eighth  month  of 
gestation  her  blood  pressure  rose  to  164/102. 
The  urine  was  negative.  There  was  slight  de- 
dendent  edema.  A salt-free  diet  was  ordered. 
Two  weeks  later  her  blood  pressure  rose  to 
166/110.  The  urine  showed  2+  albumin.  The 
patient  was  hospitalized.  Edema  subsided 
somewhat.  Twins  were  diagnosed. 

Early  the  next  morning  the  patient  had  a 
sudden,  sharp  pain  in  her  right  shoulder, 
vomited,  and  went  into  shock.  Blood  pressure 
84/70;  pulse  160;  respirations  20.  There  was 
no  vaginal  bleeding  nor  uterine  tetany.  Fetal 
heart  tones  were  regular. 

Blood  transfusions  were  started.  Cesarean 
was  performed,  one  baby  alive,  one  dead.  The 
abdomen  contained  3500  cc.  of  blood.  Exam- 
ination through  an  upper  abdominal  incision 
revealed  the  source  of  the  bleeding  to  be  a 
rent  in  the  right  lobe  of  the  liver.  Hemo- 
static packs  were  sutured  in  place.  Drains 
were  left  in  the  incision. 

Eight  hours  later  bloody  drainage  was  pro- 
fuse. The  incision  was  reopened  showing 
hematoma  and  decapsulation  of  the  left  liver 
lobe,  with  oozing.  Fibrinogen  level  was  nor- 
mal. The  patient  received  16  pints  of  blood, 
calcium  gluconate.  Vitamin  K,  oxygen,  and 
digitalis.  She  expired  in  24  hours. 

Autopsy  revealed  “acute  diffuse,  hepatic 
necrosis  with  hemorrhage,  rupture”  and 
hemoperitoneum.  Also,  kidney  glomeruli 
were  “swollen  and  relatively  acellular.” 

DISCUSSION 

The  committee  discussed  this  case  with 
great  interest  because  of  its  unusual  features. 
Was  this  a severe  preeclampsia  causing  liver 
necrosis  to  the  point  of  rupture  and  hemor- 
rhage, or  was  it  acute  hepatitis  with  super- 
imposed toxic  symptoms  followed  by  rupture 
and  hemorrhage?  This  maternal  death  was 
voted  non-preventable. 
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COMING  MEETINGS 

The  First  Annual  Convention  of  the  Amer- 
ican Association  for  Contamination  Control 
will  be  held  May  28  through  30th  at  the  Jack 
Tar  Hotel,  San  Francisco,  California.  An  in- 
teresting and  thorough  program  is  being 
planned  to  further  promote  the  science  of 
contamination  control.  For  complete  details, 
contact  Donald  M.  Petersen,  Chairman,  3008 
E.  Olympic  Boulevard,  Los  Angles  23,  Cali- 
fornia. 

* * * 

The  Council  on  Postgraduate  Medical  Edu- 
cation of  the  American  College  of  Chest  Phy- 
sicians has  planned  five  postgraduate  courses 
to  be  held  during  1962.  The  courses  are  listed 
below: 

CARDIOPULMONARY  PROBLEMS  IN 
CHILDREN,  Chicago,  July  23-27,  Edge- 
water  Beach  Hotel. 

RECENT  ADVANCES  IN  THE  DIAG- 
NOSIS AND  TREATMENT  OF  DISEASES 
OF  THE  HEART  AND  LUNGS,  Philadel- 
phia, September  17-21,  Warwick  Hotel. 
CLINICAL  CARDIOPULMONARY  PHY- 
SIOLOGY, Chicago,  October  22-26,  Knick- 
erbocker Hotel. 

RECENT  ADVANCES  IN  THE  DIAG- 
NOSIS AND  TREATMENT  OF  THE 
HEART  AND  LUNGS,New  York,  Novem- 
ber 12-16,  Barizon-Plaza  Hotel. 
OCCUPATIONAL  DISEASES  OF  HEART 
AND  LUNGS,  Detroit,  December  3-7,  Stat- 
ler-Hilton  Hotel. 

Tuition  for  each  course  is  $75.00  to  mem- 
bers of  the  American  College  of  Chest  Phy- 
sicians and  $100.00  to  non-members.  To  obtain 
additional  infromation,  write  to  Mr.  Murray 
Kornfeld,  Executive  Director,  American  Col- 
lege of  Chest  Physicians,  112  East  Chesnut 
Street,  Chicago  11,  Illinois. 


The  House  of  Delegates  will  meet  in  two 
regular  sessions:  the  first  at  7:30  P.M.  on 
Saturday,  June  2nd,  and  the  second  at  2:00 
P.M.  on  Sunday,  June  3rd.  The  order  of 
business  of  the  first  session  will  be  as  follows: 

1.  Call  to  Order 

2.  Roll  Call 


3.  Minutes  of  Previous  Meeting 

4.  Reports  of  Officers 

5.  Reports  of  Committees 

6.  Unfinished  Business 

7.  New  Business 

8.  Adjournment 

Order  of  business  at  the  second  session  will 
be  essentially  the  same,  omitting  officers’  re- 
ports. Successful  completion  of  business  of 
the  House  of  Delegates  requires  attendance 
and  participation  of  all  delegates  and/or 
alternates. 

At  the  first  session,  the  Speaker  will  ap- 
point various  reference  committees,  which 
will  meet  at  a time  and  place  set  by  the 
chairman  then  appointed.  Suggested  times 
for  these  meetings  might  be  at  9:30  P.M., 
Saturday  (following  the  meeting  of  South 
Dakota  Medical  Service,  Inc.,  which  follows 
the  first  session  and  involves  all  members  of 
the  House,  the  corporate  body  of  that  organ- 
ization) and  at  10:00  A.M.,  Sunday  morning. 

As  a member  of  a reference  committee,  it  is 
your  duty  to  attend  its  meetings,  participate 
in  deliberations,  and  help  write  the  report. 
If  you  are  not  in  agreement  with  the  majority 
of  the  committee  members,  it  is  your  privi- 
lege and  duty  to  file  a minority  report.  If  you 
are  interested  in  particular  business  being 
considered  by  the  committee,  it  is  your  pre- 
rogative and  duty  to  attend  its  meetings  and 
discuss  your  interests. 

The  basic  work  of  the  House  is  carried  on 
in  reference  committee  meetings,  conse- 
quently their  smooth  and  efficient  operation 
is  essential  to  the  successful  and  democratic 
function  of  the  House  sessions. 

Anyone  — members  of  the  Association, 
members  of  the  House  or  others  — has  the 
right  to  be  heard  at  reference  committee 
meetings.  Secretarial  help  in  typing  com- 
mittee reports  will  be  available  by  contacting 
the  Executive  Secretary,  Mr.  John  C.  Foster. 
The  ordinary  rules  or  order,  and,  of  course, 
the  Constitution  and  Bylaws  of  the  Associa- 
tion will  govern  conduct  at  the  House  ses- 
sions. 
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Pop's  Proverbs  ~ 

All  the  honesty  in  the 
world  with  your  patient  is 
of  no  value  if  it  is  based 
on  ignorance! 

NEWS  NOTE 

Occupational  Medicine,  a 
full-time  course  for  phy- 
sicians, will  be  given  for 
eight  weeks  from  September 
17  through  November  9,  1962 
by  the  New  York  University 
Post-Graduate  Medical 
School.  The  course  covers 
Preventive  Medicine,  Ad- 
ministrative Medicine,  Occu- 
pational Diseases  and  Indus- 
trial Hygiene.  The  program 
is  aimed  at  meeting  the  need 
for  specialized  training  in  in- 
dustrial medicine.  Field  trips 
to  industrial  plants,  govern- 
mental agencies  concerned 
with  industrial  health  and 
union  health  centers  have 
been  planned.  For  full  details, 
write:  Office  of  the  Asso- 
ciate Dean,  NYU  Post-Grad- 
uate Medical  School,  550 
First  Avenue,  New  York  16, 
N.  Y. 


April  3rd  marked  the  meet- 
ing of  the  7th  District  Med- 


ical Society  at  the  Westward 
Ho  Country  Club  in  Sioux 
Falls.  “Investment  Pro- 
cedures and  Practices”  was 
the  topic  of  discussion  by  Mr. 
Hugh  Morris. 

G.  W.  MILLS.  M.D. 

SEEKS  TERM 

G.  W.  Mills,  M.D.,  veteran 
South  Dakota  legislator  and 
pioneer  Wall  physician,  has 
announced  that  he  will  seek 
his  ninth  term  in  the  House 
of  Representatives. 

Dr.  Mills,  a former  speaker 
of  the  house,  was  chairman 
of  the  Joint  Appropriations 
Committee  in  1957. 


A.P.H.A. 

TO  MEET 

The  American  Public 
Health  Association  has 
scheduled  its  90th  annual 
meeting  for  October  15-19  in 
Miami  Beach,  Florida.  Regis- 
tration, exhibits  and  press 
headquarters  will  be  in  the 
Hotel  Fontainebleau.  An 
opening  symposium  will 
bring  together  leading  auth- 
orities to  discuss  The  Role  of 
Health  Today  in  Social  and 
Economic  Development. 


STENSRUD  JOINS 
MADISON  CLINIC 

Homer  J.  Stensrud,  M.D.. 
Minneapolis,  Minnesota,  will 
establish  his  offices  in  Mad- 
ison, South  Dakota,  in  July. 
He  will  be  associated  with 
the  Madison  Clinic. 

Dr.  Stensrud  was  born  in 
Ortonville,  Minnesota;  re- 
ceived his  elementary  educa- 
tion in  Milbank  and  Water- 
town,  South  Dakota;  grad- 
uated from  Washington  High 
School  in  Sioux  Falls;  and 
received  his  BA  from  Augus- 
tana  College.  He  received 
his  pre-medical  training  at 
USD  and  was  graduated  in 
1958  from  Northwestern  Uni- 
versity Medical  School  in 
Chicago,  Illinois. 

At  the  present  time.  Dr. 
Stensrud  is  completing  a one- 
year  residence  program  in 
Internal  Medicine  at  the  Uni- 
versity of  Minnesota  and 
Veterans  Administration 
hospitals  in  Minneapolis. 

ROSEBUD  "group 
HEARS  McDonald 

The  Rosebud  Inter-Profes- 
sional Society  met  in  Rosebud 
at  the  U.S.P.H.S.  hosnital  on 
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March  22nd  to  hear  State 
Medical  Association  Presi- 
dent, C.  J.  McDonald,  M.D. 

Executive  Secretary  Foster 
showed  a film  on  resuscita- 
tion. Attendance  at  the  meet- 
ing numbered  twenty-two. 


PHYSICIANS  TO 
OPEN  CUSTER 
OFFICES 

Dr.  George  Cooper  and  Dr. 
Noe  Authier,  two  young  phy- 
sicians currently  at  Deaco- 
ness Hospital  in  Spokane, 
Washington,  will  establish 
practices  in  Custer,  South 
Dakota  in  mid-July.  Both 
men  are  graduates  of  the 
University  of  Nebraska. 


COTTAM  SPEAKS 
IN  CHICAGO 
G.  1.  W.  Cotlam.  M.D.. 

Sioux  Falls  surgeon,  was  a 
guest  speaker  at  the  recent 


Clinical  Congress  of  Abdom- 
inal Surgeons  in  Chicago,  Il- 
linois. “Malignancies  Of  The 
Colon”  was  the  topic  covered 
by  Dr.  Cottam. 

Members  registering  for 
the  Congress  numbered  over 
1,200. 


BLACK  HILLS 
DISTRICT  HEARS 
McWhorter 

The  Black  Hills  District 
Society  met  at  the  VA  Hos- 
pital in  Hot  Springs  on  April 
12th.  C.  A.  McWhorter,  M.D., 
Professor  of  Pathology  at  the 
University  of  Nebraska  pre- 
sented the  topic,  “The  Med- 
ical Examiner’s  Office  — 
Proper  Investigation  of 
Death  Under  Unusual  Cir- 
cumstances.” 

The  next  meeting  of  the 
Society  will  be  May  22nd, 
4:30  P.M.,  in  Rapid  City. 


OPPOSITION 
FROM  ILLINOIS 

The  Council  of  the  Illinois 
State  Medical  Society  has  ap- 
proved two  resolutions  op- 
posing the  Kefauver-Celler 
Bill,  and  Dingell  Bill  require- 
ments. 

The  resolution  concerning 
the  Dingell  Bill  requirements 
also  provides  that  the  Society 
vigorously  support  measures 
which  would  resolve  the 
problem  of  full  disclosure  in 
medical  journal  advertise- 
ments in  a “workable  and 
satisfactory  manner.”  One 
such  pending  measure  would 
require  the  following  state- 
ment in  advertisements:  “Be- 
fore prescribing  be  sure  to 
consult  the  manufacturer’s 
literature  for  information 
about  possible  side  effects 
and  contraindications.” 


Doctor,  NOW  You  Can  Dictate 
As  Easily  as  Telephoning 


Every  doctor  uses  the  telephone  for  oral  communication.  Now  dictation  can  be  phoned  just  as  easily 
— with  typewritten  copies  the  quick  end  result. 

Dictaphone  Telecord  is  a model  of  the  famous  Time-Master  line,  the  world’s  finest  and  most 
valuable  dictating  machine.  Transistors  offer  reliable,  trouble-free  operation. 

Why  not  arrange  for  a demonstration  today,  from 

MIDWEST-BEACH  CO.,  SlOUX  FALLS,  S.  D. 
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Is  money  all  they  need 
for  a secure  future? 
Money  without  free- 
dom isn’t  worth  very 
much.  That’s  why 
every  American  family 
should  invest  in  free- 
dom with  U.S.  Savings 
Bonds. 


i 


How  to  save  money  and 
the  freedom  to  enjoy  it 


If  you’re  like  most  Americans  today,  you’ve  come 
to  the  realization  that  saving  money  isn’t  enough 
for  the  future.  More  and  more  people  are  asking 
themselves,  “What  else  can  I do?  How  can  I make 
my  family’s  and  my  country’s  future  more  secure?” 

Part  of  the  answer  to  this  question  is:  invest  in 
United  States  Savings  Bonds. 

The  money  you  put  into  Bonds  has  some  mighty 
important  jobs  cut  out  for  it.  One  of  the  most 
important  is  making  yourself  financially  strong. 
Another  is  helping  our  Government  stay  financially 
strong  so  we  can  shoulder  the  costs  of  the  struggle 
for  freedom. 

It  adds  up  to  the  fact  that  buying  Savings  Bonds 
is  one  of  the  most  fruitful  ways  you  can  help  keep 
America  free — so  you  can  enjoy  the  things  you’re 
saving  for.  Why  not  start  buying  Bonds  when  it 
will  do  the  most  good  . . . today? 


Is  t,M8  ctarcli  in  America?  In 
1960  we  built  4,915  new 
churches  in  the  U.S.  The  one 
above  is  St.  Basil’s  Cathedral 
in  Red  Square,  Moscow — once 
one  of  Russia’s  greatest 
churches,  now  a museum. 


Buy  an  EXTRA  Bond  during  the  Freedom  Bond  Drive 

Keep  freedom  in  your  future  with 

ai  U.S.  SAVINGS  BONDS 

^ This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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EDITOR 

Division  of  Pharmacy 
South  Dakota  State  College 
Brookings,  South  Dakota 
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BASIC  RESEARCH  IN  THE 
PHARMACEUTICAL  INDUSTRY* 
by 

Victor  A.  Drill,  M.D.** 
Chicago,  111. 


About  85  percent  of  the  drugs  now  used 
in  medical  practice  were  unknown  15  or  20 
years  ago.  This  revolution  began  in  the  late 
twenties  and  early  thirties  when  the  pharma- 
ceutical industry  in  the  United  States  real- 
ized the  necessity  for  basic  research  in  the 
chemical  and  biological  sciences  and  began 
to  develop  laboratories  for  this  purpose. 

The  first  laboratories  in  a growing  industry 
are  usually  for  control  purposes;  for  drugs 
this  means  assurance  of  stability,  purity,  and 
potency.  When  the  laboratory  is  expanded 
to  include  applied  research,  it  is  not  long 
before  the  need  for  basic  research  becomes 
evident.  Parke,  Davis  and  Company  was  one 
of  the  pioneers  in  this  effort  and  major  steps 
in  this  direction  were  undertaken  when  Dr. 
K.  K.  Chen  became  the  first  Director  of 
Pharmacological  Research  at  the  Eli  Lilly 
Company  in  1929.  The  Merck  Laboratories 
expanded  research  efforts  with  the  counsel 
and  guidance  of  Dr.  A.  N.  Richards,  Professor 
of  Pharmacology  at  the  University  of  Penn- 
sylvania. They  dedicated  their  first  phar- 


*Reprinted from  The  Journal  of  the  Indiana  State 
Medical  Association,  Jan.,  1962,  Vol.  55,  No.  1, 
pp.  69-71,  74,  courtesy  of  the  Indiana  State  Med- 
ical Association.  Copyright  1962. 

**Director  of  Biological  Research,  G.  D.  Searle 
& Co. 


macology  laboratory  in  1933,  with  Dr.  Hans 
Molitor  as  director.  Other  pharmaceutical 
companies  followed  in  rapid  succession.  This 
upsurge  in  basic  research  was  so  unexpected 
and  novel  that  the  American  Society  for 
Pharmacology  and  Experimental  Thera- 
peutics withdrew  membership  for  scientists 
employed  in  industry,  and  did  not  readmit 
them  until  1941.  But  times  have  changed  and 
today  many  outstanding  scientists  of  industry 
and  academic  institutions  share  in  the  de- 
velopment of  our  basic  medical  knowledge. 

What  is  Basic  Research? 

Basic  research  has  been  defined  as  the 
search  for  knowledge  without  regard  to  ap- 
plication. Such  a meaning  would  exclude  the 
physician  who  is  dedicated  to  the  alleviation 
of  a cardiac  valvular  deformity,  and  may 
spend  years  in  basic  research  on  the  problem 
to  achieve  his  goal.  In  a sense,  because  a goal 
is  set,  this  is  applied  research;  but  applied  re- 
search, often  considered  inferior,  can  be  quite 
basic.  Similarly  the  chemist  who  attempts  to 
determine  the  structure  of  cortisone,  chloram- 
phenicol, or  reserpine  may  have  in  mind  the 
synthesis  of  better  derivatives,  but  may  in 
the  process  need  to  develop  new  basic  chem- 
ical concepts. 

Today,  the  division  between  fundamental 
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HISTORY  OF  SOME  DIURETIC  DRUGS 


1943 

Mercuhydrin 

Lakeside 

1952 

Neohydrin 

First  oral  mercurial  (Lakeside) 

1957 

Diuril 

Diuretic  and  antihypertensive  compound 
(Merck) 

1959 

Hydrodiuril 

Esidrex 

Ten  times  as  potent  as  Diuril  (developed 
independently  by  Merck  and  Ciba) 

1959 

Aldactone 

Aldosterone  antagonist;  effective  where 
mercurials  and  thiazides  do  not  work 
(Searle) 

Table  I 


and  applied  research  has  practically  dis- 
appeared. The  National  Science  Foundation 
defines  research  as  “systematic  and  intensive 
study  directed  toward  a fuller  knowledge  of 
the  subject  studied  and  use  of  that  knowledge 
directed  toward  the  production  of  useful  ma- 
terials, devices,  systems,  methods,  or  pro- 
cesses, exclusive  of  design  and  production 
engineering.”  Basic  research,  therefore,  is 
that  research  in  which  the  investigator  asks 
a question  and  then  attempts  by  the  scientific 
method  to  find  his  answer,  and  thereby  in- 
crease the  total  of  human  knowledge. 

Publications  in  Basic  Research 

Good  research  produces  scientific  papers 
and  one  method  of  measuring  the  contribu- 
tions of  the  pharmaceutical  laboratories  to 
fundamental  knowledge  is  by  determining 
the  number  of  reports  appearing  in  scientific 
journals.  Fisher, i in  an  analysis  of  one  year’s 
contributions  of  basic  research  papers  by 
scientists  of  industrial  laboratories,  found 
that  the  chemical  industry  produced  the 
largest  number  of  papers.  The  pharmaceu- 
tical industry  was  second,  contributing  two- 
thirds  as  many  papers  though  it  is  only  one- 
tenth  in  size.  Further,  of  all  industries  sur- 
veyed 59  American  companies  published 
more  than  ten  papers  each;  16  or  27%  of  this 
total  were  from  the  much  smaller  pharma- 
ceutical laboratories. 

New  Drugs  from  Basic  Research 

New  drugs  developed  during  the  past  15  to 
20  years  have  added  immensely  to  the  ability 
of  physicians  to  treat  disease.  Some  few  of 
the  new  drugs  may  be  ascribed  to  the  in- 
genuity of  a single  individual.  Most  were  re- 
sults of  many  investigations  included  in  basic 
studies  performed  by  academic  and  industrial 
laboratories  in  medical  schools,  and  hospitals. 
A battery  of  experts  — the  chemist,  bio- 


chemist, physiologist,  pharmacologist,  toxi- 
cologist, research  clinician,  and  practicing 
physician  — are  needed  for  such  projects.  Al- 
though the  role  of  the  pharmaceutical  labora- 
tory in  developing  a number  of  major  drugs 
is  well  known,  the  contributions  of  the  phar- 
maceutical industry  are  substantially  greater 
than  is  generally  known. 

Diuretic  drugs  are  a good  example  of  the 
fruits  of  research  and  the  time  factors  in- 
volved. As  recently  as  1943  Lakeside  Labora- 
tories introduced  Mercuhydrin  into  medical 
practice.  Although  extremely  useful,  Mer- 
cuhydrin and  other  mercurials  were  still  in- 
effective or  poorly  effective  in  many  patients 
and  had  certain  hazards,  plus  the  inconven- 
ience of  injection.  It  was  not  until  1952  that 
an  orally  effective  mercurial  diuretic  was  de- 
veloped. (Table  I)  In  the  meantime  Sharp 
and  Dohme  (later  Merck  Sharp  and  Dohme) 
began,  in  1943,  a basic  renal  research  program 
and  over  a period  of  years  their  scientists 
added  significantly  to  our  fundamental 
knowledge  of  the  kidney.  This  work  led  to 
the  development  of  the  thiazide  drugs,  with 
Diuril  being  made  available  to  the  physician 
in  1957. 

Meanwhile,  at  our  own  laboratories,  we 
began  to  approach  the  problem  of  edema 
from  a different  viewpoint.  A sodium- 
retaining  factor,  present  in  the  urine  of 
edematous  patients,  had  been  reported  by 
several  authors  and  was  identified  as  aldo- 
sterone in  1954.  Although  the  causative  role 
of  aldosterone  in  edema  was  then  unknown, 
a review  of  available  data  indicated  the  pos- 
sible importance  of  this  compound  in  the  pro- 
duction of  edema.  Part  of  our  renal  program, 
therefore,  was  directed  toward  a study  of 
this  steroid.  This  project,  begun  in  1954,  cul- 
minated in  1959  in  Aldactone.  The  study  was 
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SUMMARY  OF  VARIOUS  ANTIBIOTICS 


1940 

Actinomycin 

Discovered  by  Waksman  in  collaboration  with  Merck 

1943 

Penicillin 

Large-scale  production  developed  by  several  companies 

1945 

Potasium  penicillin  G 

First  orally  effective  penicillin 

1946 

Streptomycin 

Discovered  in  a program  by  Waksman,  Merck  and  Squibb 

1946 

Procaine  penicillin 

Lilly  and  other  laboratories 

1948 

Dihydrostreptomycin 

Merck 

1948 

Aureomycin 

Discovery  of  first  broad-spectrum  antibiotic  (Lederle) 

1949 

Chloromycetin 

Broad-spectrum  antibiotic  (Yale  University  and  Parke, 
Davis) 

1949 

Terramycin 

Broad-spectrum  antibiotic  (Pfizer) 

1951 

Bicillin 

Repository  penicillin,  permitting  one  injection  therapy 
(Wyeth) 

1952 

Ilotycin 

Erythrocin 

Alternative  for  penicillin  (Lilly  and  Abbott) 

1953 

Achromycin 

Tetracyn 

Polycycline 

Developed  independently  by  Lederle,  Pfizer  and  Bristol 

1953 

Fungizone 

For  certain  systemic  mycoses  (Squibb) 

1955 

TAG 

Pfizer 

1957 

Spontin 

For  resistant  Gram-negative  infections  (Abbott) 

1958 

Declomycin 

A basic  modification  of  the  tetracycline  molecule  (Lederle) 

1959 

Syncillin 

First  synthetic  penicillin  (Beecham  and  Bristol) 

1959 

Staphcillin 

Synthetic  penicillin  effective  against  penicillin-resistant 
organisms  (Beecham  and  Bristol) 

Table  II 


of  basic  importance  because  Aldactone,  a 
steroid  that  blocks  the  action  of  aldosterone, 
is  the  first  specific  steroid-blocker  to  be  dis- 
covered. 

This  finding  opens  the  door  to  the  develop- 
ment of  blocking  steroids  in  other  areas  of 
medicine.  From  the  therapeutic  standpoint 
Aldactone  was  of  value  because  it  relieved 
edema  in  many  patients  resistant  to  other 
drugs.  The  thiazide  drugs  and  Aldactone  act 
by  different  mechanisms  in  the  kidney,  and 
several  clinicians  found  that  a synergistic 
diuretic  effect  was  obtained  when  these  drugs 
were  administered  together.  Not  only  did  more 
patients  respond  to  the  combination  but  the 
potassium-losing  effects  of  the  thiazide  were 
counteracted.  Thus,  from  basic  work  of  many 
scientists,  came  newer  knowledge  that  led  to 
the  separate  development  of  two  new  types 
of  drugs  for  the  further  alleviation  of  disease. 

Further  examples  of  drug  development 
may  be  noted  in  the  fields  of  antibiotics  and 
steroid  hormones.  (Tables  II  and  III)  Like- 
wise, advances  were  made  in  vitamins,  sul- 
fonamides, antihistamines,  tranquilizers,  anti- 
hypertensive drugs,  eurhythmic  agents,  pres- 
sor amines,  anticholinergic  drugs,  motion 
sickness  drugs,  muscle  relaxants,  anti- 


parasitic  drugs,  and  in  other  areas.  The  re- 
sult of  such  progress  is  that  patients  live 
today  who  would  have  died  yesterday. 

Increased  Basic  Research  in  Industry 

Traditionally,  the  universities  have  been 
the  centers  for  basic  research.  Following  the 
introduction  of  such  research  into  the  phar- 
maceutical laboratory,  and  the  resultant  pro- 
duction of  new  drugs,  similar  changes  have 
occurred  in  other  fields.  It  has  recently  been 
stated  that  the  “research  done  in  industrial 
laboratories  is  now  the  major  portion  of  re- 
search in  progress  in  this  country  and  is  in- 
creasing steadily. ”2  Hickey^  has  seriously 
questioned  the  ability  of  academic  institu- 
tions to  meet  the  increased  requirements  for 
basic  research  and  Gershinowitz  concludes 
that  “It  just  isn’t  possible  that  enough  work 
can  be  done  at  universities  even  if  they  did 
all  fundamental  research  and  no  applied  re- 
search.”2 

Basic  research  efforts  must  be  further  in- 
creased over  the  coming  years.  Basic  research 
generates  applied  research,  and  the  reverse  is 
equally  true.  Today,  there  is  no  way  to  dis- 
tinguish the  scientist  performing  basic  studies 
in  an  industrial  laboratory  from  his  counter- 
part in  the  university.  The  key  is  the  individ- 


— 198  — 


MAY  1962 


ual  scientist  who  must  have  originality, 
ability  and  a high  degree  of  freedom  in  his 
work.  The  result  is  scientific  publication  and 
medical  progress.  Finally,  the  increase  in 
knowledge  and  the  production  of  new  and 
useful  drugs  are  important  not  only  from  the 
physician’s  standpoint,  but  are  part  of  our 
total  research  contribution  to  the  economic 
growth  and  gross  national  product  of  our 

nation.4 

The  Future 

The  important  role  that  basic  research  in 
the  pharmaceutical  industry  has  played  in 
the  development  of  new  drugs  is  evident. 
This  revolution  in  drug  development,  which 
has  taken  place  over  the  past  30  years,  will 
accelerate  further  as  basic  research  is  in- 


creased by  the  pharmaceutical  laboratory. 
The  rate  of  progress  will  also  increase,  for  the 
time  interval  between  the  discovery  of  basic 
knowledge  and  its  application  is  steadily  de- 
creasing and  will  shorten  further. 
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SOME 

NEWER  STEROID  HORMONES 

1.  Anti-inflammatory  steroids 

1952 

Cortisone  (Cortone) 

Began  a new  era  of  therapy  (synthesized  by  Merck) 

1952 

Hydro  cortone 

Merck 

1955 

Meticorten 

A more  potent  corticoid  (Sobering) 

1957 

Medrol 

Fewer  side  effects  than  prednisolone  (Upjohn) 

1958 

Aristocort 

Effective  anti-inflammatory  agent,  particularly  topically 

Kenacort 

(Lederle  and  Squibb) 

1958 

Decadron 

Seven  times  prednisone  potency;  less  salt  retention  (Merck 

Deronil 

and  Sobering) 

1959 

Oxylone 

For  topical  use  (Upjohn) 

2.  Anabolic  steroids 

1956 

Nilevar 

First  significant  advance  in  androgen-anabolic  modification 

(Searle) 

1959 

Durabolin 

Organon 

1960 

Dianabol 

Ciba 

3.  Progestational  steroids 

1957 

Enovid 

Orally  effective  progestational  steroid  (Searle) 

1957 

Norlutin 

Orally  effective  progestational  steroid  (Syntex  and  Parke, 

Davis) 

1958 

Prodox 

Orally  effective  progestational  steroids  (Upjohn) 

1959 

Provera 

4.  Ovulation  control 

1960 

Enovid 

First  approved  chemical  method  for  family  planning 

Table  III 
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ABSORPTION  AND  TOXICOLOGY 
OF  INSECTICIDES* 
by 

R.  D.  Radeleff.  D.V.M.** 
Kerrville,  Texas 


It  is  a pleasure  for  me  to  meet  with  you 
folks  and  to  be  a part  of  your  seminar.  We 
veterinarians  have  a real  interest  in  your  pro- 
fession — as  you  have  in  ours.  Our  profes- 
sions reach  the  same  people,  often  in  resolv- 
ing a common  problem. 

I was  asked  to  bring  you  some  of  our  ideas 
concerning  insecticides  and  other  pesticides, 
their  toxicities  and  the  effect  of  formulation 
upon  absorption.  You  must,  first  of  all,  accept 
me  for  what  I am  — a veterinarian  engaged 
in  developing  information  that  will  permit 
the  recommendation  of  pesticides  of  max- 
imum safety  to  animals  and,  indirectly,  man. 

Our  laboratory  at  Kerrville  is  a part  of 
the  Animal  Disease  and  Parasite  Research 
Division,  Agricultural  Research  Service, 
U.S.D.A.  and  has  been  in  operation  since  1947. 
For  a number  of  years  insecticides  were 
studied;  later  other  agricultural  chemicals 
were  added  to  our  responsibilities. 

A bit  of  history  may  aid  the  understanding 
of  some  of  the  remarks  I shall  make.  As  you 
know,  prior  to  World  War  II,  the  number  of 
insecticides  and  other  pesticides  was  rather 


*Presented  at  the  First  Industrial  Pharmacy  Sem- 
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Agricultural  Research  Service,  United  States 
Department  of  Agriculture,  Kerrville,  Texas. 


small  and  most  of  the  material  had  been  used 
for  many  years.  Compounds  containing 
arsenic,  mercury,  copper,  lead  and  sulfur 
were  the  principal  useful  materials.  In  those 
days  it  was  customary  to  consider  these  eco- 
nomic poisons  as  being  contact,  stomach,  or 
respiratory  toxicants.  Not  a great  deal  of  at- 
tention was  given  to  the  dermal  absorption  of 
these  materials,  even  though  considerable 
evidence  existed  that  poisoning  by  this  route 
was  rather  common  in  both  man  and  animals. 
Lead  poisoning  in  painters  is  a case  in  point, 
arsenic  poisoning  in  dipped  cattle  another. 
Books  on  pharmacology  in  that  period 
usually  charged  these  cases  to  inhalation  of 
particulate  material  or  to  absorption  through 
wounds. 

When  DDT  became  available  after  World 
War  II,  there  was  a rush  to  use  it  as  the  long- 
desired  “one  shot”  bug  killer.  DDT  seemed  to 
be  very  safe  even  though  it  was  not  the  “one 
shot”  answer.  In  1947  Howell  demonstrated 
DDT  in  the  milk  of  treated  cattle.  We  con- 
firmed this  ability  of  the  cow  to  secrete  DDT 
in  milk  after  application  to  the  skin.  This 
absorption  through  the  skin  was  not  accept- 
able to  most  scientists  and  medical  people  at 
the  time.  The  greatest  objection  was  to  the 
idea  that  a water  insoluble  material  applied 
as  a suspension  in  water  could  become  a part 
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of  the  metabolic  processes  of  the  animal. 
After  extensive  research,  the  idea  was  ac- 
cepted. 

We  know  now  that  dermal  absorption  of 
organic  compounds  is  customary.  Following 
absorption,  organic  compounds  may  be  rap- 
idly destroyed  and  eliminated,  but  others  are 
more  slowly  destroyed  and,  usually,  a small 
quantity  of  these  will  be  stored  in  the  fat 
depots  of  the  body.  Some,  such  as  aldrin  and 
heptachlor,  are  converted  and  stored  as  par- 
tially metabolized  material. 

Now  let  us  examine  some  of  this  at  closer 
range.  Parasiticides  may  be  soluble  in  oil, 
water  and  organic  solvents,  others  may  be 
soluble  in  only  part  of  these.  Solubility  may 
be  poor  or  good.  The  formulations  commonly 
employed  are  solutions,  suspensions,  emul- 
sions, and  dusts.  Creams  may,  for  our  pur- 
poses here,  be  considered  as  thickened  ver- 
sions of  the  solution,  suspension  or  emulsion, 
as  the  case  may  be.  The  formulation  that 
should  be  used  depends  upon  the  physical  ob- 
jective to  be  accomplished  and  upon  esthetic 
considerations  as  much  as  upon  the  effective- 
ness of  the  formulation. 

Usually  insecticides  are  used  for  controlling 
arthropods  feeding  or  annoying  the  exterior 
of  the  body.  There  are  exceptions,  particu- 
larly in  my  field,  where  larvae  of  insects  are 
within  the  sinuses  (Oestrus  ovis),  stomach 
(bots,  Gasterophilus  spp.),  or  musculature  and 
subcutaneous  tissues  (grub,  Hypoderma  sp., 
myiasis).  Let  us  concentrate  on  the  external 
application. 

Solutions  bring  the  solute  into  intimate 
contact  with  the  skin.  After  application,  de- 
pending upon  the  solvent,  either  a fine  film 
of  oil  bearing  the  compound  is  observed  or  a 
fine,  dry  layer  of  particles  is  left  after  evap- 
oration of  the  solvent.  The  residue  on  the 
skin  from  water  suspensions  and  dusts  are 
similar  to  those  from  the  volatile  solvents 
except  that  greater  initial  penetration  prob- 
ably occurs  with  the  solution. 

We  would  assume  that  solutions  would  pro- 
duce the  greater  absorption  but  this  is  not 
true.  The  appearance  of  the  material  in  the 
body  is  somewhat  more  rapid  but  the  total 
absorption  is  about  equal  between  solutions 
and  suspensions.  There  is  a real  difference  to 
be  observed  in  treating  animals  with  dusts. 
Here  the  absorption  is  decreased,  probably 


both  because  of  the  difficulty  of  holding  such 
powder  against  the  skin  and  the  larger  par- 
ticle size. 

Theories  have  been  advanced  to  explain  the 
mechanism  of  absorption,  some  of  them 
backed  by  impressive  mathematical  formulae. 
At  this  time  we  can  only  rely  on  the  follow- 
ing basic  mechanism.  Following  application 
there  is  direct  penetration  of  the  epithelium 
and  movement  into  the  sebaceous  glands  or 
other  skin  organelles. 

In  these  areas  the  material  finds  a body- 
produced  solvent  and  moves  into  the  blood 
and  lymph  systems,  thence  over  the  body 
generally.  There  is  a limiting  mechanism 
which  we  do  not  yet  understand.  Absorption, 
as  determined  with  very  sensitive  radio- 
metric  techniques,  rises  rapidly,  declines 
somewhat  more  slowly  and  is  essentially  ab- 
sent after  48  to  72  hours.  At  this  same  time, 
there  has  been  very  little  change  in  the 
amount  of  the  chemical  on  hair  or  skin.  Con- 
trol of  lice,  flies  and  other  arthropods  con- 
tinues for  several  weeks,  yet  absorption  is 
complete  within  3 days,  more  or  less. 

Some  compounds,  notably  parathion,  dia- 
zinon,  TEPP,  Ruelene,  and  Delnav,  are  rap- 
idly metabolized  and  eliminated.  Others  such 
as  DDT,  dieldrin,  aldrin  and  others  are  not 
easily  destroyed  or  eliminated.  The  difference 
is  not  entirely  a difference  between  com- 
pounds but  is  also  one  of  isomerism.  The 
gamma  isomer  of  BHC  is  more  readily  elim- 
inated than  are  its  other  isomers. 

When  plants  are  to  be  treated,  the  objective 
is  to  obtain  the  maximum  amount  of  deposit 
on  the  foliage  with  a minimum  of  “run  off” 
or  waste.  Such  applications  are  made  by 
moving  equipment,  whether  hand  or  powered, 
at  rather  steady  rates  of  flow  and  progression, 
with  no  doubling  back.  Doubling  is  controlled 
by  the  row  nature  of  the  crop  or  by  markers. 

Animals  are  usually  treated  in  pens,  mill- 
ing about.  Many  of  them  move  across  the 
spray  pattern  a number  of  times  before  the 
operator  considers  them  wet. 

The  two  types  of  applications  require  dif- 
ferent formulations.  For  plants  a coarse,  large 
particle  emulsion  is  preferred,  allowing  the 
droplets  to  be  quickly  spread  upon  the 
foliage.  One  passage  of  the  equipment  is  the 
only  exposure.  In  treating  livestock  it  is  de- 
sirable that  the  emulsified  particles  remain 
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SO  as  long  as  possible  so  that  excessive  liquid 
will  run  off  without  appreciable  additional 
deposition  of  chemical.  If  this  protection  is 
not  provided,  then  the  animals  crossing  the 
spray  pattern  several  times  would  receive 
increasing  deposits,  therefore  toxic  doses,  of 
the  chemical. 

Extreme  fineness  of  emulsion  particles  is 
even  more  important  when  dipping  vats  are 
used.  These  units,  once  filled  with  the  appro- 
priate chemical,  are  used  to  treat  a large 
number  of  animals,  then  are  not  used  for  sev- 
eral weeks  or  months.  Emulsions  containing 
particles  larger  than  10  microns  in  diameter 
have  an  increased  tendency  to  separate,  the 
particles  to  coalesce,  producing  a coarser 
emulsion  much  like  the  plant  type..  An  animal 
passing  through  a vat  containing  such  an 
emulsion  picks  up  the  large  particles  and  re- 
ceives a toxic  dose. 

Formulating  an  emulsifiable  concentrate 
for  dipping  is  a real  challenge.  Not  only  must 
there  be  a fine  particle  size  on  initial  emul- 
sification, but  this  size  must  be  maintained 
for  months  in  spite  of  added  dirt,  manure, 
urine,  hair  and  various  hair  and  wool  oils. 
This,  plus  the  inevitable  proliferation  of  bac- 
teria and  other  protozoa  that  occurs  in  or- 
ganic material,  creates  a challenging  “broth.” 

Insecticides  have  been  applied  to  inert 
dusts  such  as  pyrophylite,  bentonite  and  at- 
tapulgite  clays.  In  plant  treatment  adhesive 
agents  are  added  to  “stick”  the  material  to 
the  leaves.  For  animal  use  the  adhesives  are 
best  omitted  because  they  can  cause  excessive 
dosing,  just  as  occurs  with  large  particle 
emulsions. 

Let  us  now  consider  other  methods  of  ex- 
posure. Insecticides  are  used  for  oral  ad- 
ministration to  reach  arthropods  that  are 
within  the  tissues  of  the  host  or  that  may  be 
inaccessible  for  direct  treatment  for  other 
reasons.  Cattle  grubs,  sheep  nose  bots,  screw 
worms  and  other  parasites  are  so  treated. 
Oral  administrations  of  the  same  compounds 
may  be  made  for  control  of  helminth  para- 
sites — they  then  become  anthelmintics  as 
well  as  insecticides. 

Absorption  from  the  stomach  in  livestock, 
whether  from  the  simple  stomachs  of  hogs 
and  horses  or  the  complex  stomachs  of  the 
various  ruminants,  is  a rather  rapid  process. 
When  we  administered  radioactive  materials 


in  this  manner  appreciable  quantities  ap- 
peared in  the  jugular  blood  in  3 - 5 minutes. 

Because  of  the  rapidity  of  the  absorption, 
blood  levels  rise  sharply  to  a peak,  then  fall 
rapidly,  although  somewhat  more  slowly. 
This  rapid  peaking  is  observed  whether  the 
compound  is  essentially  oil  soluble  or  water 
soluble.  The  sharpness  of  this  peak  brings 
with  it  certain  problems.  For  most  anti- 
parasitic  treatments  a prolonged  exposure  of 
the  parasite  is  desirable.  In  some  instances  the 
original  compound  must  be  converted  by  the 
animal  body  into  the  actual  antiparasitic 
material.  With  rapid  peaking  the  exposure 
time  is  decreased  for  the  parasite  and  in 
some  instances,  the  original  material  is  not 
metabolized  in  the  manner  desired. 

The  rapid  peaking  also  increases  the  danger 
of  poisoning  the  host  — since  there  is  always 
a threshhold  level  for  a compound,  which,  if 
exceeded,  induces  frank  poisoning.  Usually, 
too,  the  short  but  high  levels  require  that 
more  material  be  administered  to  control  the 
parasite  than  would  be  needed  if  the  peak 
were  lowered  and  its  base  widened. 

With  certain  compounds  a very,  very  small 
quantity  of  a certain  metabolite  may  be  ade- 
quate for  antiparasitic  action.  In  these  cases, 
we  sometimes  find  that  a compound  can  be 
administered  in  very  small  doses  over  a pro- 
longed period  to  obtain  the  desired  action. 
This  seems  possible  through  two  mechanisms 
— increased  efficiency  and  prolonged  ex- 
posure of  the  parasite. 

To  broaden  the  base  and  lower  the  peak  of 
the  absorption  curve  in  our  researches  we 
have  utilized  three  basic  principles.  The 
simplest  is  to  avoid  giving  a capsule,  tablet 
or  drench  by  offering  the  material  in  the 
feed,  either  a single  time  or  in  multiple  feed- 
ings. In  the  first  case  a rather  large  quantity 
is  given,  in  the  latter  the  doses  may  total  the 
same  as  the  single  administration  or  may  be 
considerably  less  in  the  aggregate.  Adminis- 
trations in  feed  are  best  used  for  single  treat- 
ments and  are  best  added  to  the  individual 
animal’s  feed.  Incorporating  potent  anti- 
parasitics  into  commercial  feeds  has  been 
proposed  but  offers  so  many  problems  that  it 
is  not  being  done. 

A second  method  utilizes  the  custom  of 
supplying  salt  and  minerals  free-choice  to 
livestock.  The  parasiticide  is  added  as  one 
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more  ingredient  of  a more  or  less  already 
complex  mixture  and  the  animals  treat  them- 
selves. This  method  is  being  successfully  used 
to  control  cattle  grubs.  It  offers  many  prob- 
lems including  compatibilities,  stability  and 
uniformity  of  dosing. 

A third  procedure  is  in  its  infancy  for  live- 
stock work.  This  method  involves  the  incor- 
poration of  the  parasiticide  in  a material  that 
delays  the  release  of  the  drug,  such  as  a urea- 
formaldehyde  polymer.  The  active  material 
is  then  released  over  a prolonged  period  of 
time.  Such  mixtures  have  a dual  advantage 
in  slowing  adsorption  for  prolonged  parasite 
kill,  possible  decrease  in  hazard  and  when 
desired,  permitting  some  of  the  dose  to  move 
into  the  intestinal  tract  to  kill  helminths. 

A brisk  argument  developed  in  earlier  days 
over  the  relative  absorption  of  insecticides 
from  oils,  water  and  other  mixtures.  After 
much  discussion  and  experimentation  it  is 
generally  believed  that  there  is  little  real  dif- 
ference. 

The  system  of  “timed-release”  as  employed 
for  so  many  human  drugs  could  probably  be 
applied  to  the  administration  of  parasiticides 
intended  for  systemic  action  or  for  passage 
into  the  intestine.  Several  factors  complicate 
this  application.  The  ruminants  tend  to  mix 
the  administered  materials  with  the  rather 
massive  rumen  content.  In  the  process  of 
rumination  sizable  objects  are  usually  detec- 
ted and  spit  out.  Little  is  known  of  the  time 
required  for  various  sized  objects  of  various 
specific  gravities  and  compositions  to  leave 
the  rumen.  It  is  known  that  one  to  three  days 
is  a reasonable  expectation,  with  a portion 
passing  much  sooner  and  a portion  much 
later. 

Systemic  parasiticides  have  been  injected 
subcutaneously  and  intramuscularly  as  solu- 
tions in  oil,  diethylsuccinate  or  water.  One 
company  even  used  an  emulsifiable  concen- 
trate for  this  purpose,  but  learned  its  lesson 
— animal  tissues  are  just  as  sensitive  as  hu- 
man tissues. 

The  same  problems  exist  in  this  case  as 
exists  with  other  injectable  drugs.  One  of  the 
bigger  problems  in  the  case  of  food  animals  is 
that  of  being  certain  that  all  the  material  is 
completely  absorbed  and  that  it  will  not  be 
possible  for  a person  to  consume  a concentra- 
tion in  food.  The  problems  of  administration 


by  these  routes  have  been  great  enough  to 
dissuade  manufacturers  from  marketing 
them. 

In  considering  absorption  it  is  well  to  re- 
member that  the  fatness  of  an  animal  governs 
the  apparent  toxicity  of  some  insecticides, 
notably  the  chlorinated  hydrocarbons  and 
particularly  BHC  or  lindane.  The  animal 
seems  to  use  its  fat  depots  to  protect  itself 
against  considerable  excesses  of  these  tox- 
icants. When  the  fat  depots  are  completely 
depleted  this  protective  mechanism  can  no 
longer  operate.  Lindane  is  30  times  more 
toxic  (1/30  as  much  will  poison)  to  emaciated 
sheep  as  it  is  to  sheep  in  good  condition  — 
that  is,  those  with  normal  stores  of  fat. 

Some  writers  have  proposed  that  stored  in- 
secticides can  be  released  in  sufficient 
amounts  during  periods  of  inanition  to  in- 
duce poisoning.  Their  proposals  have  been 
confirmed  by  experimentation  but  only  when 
the  dosages  employed  are  outlandishly  large 
and  the  starvation  abrupt  and  complete. 
There  is  virtually  no  probability  that  under 
normal  circumstances  such  a cause  of  poison- 
ing will  exist. 

Absorption  and  storage  cause  us  to  think 
about  the  problems  in  diagnosing  poisoning. 
Because  of  the  storage  of  many  of  the  para- 
siticides at  all  dosage  levels  and  no  storage 
regardless  of  dosage  in  the  case  of  others, 
chemical  analyses  usually  only  lead  to  con- 
fusion. 

Diagnosis  must  be  based  primarily  upon 
history  and  symptoms,  response  to  treatment, 
and  occasionally,  lesions. 

Through  this  discussion  I hope  I may  have 
brought  you  at  least  an  insight  to  the  prob- 
lems we  encounter  in  veterinary  medicine  in 
direct  treatment. 

Two  points  remain  to  be  made.  The  ab- 
sorption and  storage  of  parasiticides  in  an- 
imals and  their  elimination  in  milk  pose  prob- 
lems of  human  safety.  The  U.S.D.A.,  the 
D.H.E.W.,  and""  other  agencies  have  rather 
elaborate  programs  of  investigation  that  lead 
to  protective  legislation  that  insure  freedom 
from  undesirable  food  contamination. 

It  is  important  that  we  do  not  vitiate  the 
information  carried  on  labels  of  parasiticides. 
Ignoring  the  instructions  for  use,  dosage  and 
warnings  to  be  found  on  these  labels  can  only 
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lead  to  harmful  residues  or  harm  to  man  and 
animals. 

The  second  and  final  point  is  that,  whether 
we  like  it  or  not,  we  are  animals  — and  we 
absorb,  store,  and  are  affected  by  these  ma- 
terials just  as  are  animals.  This  is  added 
reason  to— READ  THE  LABEL— FOLLOW 
IT. 


PROTEST  HEARD 

The  American  College  of  Radiology  has 
protested  a proposal  by  the  national  Blue 
Cross  Association  to  pay  for  radiology  and 
other  physician  care  for  the  aged  as  a part 
of  its  new  hospital  coverage  program. 

In  a letter  to  Walter  J.  McNerney,  presi- 
dent of  the  Blue  Cross  Association,  ACR 
Board  Chairman  Dr.  T.  J.  Wachowski  of 
Wheaton,  Illinois,  specifically  requested  that 
the  Blue  Cross  exclude  medical  services  from 
the  contracts  for  the  aged  to  be  written  by 
its  member  plans.  Blue  Cross  proposed  to 
cover  the  services  of  radiologists,  anesthe- 
siologists, pathologists  and  possibly  other 
physicians  and  to  make  payment  to  the  hos- 
pitals for  these  services. 

“The  inclusion  of  medical  services  in  a Blue 
Cross  contract,  particularly  one  of  this  sig- 
nificance, perpetuates  and  magnifies  a major 
dispute  currently  existing  between  phy- 
sicians and  hospitals.  Physicians  and  all  med- 
ical organizations  oppose  and  resent  the  hir- 
ing of  physicians  by  hospitals  with  a resale  of 
the  services  of  these  doctors  for  medical  fees, 
whether  such  fees  are  paid  directly  by  pa- 
tients or  thru  the  medium  of  prepayment  or 
insurance,”  Dr.  Wachowski  said. 

The  inclusion  of  medical  service  in  hos- 
pital plans  makes  the  hospital  an  undesirable 
middleman  between  the  doctor  and  the  pa- 
tient, the  radiologist  said.  Where  it  is  neces- 
sary to  cover  service  to  hospitalized  patients, 
riders  worked  out  by  Blue  Cross  and  Blue 


Shield  are  a more  efficient  method  of  ac- 
complishing the  desired  result. 

“We  would  note  that  radiology  involves  the 
penetration  of  human  tissues  with  ionizing 
radiation,  a matter  having  both  somatic  and 
genetic  consequences,”  he  cautioned. 

“Blue  Cross  contracts  which  provide  such 
coverage  as  a part  of  hospitalization  encour- 
age hospitals  to  practice  radiology  thru  the 
medium  of  employed  radiologists.  This  prac- 
tice pattern  places  authority  to  control 
radiology  into  the  hands  of  non-physician  ad- 
ministrators and  boards  of  trustees.  These 
men  are  not  educated  to  exercise  this  author- 
ity in  the  best  interest  of  patients,  even 
though  their  intentions  are  undoubtedly  the 
highest.” 

The  Blue  Cross  proposals  would  cover  pay- 
ment for  outpatient  radiation  therapy.  This 
would  represent  a further  extension  of  the 
concept  of  hospitalization,  and  “.  . . more 
deeply  intrudes  third  parties  between  phy- 
sician and  patient  and,  in  this  instance,  in  an 
area  in  which  a clear  physician-patient  re- 
lationship is  most  important.  The  great 
majority  of  patients  requiring  radiation  ther- 
apy are  suffering  from  cancer.  Best  patient 
care  in  cancer  treatment  requires  the  closest 
possible  physician-patient  relationship,”  Dr. 
Wachowski  emphasized. 

He  said  that  the  College  fully  approves  of 
the  idea  of  providing  private  insurance  cover- 
age for  aged  persons,  thus  avoiding  the  need 
for  government  programs.  However,  the  Blue 
Cross  proposals,  as  stated  in  January,  will 
tend  to  strain  further  relations  between  phy- 
sicians and  hospitals. 

The  Blue  Cross  Association  could  make  a 
major  contribution  toward  attaining  the 
united  approach  that  will  best  serve  the 
patient-public  by  removal  of  medical  services 
from  this  contract,”  the  radiologist  asserted. 
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Are  you  satisfied?  Do  you  feel  that  the  many  challenges  facing  Pharmacy  in  this  state  are 
being  properly  met?  Do  you  feel  that  we  need  action  in  additional  areas?  I doubt  if  anyone 
is  willing  to  give  a blanket  approval  to  our  present  programs,  so  if  you  desire  changes  I will 
tell  you  how  to  make  them.  Make  your  views  known  at  the  convention  next  month.  True  you 
cannot  all  attend,  but  you  can  still  be  represented.  Larger  towns  with  several  pharmacies  can 
be  sure  that  at  least  one  pharmacist  attends,  and  that  he  understands  clearly,  the  stand  of  the 
majority  of  the  pharmacists  that  he  represents.  Pharmacists  that  are  engaged  in  a one-man 
operation  can  discuss  things  with  neighboring  pharmacists  that  plan  to  attend,  then  too  their 
views  will  be  represented.  While  discussing  our  statewide  problems  with  your  fellow  phar- 
macists you  might  be  surprised  to  find  that  the  bonds  that  tie  us  together  are  stronger  than 
the  issues  that  tend  to  divide  us. 

We  are  fortunate,  in  this  state,  that  we  have  not  experienced  more  adverse  trends  than 
we  have;  we  are  bound  to  face  such  trends  in  the  future.  Your  State  Association  is  the  only 
body  that  can  act  for  you,  but  to  be  effective  it  must  be  united  and  strong.  Only  you  can  make 
it  strong.  Urge  your  friends  that  are  not  members  of  the  Commercial  and  Legislative  Section 
of  the  S.D.Ph.A.  to  join;  any  political  action  that  we  might  take  must  be  done  through  this 
section. 

Why  not  shorten  that  fishing  or  vacation  trip  by  a couple  of  days  and  attend  the  conven- 
tion? You  will  be  glad  that  you  did.  Your  attendance  will  strengthen  your  association,  renew 
your  enthusiasm,  and  the  fellowship  will  be  wonderful.  Besides,  it’s  deductable! 

Philip  E.  Case 
President 
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Digestant  needed? 

(ptazym"B  provides  the  most  potent 

pancreatic  enzyme  action  available! 


Cotazym-B  supplies 


TIMES  6RE*,TBR  FAT-SPLITTIH©  t-iPASE  CSTEAPSIN)  ACTIVITY  THAN  PANCREATIN  N.F.' 


TIMES  ORBATER  STARCH>DIOESTANT  AMV1.ASE  CAMYt.OPSINl  ACTIVITY* 


OEt.l.UL.ASE  TO  AID  IN  DIGESTION  OP  FIBROUS  VEGETIWt.ES 


Cotazym-B  is  a new  comprehensive  digestant  containing  bile 
salts,  cellulase  and  lipancreatin  for  supplementing  deficient 
digestive  secretions  and  helping  to  I’estore  more  normal  digestive 
processes.  Lipancreatin —“the  most  potent  pancreatic  extract 
available”®— is  a concentrated  pancreatic  enzyme  preparation  de- 
veloped by  Organon.^  It  has  been  clinically  proven  to  be  an  effective 
agent  for  treating  digestive  disorders  of  enzymatic  origin. 
Cotazym-B  is  indicated  for  the  symptomatic  relief  of  dyspeptic 
or  functional  digestive  disturbances  characterized  by  bloating, 
belching,  flatulence  and  upper  abdominal  discomfort. 

Dosage:  1 or  2 tablets  with  water  just  before  each  meal. 

REFERENCES;  1.  Best.  E.  B.,  Hightower.  N.  C..  Jr..  Williams,  B.  H..  and  Carobasi.  R.  J. ; South.  M.J.  53:1091.  1960.  2.  Ana- 
lytical Control  Laboratories.  Organon  Inc.  3.  Best,  E.  B..  et  al. : Symposium  at  West  Orange.  N.  J..  May  11.  1960.  4.  ISiompson, 
K.  W*.,  and  Price,  R.  T. ; Scientific  Exhibit  Section.  A. 1^1. A.,  Atlantic  City,  N.  J..  June  8-12.  1959.  5.  Weinstein.  J.  J.:  Discussion 
in  Keifer,  E.  D.,  Am.  J.  Gastro.  35:353.  1961.  6.  Ruffin.  J.  M..  McBec.  J.  W..  and  Davis.  T.  D.:  Chicago  Medicine.  Vol.  64,  No. 
2.  June.  1961.  7.  Berkowitz.  D.,  and  Silk,  R. : Scientific  Exhibit  Section,  A.M.A.,  New  York.  June  25-30,  1961.  8.  Berkowitz.  D., 
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THE  ECONOMICS  OF  PROFESSIONAL 
SERVICES* 
by 

Vincent  R.  Gardner** 

San  Francisco,  California 


Pharmacy  literature  in  recent  months  has 
centered,  to  a great  extent,  around  discus- 
sions of  the  professional  services  rendered  by 
the  pharmacist  to  the  public.  These  services 
result  from  the  specialized  knowledge  and 
skills  of  the  pharmacist  which  are  vital  in 
order  to  protect  against  the  damaging  of  pub- 
lic health  through  the  misuse  of  drugs.  If 
such  knowledge  and  skill  were  not  available, 
the  health  and  welfare  of  our  nation  would  be 
dangerously  weakened.  The  need  for  such 
services  has  been  recognized  officially 
through  the  enactment  of  state  and  federal 
laws  which  regulate  the  use  and  sale  of  drugs 
only  through  certain  designated  individuals. 

In  return  for  rendering  services,  the  mem- 
bers of  the  health  professions  must  receive 
compensation  adequate  enough  to  cover  the 
expenses  incurred  in  performing  them,  and 
allow  for  an  income  (or  profit)  which  will 
give  the  practitioner  sufficient  payment  for 
achieving  his  specialized  education,  payment 
for  his  time,  and  in  some  instances  to  com- 
pensate him  for  practicing  in  less  desirable 
geographic  areas  which  nonetheless  need  his 
services.  But  this  income  must  also  be  ade- 


*Presented at  20th  Annual  Convention  of  the 
American  College  of  Apothecaries,  San  Fran- 
cisco, California,  September  29-October  2,  1961. 

**Lecturer  in  Pharmacy  Administration,  Univer- 
sity of  California,  School  of  Pharmacy,  San 
Francisco,  California. 


quate  enough  to  induce  others  to  enter  the 
field  or  the  profession  will  stagnate  and 
finally  decline.  So  long  as  these  professions 
are  vital  to  public  health  and  welfare,  such 
decline  cannot  be  allowed. 

In  addition  to  having  qualified  professional 
people,  it  is  vital  to  public  welfare  that  they 
be  geographically  available  to  those  needing 
their  services.  Populations  residing  in  spar- 
sely settled  areas  need  the  services  of  phy- 
sician, dentist,  pharmacist,  nurse,  etc.,  just 
as  much  as  do  those  residing  in  our  metro- 
politan areas.  Grave  responsibilities  lie  with 
those  of  the  medical  professions  to  meet  the 
needs  of  our  vast  populations.  It  will  be  our 
purpose  today  to  explore  the  economics  of 
performing  professional  pharmaceutical  serv- 
ices. 

The  pharmacist  usually  performs  his  pro- 
fessional services  either  by  owning  or  prac- 
ticing in  a retail  pharmacy  through  the  dis- 
pensing of  prescriptions  and  other  drugs.  In 
addition,  the  pharmacist-owner  derives  in- 
come from  the  sale  of  items  which  may  or 
may  not  be  related  to  his  professional  nature. 
It  is  important  to  point  out  that  the  profes- 
sional nature  of  pharmacy  is  not  limited  to 
the  compounding  and  dispensing  of  prescrip- 
tions, but  extends  to  the  selling  of  other  over- 
the-counter  drugs,  poisons,  and  health  items. 
The  sale  of  any  drug  over-the-counter  to  any 
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individual  carries  professional  responsibilities 
for  public  health  which  is  only  protected 
when  the  individual  purchaser  is  made  aware 
of  even  the  remotest  dangers  of  that  drug. 
Any  purchase  of  a drug,  poison  or  health 
item  without  simultaneous  professional  serv- 
ice is  contrary  to  public  health. 

Drug  Topics  reports  that  in  1960  retail 
pharmacy  sales  volume  in  the  U.  S.  was  $7.7 
billions.  It  is  difficult  to  determine  what  per- 
cent of  this  came  from  performing  profes- 
sional pharmacy  services  and  what  came  from 
other  sources.  Approximately  $2.2  billions 
came  from  dispensing  prescriptions  — a def- 
inite professional  function.  Perhaps  another 
$1.2  billion  came  from  the  sale  of  closely  re- 
lated items,  such  as  packaged  medications, 
prescription  accessories,  first-aid  products, 
certain  baby  and  feminine  hygiene  needs, 
and  some  veternarian  products.  These  for  the 
most  part  entail  professional  advice  and 
hence  service.  Thus  about  $3.4  billions  come 
directly  from  the  performance  of  professional 
activities.  This  is  less  than  50  percent  of  the 
total  sales  volume. 

It  is  impossible  to  estimate  how  much  of 
the  remaining  sales  can  be  attributed  to  the 
professional  services  of  the  pharmacist.  We 
can  say,  however,  that  a significant  portion  of 
this  sales  volume  comes  from  sales  which  do 
not  require  professional  services.  These  sales 
are  made  in  order  to  improve  the  profitability 
of  the  pharmacy.  Some  are  not  really  needed 
to  make  the  pharmacy  a profitable  profes- 
sional outlet.  In  these  instances,  the  phar- 
macist has  become  infatuated  with  non- 
professional activities.  But  many  of  the  ad- 
ditional sales  are  made  because  the  phar- 
macy cannot  maintain  itself  on  professional 
activities  alone.  What  is  happening  is  that 
the  profession  is  subsidized  by  other  activ- 
ities. 

If  pharmacy  is  to  maintain  itself  solely  on 
its  professional  nature,  one  of  three  things 
will  have  to  be  done.  One,  a reduction  in  the 
number  of  outlets  would  bring  about  an  in- 
crease in  income  from  professional  services 
for  the  remaining  pharmacies.  If  this  step 
were  carried  out  far  enough,  pharmacy  could 
maintain  itself  on  professional  fees  alone. 
Two,  a drastic  increase  in  drug  prices  might 
bring  about  an  increase  in  income  sufficient 
to  allow  the  existing  pharmacies  the  same 


income,  but  entirely  from  professional  serv- 
ices. Prices  might  not  have  to  be  raised  to  the 
$7.7  billions  mark  in  order  to  allow  the  same 
income.  Certain  operating  costs  which  result 
solely  from  the  sale  of  unrelated  pharmacy 
items  would  be  eliminated.  Total  income 
might  remain  the  same  without  increasing 
sales  volume  to  $7.7  billions.  Three,  a less 
severe  change  in  both  the  number  of  phar- 
macies and  the  prices  of  drugs  could  also 
lead  to  a self-sufficient  professional  opera- 
tion. 

Distribution  of  Pharmacies 

We  have  already  mentioned  the  need  for 
an  equitable  geographic  distribution  of  phar- 
macies to  service  the  need  for  pharmaceutical 
services.  In  California,  a study  of  the  county 
distribution  of  pharmacies  shows  that  there 
exists  a range  of  1 pharmacy  per  1,700  people 
to  1 per  5,800  people.  It  is  possible  that  a 
shift  of  pharmacies  from  one  area  to  another 
would  better  serve  the  needs  of  the  public 
and  at  the  same  time  allow  for  self-sufficient 
professional  activities. 

In  many  instances,  certain  desirable  areas 
are  overcrowded  with  retail  pharmacies  — 
far  more  than  are  needed  to  provide  for  the 
surrounding  population  needs.  In  this  in- 
stance, poor  management  has  brought  about 
the  necessity  of  subsidizing  professional  ac- 
tivities. But  this  is  not  always  the  case.  In 
other  areas  the  population  is  too  sparse  to 
allow  a pharmacy  to  exist  on  its  professional 
services  alone.  Inadequate  numbers  of  pre- 
scription and  drug  sales  necessitate  a sub- 
sidizing action  if  costs  of  operation  are  to  be 
met.  Yet  these  areas  do  need  the  professional 
services  of  the  pharmacy,  and  only  undue 
hardship  can  result  if  they  do  not  receive 
them. 

The  situation  exists,  then,  whereby  a shift 
in  location  of  some  pharmacies  would  greatly 
improve  the  problem,  but  in  other  circum- 
stances such  is  not  the  case.  There  must  be 
some  equitable  distribution  of  pharmacies  on 
the  basis  of  needs  and  economy.  This  pre- 
sents a problem  of  great  magnitude  and  who 
is  to  be  the  one  to  decide  what  the  distribu- 
tion shall  or  should  be.  While  this  may  pro- 
vide one  of  the  best  solutions,  it  is  indeed 
difficult  to  administer. 

Prescription  Fees 

An  increase  in  the  price  of  drugs,  par- 
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ticularly  if  very  great,  would  result  in  a de- 
crease in  the  total  amount  of  drugs  sold. 

A recent  study  of  unfilled  prescriptions  in- 
dicated that,  at  the  present  price  level,  pre- 
scriptions remain  unfilled  for  reasons  other 
than  price. 2 This  study  did  not,  however, 
show  what  the  effect  of  a fee  increase  would 
have  on  the  demand.  The  law  of  demand 
demonstrates  that  as  prices  increase,  the  quan- 
tity sold  must  decrease  and  at  some  par- 
ticular rate.  With  small  fee  increases  on 
each  prescription,  it  is  doubtful  that  very 
many  prescriptions  would  remain  unfilled. 
However,  large  shifts  in  prescription  fees 
would  result  in  a decrease  in  the  number  of 
prescriptions  filled.  If  this  happens,  the  pub- 
lic welfare  would  be  diminished. 

There  are  people  who  feel  that  prescription 
fees  and  drug  prices  are  too  high  already. 
According  to  the  Department  of  Health,  Edu- 
cation and  Welfare,  the  cost  of  medical  care 
in  1960  was  56%  above  the  1947-49  average. ^ 
During  the  same  period,  all  items  showed  an 
average  of  26%  increase.  Food  was  up  20%, 
rent  41%,  personal  care  33%,  etc.  However, 
prescriptions  and  drugs  increased  by  only 
23%,  which  is,  of  course,  less  than  the  average 
increase  during  the  period.  If  a more  realistic 
index  is  applied,  the  increase  is  even  less.^ 
Prescription  fees  and  drug  prices  have  not 
kept  up  with  price  changes,  which  can  ac- 
count for  part  of  the  problem  facing  phar- 
macy. 

The  1960  Lilly  Digest  reports  that  there 
were  more  sales  and  more  prescriptions  filled 
in  all  pharmacies  in  1960,  but  profits  de- 
clined. ^ The  average  total  income  to  a phar- 
macist-owner amounted  to  $18,533.  This 
amount  has  to  compensate  for  salary,  return 
on  investment,  and  provide  for  expansion.  A 
pharmacy  with  a sales  volume  of  $120,000  to 
$140,000  provided  on  an  average  $11,163  for 
owner  withdrawal.  This  same  owner  worked 
58  hours  a week,  or  made  an  hourly  income 
of  $1.92.  This,  after  4-6  years  of  advanced 
schooling. 

Professor  R.  G.  Kerdersha  of  Rutgers  Uni- 
versity recently  estimated  that  New  Jersey 
pharmacies  saved  the  sick  $5.6  millions  in  the 


cost  of  some  20  million  prescriptions  because 
these  pharmacies  were  not  totally  compen- 
sated for  the  professional  services  rendered.® 
The  public  drug  bill  has  been  subsidized  by 
the  pharmacist  and  by  the  public  through  the 
sale  of  all  types  of  commodities. 

The  combination  of  these  two  steps  could, 
of  course,  be  carried  out.  The  public  health 
problems  of  both  solutions  would  remain, 
but  probably  to  a much  less  degree.  The  ad- 
ministrative problem  would  also  remain. 
However,  the  solution  to  the  problem  may  lie 
in  this  area.  It  would  not  place  undue  hard- 
ship on  the  pharmacist  or  on  the  public. 

The  economics  of  rendering  pharmacy’s 
professional  services  are  not  good.  In  order 
to  provide  maximum  availability  of  drugs,  a 
sufficient  amount  of  income  cannot  fre- 
quently be  derived  to  cover  the  expenses. 
Therefore,  the  pharmacy  operation  must  be 
subsidized  by  other  sales.  But,  unfortunately, 
such  subsidy  results  in  less  attention  to  the 
professional  aspect  of  the  pharmacy,  since  the 
pharmacist-owner  must  devote  attention  to 
problems  of  a non-pharmacy  nature.  This 
means  that  public  welfare  is  not  given  the 
attention  that  it  needs.  With  the  new  prob- 
lem of  drug  consultant  arising,  the  problem 
will  become  more  complex.  In  this  case,  more 
and  more  time  must  be  spent  in  the  profes- 
sional areas.  The  problem  will  be  how  to 
meet  these  needs  and  still  allow  for  an  eco- 
nomical operation.  It  will  not  be  easy  to 
solve.  The  above  solutions,  however,  may 
provide  part  of  the  answer. 
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THE  GRACE  OF  HUMILITY 

(Robins  Reader) 

Man’s  most  becoming  grace  is  his  humility. 
Conspicuous  among  the  men  of  this  genera- 
tion who  have  had  this  grace  was  the  late 
Albert  Einstein.  Endowed  with  an  intellect 
such  as  is  seldom  encountered  in  any  genera- 
tion, he  was  an  extraordinarily  humble  per- 
son. He  felt  that  his  reputation  as  a scientist 
was  tremendously  exaggerated.  “It  strikes 
me  as  unfair,  and  even  in  bad  taste,  to  select 
a few  for  boundless  admiration,  attributing 
super-human  powers  of  mind  and  character 
to  them,”  he  wrote.  “This  has  been  my  fate, 
and  the  contrast  between  the  popular  es- 
timate of  my  powers  and  achievements  and 
the  reality  is  simply  grotesque.” 

If  such  a man  as  that  can  be  that  humble, 
how  much  easier  to  be  humble  it  ought  to  be 
for  persons  like  us,  who  have  so  much  to  be 
humble  about!  Ruskin  once  declared  that 
humility  is  the  first  test  of  true  greatness, 
but  certainly  one  does  not  have  to  be  great  to 
have  this  grace.  Nor  does  being  humble  neces- 
sarily mean  being  weak,  or  timid,  or  having  a 
groveling  spirit.  On  the  contrary,  it  implies 
a certain  self-respect,  and  an  even  greater 
respect  for  others. 


PLAN  NOW  TO  ATTEND 
STATE  CONVENTION 

A few  short  weeks  from  now.  South  Dakota 
pharmacists  and  their  wives  will  assemble  in 
Sioux  Falls  for  the  76th  annual  convention 
of  the  South  Dakota  Pharmaceutical  Asso- 
ciation. 

It  would  appear  that  Sioux  Falls  phar- 
macists are  going  all-out  to  make  this  one  of 
the  finest  conventions  the  Association  has 
had.  A full-schedule  of  activities  is  being 
planned  for  both  men  and  women  which 
gives  every  promise  of  making  this  meeting 
an  informative,  constructive  and  enjoyable 
event. 

Coming  at  a time  when  pharmacy  is  facing 
a multitude  of  challenges  on  many  fronts  it 
is  imperative  that  each  of  us  make  every 
effort  to  attend  this  important  meeting.  No 
longer  can  we  afford  the  luxury  of  apathy 
toward  our  professional  responsibilities  for 
the  time  has  come  when  the  profession  needs 
the  unstinting  support  of  each  of  us. 

So  plan  now  to  be  in  Sioux  Falls  at  con- 
vention time — and  attend  all  of  the  meetings. 
The  profession  and  you  will  benefit  from  it. 
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CONVENTION  PLAN- 
NING ENTERS 
FINAL  STAGES 

Sioux  Falls  pharmacists 
are  putting  the  final  touches 
on  plans  for  the  76th  annual 
convention  of  the  South  Da- 
kota Pharmaceutical  Asso- 
ciation. 

Convention  headquarters 
will  be  the  Sheraton-Cataract 
Hotel,  with  registration  be- 
ginning at  11:00  A.M.,  Sun- 
day, June  17. 

Following  is  a brief  re- 
sume of  the  program  as 
presently  planned: 

Sunday,  June  17 

Registration  beginning  at 
11:00  A.M.,  Sheraton- 
Cataract  Hotel  lobby. 

Golf  in  the  afternoon.  Cac- 
tus Heights  Country 
Club. 

Reception  and  tea  for 
members  of  the  Auxil- 
iary, place  to  be  ar- 
ranged. 

Social  hour,  banquet  and 
dance  beginning  at  6:00 
P.M.,  Cactus  Heights 
Country  Club. 


Monday,  June  19 

Opening  session  Monday 
morning:  President’s  ad- 
dress, memorial  hour, 
committee  reports. 

Wholesaler’s  luncheon  at 
noon,  Sheraton-Cataract 
Hotel. 

Monday  afternoon:  Ad- 
dresses by  representa- 
tives of  the  American 
Pharmaceutical  Associa- 
tion and  Lederle  Labora- 
tories, and  a film  by 
Eastman  Kodak. 

Drug  Travelers’  party  be- 
ginning at  8:00  P.M., 
Minnehaha  Country 
Club. 

Tuesday,  June  19 

Final  closed  business  meet- 
ing Tuesday  morning. 

A number  of  other  activ- 
ities are  still  in  the  planning 
stage.  Among  these  are  lun- 
cheons for  the  ladies,  also  a 
style  show  and  bridge.  A 
full  schedule  for  all  who  at- 
tend is  being  planned.  A 
complete  printed  program 
including  a schedule  of  all 
events  will  be  mailed  to  each 


store  toward  the  end  of  this 
month. 

Members  may  make  their 
own  hotel  or  motel  reserva- 
tions or  write  to  Linus  Wer- 
ner, Housing  Committee,  525 
West  16th  St.,  Sioux  Falls, 
South  Dakota. 


SOUTH  DAKOTANS 
ATTEND  APhA 
CONVENTION 

South  Dakotans  attending 
the  convention  of  the  Amer- 
ican Pharmaceutical  Associa- 
tion in  Las  Vegas,  Nev., 
March  26-30  included  Mr. 
and  Mrs.  Bliss  Wilson, 
Pierre;  Roger  Eastman, 
Platte;  Dr.  and  Mrs.  Stanley 
Shaw,  Brookings;  Mr.  and 
Mrs.  T.  C.  Rutherford,  Win- 
ner; and  Ronald  Park,  Sioux 
Falls. 

Mr.  Wilson  served  as  rep- 
resentative of  the  South  Da- 
kota Pharmaceutical  Asso- 
ciation while  Mr.  Eastman 
represented  the  Board  of 
Pharmacy,  and  Dr.  Shaw  the 
Division  of  Pharmacy,  South 
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Dakota  State  College. 

Held  in  conjunction  with 
the  A.Ph.A.  meeting  were 
meetings  of  several  affiliated 
organizations,  among  these 
being  the  American  Associa- 
tion of  Colleges  of  Pharmacy, 
Rho  Chi  and  the  Student 
Branch  of  the  A.Ph.A.  Dr. 
Shaw  was  the  official  dele- 
gate of  South  Dakota  State 
College  to  the  A.A.C.P.  and 
Rho  Chi  meetings.  A num- 
ber of  students  from  the  Col- 
lege attended  the  Student 
Branch  meeting.  They  are 
Jon  Lee.  Clarkfield,  Minn.; 
Roger  Maerlens.  Canby, 
Minn.;  Orris  Welch,  Akron, 
la.;  Richard  Miller,  Sioux 
City,  la.;  and  Tom  Bratz, 
Weyauwega,  Wise.  Students, 
representing  35  schools,  were 
in  attendance. 

The  1963  meeting  of  the 
A.Ph.A.  will  be  held  in 
Miami,  Fla. 


PHARMACY  STUDENTS 
ATTEND  PROVINCE 
MEETING 

Fourteen  women  students 
from  South  Dakota  State 
College  attended  a meeting 
of  Province  E,  Kappa  Ep- 
silon, held  on  the  University 
of  Minnesota  campus,  March 
30  - April  1.  Kappa  Epsilon 
is  a national  professional 
pharmacy  fraternity  for 
women. 


Those  making  the  trip  are 

Lola  Schuman,  Stratford; 
Kay  Coffitt.  Sioux  Falls; 
Sharon  Berkner,  Milbank; 
Marlene  Wallace,  Britton; 
Marian  Hansen,  Morris, 
Minn.;  Sharon  Larson,  Wa- 
konda;  Judy  Cullen,  Cham- 
berlain; Patricia  Haucki 
Huron;  Connie  Cottrell, 
Aberdeen;  Louise  Kemen, 
Madison,  Minn.;  Donna 
Arnsdorf,  Sturgis;  Lois 
Werth,  Groton;  LaDonna 
Gross,  Carpenter;  and  Mary 
Pullman,  Brookings. 

Mrs.  Gary  Omodt  and  Mrs. 
Norval  Webb  accompanied 
the  girls  to  the  meeting. 


STUDENT  ORGAN- 
IZATIONS ELECT 
OFFICERS 

Two  student  organizations 
of  the  Division  of  Pharmacy, 
South  Dakota  State  College 
elected  officers  for  the  1962- 
63  school  year. 

The  following  were  elected 
officers  of  Kappa  Epsilon, 
national  women’s  pharmacy 
fraternity:  Lola  Schuman, 
Stratford,  president;  Lois 
Werth,  Groton,  vice  presi- 
dent; LaDonna  Gross.  Car- 
penter, secretary;  Connie 
Cottrell,  Aberdeen,  treas- 
urer; Marlene  Wallace,  Brit- 
ton, historian;  and  Donna 


Arnsdorf,  Sturgis,  chaplain. 

Kappa  Psi,  national  men’s 
pharmacy  fraternity,  elected 
the  following:  Wallace  Fair- 
field,  Forestburg,  regent; 
Charles  Thornton,  Wessing- 
ton  Springs,  vice  regent; 
Charles  Cofer.  Rapid  City, 
secretary;  Bob  Lester,  Rapid 
City,  treasurer;  Bob  Green, 
Sisseton,  historian;  and 
Dewey  Brown,  Arlington, 
chaplain. 


BLISS  WILSON 
ELECTED  TO 
NABP  OFFICE 

Bliss  C.  Wilson,  Pierre,  Sec- 
retary of  the  South  Dakota 
Board  of  Pharmacy  was  elec- 
ted vice-president  of  the  Na- 
tional Association  of  Boards 
of  Pharmacy  at  the  annual 
meeting  of  the  organization 
held  in  Las  Vegas,  Nevada, 
March  25-30. 

Peter  J.  Hauper  of  Wiscon- 
sin was  elected  to  serve  as 
President,  Emory  J.  Herndon 
of  Utah,  Treasurer  and  Fred 
T.  Mahaffey  of  Illinois,  Sec- 
retary. The  group  also  elec- 
ted E.  Schoenholzer  of  Mon- 
tana as  Honorary  President. 

The  NABP  meeting  was 
held  in  conjunction  with  the 
annual  convention  of  the 
American  Pharmaceutical 
Association. 
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DYSFUNCTIONAL 
UTERINE  BLEEDING* 

Albert  B.  Lorincz,  M.D. 

Professor  and  Chairman,  Department  of 
Obstetrics  and  Gynecology 
Creighton  University,  School  of  Medicine 


* Presented  at  Sioux  Falls  Seventh  District 
Medical  Society,  Sioux  Falls,  South  Dakota, 
March  6,  1962. 


Normal  menstruation  is  important  only  as 
a signal  of  normal  reproductive  ability.  Ab- 
normalities may  serve  as  a warning  of  im- 
paired reproductive  capacity  or  of  disease 
which  threatens  health  or  life.  By  definition 
dysfunctional  uterine  bleeding  excludes 
bleeding  due  to  (1)  pregnancy  and  its  com- 
plications; (2)  inflammation,  such  as  cervicitis, 
endometritis,  or  salpingo-oophoritis;  (3)  neo- 
plasms, either  benign  as  the  leiomyomas  and 
polyps  or  malignant  as  the  cancers  of  the 
cervix,  endometrium  and  ovary;  and  (4)  sys- 
temic disorders,  such  as  blood  dyscrasias  and 
hepatic  disease.  There  are  left  then  two 
types  of  abnormal  bleeding;  that  from  hyper- 
plasia of  the  endometrium  and  that  from  an 
apparently  normal  endometrium  and  uterus. 
In  either  case  the  bleeding  is  a functional  ab- 
normality of  endocrine  origin  demanding  a 
systematized  diagnostic  investigation. 

Of  prime  importance  is  the  need  of  estab- 
lishing histologic  proof  of  what  is  actually 
transpiring  in  the  endometrium.  This  is  prop- 
erly done  by  a diagnostic  curettage  and  this 
procedure  in  itself  will  more  often  than  not 
cure  the  disease  permanently.  Where  the 
problem  is  not  so  fortunately  resolved,  the 
management  may  be  simple  or  complex, 
largely  pending  on  the  age  or  fertility  factor, 
the  patient’s  personality  and  of  course  the  re- 
sponsible endocrine  system.  Obviously,  pa- 
tients in  the  younger  age  group  in  whom  the 
possibility  of  continued  fertility  is  important 
would  be  best  treated  by  methods  short  of 
hysterectomy,  whereas  in  the  patient  in 
whom  the  uterus  has  become  a useless  organ 
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prone  to  develop  cancer  of  the  endometrium 
or  cervix,  surgical  extirpation  should  be  the 
definitive  treatment  of  choice. 

The  problem  of  recurring  or  persistent  dys- 
functional bleeding  which  requires  an  orderly 
approach  designed  to  define  the  pathologic 
physiology  involved,  is  all  too  readily 
abandoned  in  favor  of  practical,  but  not  al- 
ways warranted,  surgical  or  radiation  ther- 
apy. Consequently,  far  too  many  young 
women  end  up  either  as  gynecologic  cripples 
or  with  needless  hysterectomies. 

It  is  known  that  the  vast  majority  of  the 
problems  of  menstrual  aberrations  are  a con- 
sequence of  persistent  anovulation.  Any  dif- 
ferential diagnostic  approach  then,  concerns 
itself  largely  with  the  etiology  of  anovula- 
tion. Examinations  of  the  cervical  mucus  and 
exfoliated  vaginal  cells  provide  a good  index 
of  estrogen  response  and  may  be  useful  in 
establishing  the  presence  or  absence  of  ovula- 
tion. The  histologic  morphology  of  the  en- 
dometrium and  the  basal  body  temperature 
record  will  provide  an  index  of  response  to 
progesterone.  These,  together  with  labora- 
tory determinations  of  urinary  17-ketos- 
teroids  and  17-hydroxycorticosteroids  and  an 
evaluation  of  thyroid  function  are  the  means 
of  determining  the  etiology  of  anovulation 
and/or  dysfunctional  bleeding. 

The  precise  contribution  of  the  thyroid 
gland  to  dysfunctional  bleeding  has  been  and 
probably  will  remain  a controversial  subject. 
Whenever  the  thyroid  is  incriminated  on 
clinical  grounds,  one  or  more  of  the  available 
tests  should  be  used  to  substantiate  or  sup- 
plement the  clinical  impression.  Due  to  the 
lack  of  standardization  of  the  laboratory  tests 
for  thyroid  function  and  the  great  variance 
in  range  of  normal  values  from  one  laboratory 
to  another,  any  given  patient,  on  the  basis  of 
a single  test,  may  be  labelled  as  mildly  hypo- 
thyroid by  one  clinician  and  euthyroid  by  an- 
other. In  borderline  cases  with  equivocal 
tests,  the  clinician  may  institute  a therapeutic 
trial  of  thyroid  extract.  If  faculty  cellular 
utilization  of  thyroid  hormone  is  suspected, 
triiodothyronine  may  be  tried.  Unless  care- 
fully conducted,  however,  such  a trial  may 
serve  to  further  becloud  the  issue.  In  a trial 
with  desiccated  thyroid,  start  with  32  mg. 
every  10  days,  and  increase  the  dosage  in 
successive  increments  of  32  mg.  every  10  days 


up  to  a maintenance  dose  of  approximately 
130  mg.  daily  for  about  6 weeks.  A clear-cut 
amelioration  of  symptoms,  elevation  of  the 
BMR  to  within  normal  limits,  a fall  in  blood 
cholesterol  of  50-100  mg.  and  a rise  of  the  PBI 
should  occur  and  be  sustained  as  long  as 
thyroid  extract  is  administered.  In  euthyroid 
persons  the  clinical  and  laboratory  responses 
will  be  equivocal  and  unsustained,  if  they 
occur  at  all.  The  hypothyroid  patient  will 
show  a return  of  symptoms  that  begin  about 
10  days  after  omission  of  thyroid  and  reach 
a maximum  in  one  to  three  months,  while  the 
neurotic  euthyroid  patient  may  report  the 
return  of  symptoms  immediately. 

In  general,  the  routine  use  of  thyroid  ther- 
apy for  dysfunctional  bleeding  in  the 
euthyroid  patient  cannot  be  recommended. 
Such  therapy  may  result  in  delaying  ade- 
quate study  of  the  patient  or  habituation  to 
thyroid  therapy.  On  occasion  it  may  induce 
iatrogenic  hypothyroidism  because  of  a 
marked  suppression  of  the  pituitary-thyroid 
axis  from  the  use  of  exogenous  thyroid. 

Having  ascertained  or  established  ade- 
quate thyroid  function,  the  pituitary-ovarian 
relationships  have  to  be  evaluated.  Ovarian 
failure  may  be  complete  or  partial,  and  in 
cases  of  dysfunctional  bleeding  it  is  usually 
that  the  ovaries  are  producing  more  or  less 
estrogen,  but  no  progesterone  because  of 
anovulation.  The  uterine  bleeding  that  occurs 
in  the  oophorectomized  human  female  follow- 
ing the  administration  of  an  appropriate  dose 
of  estrogen  is  well  known.  If  such  amounts 
of  estrogen  are  given  periodically,  the  re- 
sultant bleeding  can  mimic  genuine  men- 
struation. This  is  estrogen  deprivation  or 
withdrawal  bleeding  brought  on  by  a sudden 
lowering  of  the  estrogen  level.  Estrogen  with- 
drawal bleeding  may  be  held  in  abeyance  by 
the  use  of  progesterone  or  related  steroids  im- 
mediately following  estrogen  therapy.  Then, 
when  progesterone  therapy  is  discontinued, 
withdrawal  bleeding  will  occur.  Progesterone 
withdrawal  bleeding  is  more  complete  and 
desquamative  and  generally  begins  more 
promptly  and  does  not  last  as  long  as  does 
estrogen  withdrawal  bleeding.  We  know  too, 
that  repeated  estrogens  subsequent  to  a 
course  of  estrogen  and  progesterone  therapy 
in  a castrated  woman  will  not  prevent  pro- 
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gesterone  withdrawal  bleeding,  regardless  of 
the  dose  of  estrogen  given. 

Similarly,  during  continuous  estrogen  ther- 
apy,  cyclic  catamenia  will  always  follow 
when  any  of  the  progestational  steroids  are 
administered,  in  appropriate  dosage,  at  4 to  5 
weeks  intervals.  However,  if  progesterone 
alone  is  administered  to  a castrated  woman, 
it  will  be  ineffective  in  producing  uterine 
bleeding  unless  there  was  previous  estrogen 
priming.  These  clinical  facts  form  the  basis 
for  the  approach  to  patients  with  anovulatory 
defects  and  associated  amenorrhea.  Thus,  to 
elicit  evidence  of  ovarian  activity,  in  terms 
of  estrogen  secretion,  a course  of  progesta- 
tional steroid  therapy  is  given.  The  appear- 
ance of  bleeding  indicates  an  adequate  level 
of  endogenous  estrogen,  while  the  absence  of 
bleeding  will  indicate  ovarian  failure  in  those 
persons  in  whom  the  ability  of  the  uterus  to 
respond  to  estrogen  and  progesterone  therapy 
may  be  demonstrated. 

The  physiologic  actions  of  progesterone  un- 
doubtedly makes  it  the  most  effective  single 
therapeutic  agent  available  for  the  treatment 
of  dysfunctional  bleeding  in  the  presence  of 
adequate  endogenous  estrogens.  For  example, 
the  effect  of  administering 

a)  10  mg.  of  progesterone  I.  M.  daily  for  5 
consecutive  days  is  that  bleeding  will 
not  stop  immediately,  but  1 to  3 days 
later  the  amount  of  bleeding  will  in- 
crease and  then  stop  within  5 to  6 days. 

b)  50  mg.  given  I.  M.  as  a single  dose: 
Bleeding  will  slow  down  considerably 
and  a few  days  later  will  increase  in 
amount,  continue  for  5 to  8 days  and 
then  stop. 

c)  50  mg.  given  I.  M.  for  5 consecutive 
days:  Bleeding  frequently  stops  within 
48  hours.  Then  a bleeding  free  interval 
follows  lasting  2 to  3 days  after  the  last 
injection  when  withdrawal  bleeding  will 
start  and  persist  for  5 to  7 days. 

d)  250  mg.  given  I.  M.  as  single  dose:  Bleed- 
ing stops  within  48  to  72  hours.  Then 
after  a bleeding  free  interval  of  7 to  10 
days  withdrawal  bleeding  lasting  5 to  7 
days  starts. 

Thus,  whenever  progesterone  is  used  for 
dysfunctional  bleeding,  withdrawal  bleeding 
will  invariably  follow  2 to  10  days  later,  de- 
pending on  the  nature  of  the  progestational 


agent  used.  After  the  withdrawal  bleeding 
there  is  a period  of  amenorrhea  and  through 
a planned  monthly  course  of  cyclic  proges- 
terone, such  as  a 5 day  administration  of  pro- 
gesterone starting  21  days  after  the  onset  of 
withdrawal  bleeding,  recurring  hemorrhage 
can  be  prevented.  By  the  continued  use  of 
one  of  the  potent  19-nortetosterone  progesta- 
tional agents,  the  arrest  of  bleeding  may  be 
maintained  as  long  as  desired,  allowing  time 
for  the  correction  of  any  anemia  or  other 
conditions  that  may  be  present. 

For  those  patients  who  have  oligomenor- 
rhea as  a dysfunctional  problem,  as  is  com- 
mon in  adolescence,  the  administration  of  50 
mg.  of  progesterone  intramuscularly  at  in- 
tervals of  5 weeks  will  prevent  recurrent 
hemorrhage  and  allow  time  for  a spontan- 
eous period  to  occur.  Administration  of  125 
mg.  of  delalutin  or  oral  therapy  with  10  mg. 
of  a 19-norsteroid  for  5 days  every  5 weeks 
produces  equally  good  results. 

Regrettably,  not  all  of  the  endocrine  dys- 
functional bleeding  problems  can  be  so  read- 
ily managed  through  the  administration  of 
progestational  agents.  For  those  problems 
remaining,  our  diagnostic  approach  will  next 
require  an  evaluation  of  adrenocortical  func- 
tion through  urinary  17-kestosteroid  and  17- 
hydroxycorticosteroid  analyses.  At  this  point 
it  is  well  to  recall  the  normal  pituitary- 
adrenocortical-gondal  relationship.  Of  the 
three  layers  of  the  adrenal  cortex,  only  the 
central  zone  (zona  fasciculata)  and  the  inner 
zone  (zona  retricularis)  are  controlled  by 
ACTH.  The  outer  zone  (zona  glomerulosa)  is 
not  stimulated  by  ACTH  and  its  excretion 
product,  aldosterone,  is  controlled  by  the 
level  of  the  blood  sodium,  potassium  and  de- 
gree of  hydration.  A low  blood  sodium,  high 
potassium  or  dehydration  will  stimulate 
aldosterone  secretion  directly  or  via  a chemo- 
receptor  center  in  the  diencephalon.  Con- 
versely, aldosterone  secretion  is  diminished 
when  the  opposite  conditions  prevail.  Nor- 
mally, ACTH  stimulates  the  central  zone  to 
secrete  hydrocortisone  by  converting  choles- 
terol in  stepwise  progression  to  pregnanolone, 
progesterone,  17-hydroxyprogesterone,  com- 
pound S and  finally  to  hydrocortisone. 
Hydrocortisone  in  turn  regulates  ACTH 
secretion.  ACTH  also  stimulates  the  inner 
zone  to  secrete  the  sex  steroids,  the  principle 
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ones  being  the  17-ketosteroid  precursors, 
which  in  the  normal  state  have  little  or  no 
effect  upon  pituitary  gonadotropin  secretion. 

A brief  consideration  of  the  adrenogenital 
syndrome  will  enhance  the  understanding  of 
the  pituitary-adrenal-gonadal  relationship. 
Patients  with  congenital  adrenogenital  syn- 
drome have  a metabolic  defect  in  hydroxyla- 
tion  in  the  zona  fasciculata  and  cannot  form 
hydrocortisone.  This  results  in  the  secretion 
of  inadequate  amounts  of  hydrocortisone  ac- 
companied by  a piling  up  of  its  precursors’ 
degradation  product,  pregnanetriol.  The  in- 
ability of  the  adrenal  cortex  to  form  physio- 
logic amounts  of  hydrocortisone  causes  in- 
creased ACTH  secretion.  This  increase  in 
ACTH  causes  an  excessive  stimulation  of  the 
zona  retricularis  resulting  in  a marked  in- 
crease in  the  production  oT  these  17-kestos- 
teroid  precursors,  which,  being  androgenic, 
can  suppress  gonadotropic  hormone  partially 
or  completely  and  produce  signs  of  viriliza- 
tion. 

The  adverse  endocrine  dysfunction  in  the 
adrenogenital  syndrome  then  is  the  lack  of 
adequate  LH  and  FSH  secretion  from  the 
pituitary.  The  secretory  suppression  of  these 
trophic  hormones  results  from  the  increased 
production  of  androgenic  17-kestosteroid  and 
pregnanetriol  precursors  from  the  adrenal 
cortex.  Whenever  these  steroids  are  present 
in  excessive  amounts,  all  gonadotrophic  secre- 
tion may  be  completely  inhibited  inducing  a 
relatively  complete  hypo-ovarianism  and 
varying  degrees  of  androgenicity. 

In  these  patients,  normal  functioning  of  the 
adrenal  cortex  can  be  achieved  by  inhibiting 
excessive  ACTH  secretion  through  the  ad- 
ministration of  corticoids.  The  response  to 
oral  corticoid  therapy  for  the  adrenogenital 
syndrome  is  usually  in  the  following  se- 
quence: 

1)  17-kestosteroid  and  pregnanetriol  levels 
will  be  suppressed  to  normal  values 
after  2 to  3 weeks  of  therapy. 

2)  Menstrual  regularity  will  occur  after  4 
to  6 weeks  of  therapy. 

3)  Ovulation  may  be  noted  in  4 to  6 weeks 
in  menstruating  but  anovulatory  women 
and  in  2 to  3 months  in  previously  non- 
memstruating  women. 

4)  Increased  breast  development  usually 
occurs  after  3 months  of  therapy. 


5)  The  response  of  the  distressing  excessive 
hair  growth,  which  is  characteristic  of 
this  syndrome,  takes  from  6 to  9 months 
and  then  often  only  after  epilation  has 
been  attained  by  electrolysis. 

In  the  major  dysfunctional  bleeding  prob- 
lems, after  having  ascertained  or  established 
normal  adrenal  function,  normal  thyroid 
function  and  proliferative  phase  activity,  the 
cause  of  anovulation  remains  to  be  deter- 
mined. Therapy  is  dictated  by  the  cause  of 
the  ovulatory  defect,  be  it  pituitary  or 
ovarian  failure. 

According  to  our  knowledge  of  the  exist- 
ing interrelationship  between  the  pituitary 
and  the  ovary,  the  intravenous  administration 
of  conjugated  estrogens  may  induce  ovulation 
in  the  human  as  well  as  in  animals.  The  intra- 
venous injection  of  20  mg.  of  conjugated  es- 
trogens, such  as  Premarin,  administered  14 
days  after  an  induced  or  spontaneous  men- 
strual period  will  frequently  induce  ovula- 
tion. The  injection  may  be  administered  as 
late  as  3 or  4 weeks  after  the  onset  of  men- 
strual flow.  Ovulation,  of  course,  may  be  de- 
tected from  various  tests  such  as  the  basal 
body  temperature  record,  the  endometrial 
biopsy  on  the  first  day  of  bleeding  following 
injection,  the  assay  of  pregnanediol  excretion, 
or  certainly,  by  a diagnosis  of  pregnancy. 
The  failure  of  ovulation  to  take  place  after 
the  initial  intravenous  injection,  requires  that 
the  procedure  be  repeated  for  2 successive 
bleeding  cycles,  14  or  more  days  after  a spon- 
taneous or  progesterone  induced  bleeding 
period.  If  ovulation  fails  to  take  place  after 
all  three  injections,  this  may  be  considered 
evidence  of  a blockage  at  the  ovarian  level. 
This  barrier  may  be  similar  to  that  encoun- 
tered in  the  Stein-Leventhal  syndrome  or  in 
the  cystic  changes  of  the  ovary  with  tunica 
fibrosis.  In  this  latter  group  are  those  pa- 
tients who  are  perfectly  normal  eumorphic 
females  who  do  not  have  the  classic  manifes- 
tations of  hirsutism,  amenorrhea,  hyperten- 
sion, obesity  or  clitoral  enlargement  that 
characterize  the  Stein-Leventhal  syndrome. 

A gonadotropin  hormone  assay  and/or  a 
therapeutic  trial  of  gonadotropic  hormone 
may  then  be  necessary  to  evaluate  the 
ovarian  failure. 

An  assay  indicative  of  increased  gonado- 
tropin excretion  signifies  the  absence  of  any 
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significant  ovarian  activity.  The  lack  of  estro- 
gens results  in  the  absence  of  pituitary  gona- 
dotropin inhibition  and  therefore  there  is  ex- 
cessive FSH  excretion  in  the  urine.  A clinical 
trial  of  gonadotropic  hormone  may  either  pre- 
clude the  need  for  a gonadotropin  assay  or  be 
used  to  confirm  the  impression  of  ovarian 
failure.  The  trial  consists  of  the  intramus- 
cular injection  of  500  I.  U.  of  gonadotropic 
hormone,  from  pregnant  mare  serum,  3 times 
a week  for  3 weeks.  Vaginal  smears  are  taken 
prior  to  and  5 days  after  the  last  injection; 
100  mg.  of  progesterone  in  oil  is  given  I.  M. 
Either  of  two  effects  may  be  noted.  There 
may  be  evidence  of  ovarian  stimulation  by  an 
increased  degree  of  cornification  of  the  vag- 
inal smear,  increased  breast  size  and  with- 
drawal bleeding  following  the  progesterone 
injection.  If  these  effects  are  noted,  it  can  be 
concluded  that  the  patient  has  ovaries  cap- 
able of  responding  and  that  there  is  insuf- 
ficient pituitary  gonadotrophic  secretion. 
Should  the  patient  fail  to  show  any  response 
to  the  PMS  and  the  injected  progesterone,  it 
may  be  concluded  that  such  individuals  have 
primary  ovarian  failure.  These  patients 
usually  have  a high  gonadotrophic  excretion. 
For  those  individuals  with  secondary  type 
ovarian  failure,  further  therapy  would  consist 
of  the  administration  of  estrogens  for  3 weeks 
and  followed  by  progesterone  in  cyclic 
fashion.  The  same  dose  of  progestational 
steroid  is  given  every  4 weeks  for  as 
long  as  the  patient  has  a flow  after  each 
course.  If  she  fails  to  flow  after  any  one 
course  of  progesterone,  a 3 week  course  of 
estrogen  therapy  is  reinstituted  before  the 
next  administration  of  progesterone. 

The  purpose  of  the  estrogens  is  to  enhance 
the  sensitivity  or  responsiveness  of  the 
ovaries  to  the  patient’s  low  endogenous  gona- 
dotropic secretion.  The  parenteral  adminis- 
tration of  gonadotropic  hormone  for  other 
than  diagnostic  purposes  is  inadvisable  be- 
cause of  the  possibility  of  antihormone  forma- 
tion. The  formation  of  these  substances  or 
antigonadotropic  hormone,  will  not  only  neu- 
tralize the  activity  of  the  exogenous  material 
administered,  but  will  also  inhibit  the  endo- 
genous gonadotrophic  secretion,  as  small  as 
this  may  be,  and  further  lessen  the  possibility 
of  any  effective  treatment. 


The  use  of  human  chorionic  gonadotropin, 
although  it  does  not  have  the  potential  of 
producing  antihormones,  also  appears  un- 
warranted. In  therapeutic  application  chor- 
ionic gonadotropin  has  a high  luteotrophic  ac- 
tivity which  is  without  effect  in  maintaining 
normal  ovarian  function  secondary  to  hypo- 
pituitarism because  it  is  FSH  that  is  primarily 
necessary.  Also  chorionic  gonadotropic  hor- 
mone will  induce  anti-A  and  anti-B  factors 
in  those  patients  receiving  substantial  doses. 
In  its  preparation,  human  pregnancy  urine  is 
pooled  from  many  women  with  different 
blood  types  and  consequently  there  is  an  ac- 
cumulation of  these  factors  in  the  pooled 
urine.  Should  anti-A  and  anti-B  factors  be 
induced  in  an  individual,  it  is  conceivable  that 
it  could  also  produce  an  incompatibility  syn- 
drome should  pregnancy  occur. 

SUMMARY 

The  principles  of  diagnostic  approaches  to 
the  understanding  and  control  of  dysfunc- 
tional bleeding  of  endocrine  origin  have  been 
considered.  The  application  of  the  principles 
of  substitutional  therapy  will  usually  resolve 
problems  of  dysfunctional  bleeding  without 
resorting  to  either  unwarranted  irradiation 
therapy  or  to  needless  hysterectomy.  How- 
ever, one  will  not  infrequently  encounter  the 
situation  where  the  continuance  of  uterine 
bleeding  must  be  constantly  regulated  by 
pharmacologic  agents.  In  such  instances 
where  the  patient  is  near  the  menopausal  age 
or  there  is  obvious  infertility  such  therapy  is 
senseless  and  unnnecessary  and  the  patient 
as  a rule  will  be  best  treated  by  hysterec- 
tomy. For  the  greater  number  of  patients 
with  dysfunctional  uterine  bleeding,  more 
benefits  can  be  realized  from  thoughtfully 
planned  endocrinotherapy.  This  is  especially 
important  for  those  women  in  whom  the  sal- 
vage of  the  reproductive  powers  is  a prime 
consideration. 
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I have  selected  the  title,  “The  Great  Social 
Security  Illusion,”  for  these  remarks  because, 
unfortunately,  most  Americans  suffer  from 
extremely  serious  misconceptions  about  our 
federal  benefit  system.  Because  of  these  mis- 
conceptions, our  people  enjoy  a sense  of  well 
being  concerning  social  security  that  is  par- 
ticularly dangerous  at  a time  when  the  Ken- 
nedy Administration  and  others  are  urging  a 
radical  expansion  of  the  system  into  the  field 
of  financing  health  care  expenses.  Perhaps 
what  I intend  to  say  will  disturb  you.  If  that 
should  be  the  case,  I can  only  plead  that  it  is 
better  to  be  disturbed  now  than  disappointed 
later. 

Today,  most  Americans  are  the  unwitting 
victims  of  a great  social  security  illusion.  To 
confirm  that  assertion,  you  have  but  to  talk 
to  a cross  section  of  our  people.  You  will  find 
most  Americans  think  of  social  security  in 
terms  of  private  insurance;  that  they  who  are 
taxed  to  support  it  believe  they  are  paying 
a premium  to  provide  a pension  for  their  own 
old  age.  They  suffer  from  the  delusion  that 
somehow  the  government  can  provide  life  in- 
surance, annuity,  and  health  insurance  bene- 
fits cheaper  and  better  than  can  private  in- 
surers. Despite  these  deeply-ingrained  mis- 
impressions,  nine  out  of  ten  people  cannot  tell 
you  to  what  social  security  benefits  they  are 
or  potentially  will  be  entitled  or  what  tax 
they  are  or  will  be  paying  for  them,. 

This  is  a situation  that  should  alarm  every 
American  who  knows  that  the  survival  of  our 
form  of  government  depends  on  a well- 
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informed  electorate.  It  should  challenge  every 
citizen  who  has  the  capacity  to  assist  his  fel- 
low countrymen  to  an  understanding  of  what 
our  social  security  system  really  is.  Thought 
leaders  in  every  community  have  an  especial 
responsibility  to  respond  to  this  challenge. 
Their  response  must  be  that  of  good  Amer- 
icans concerned  lest  the  social  security  sys- 
tem be  so  subverted  that  our  government, 
sometime  hence,  will  have  to  break  faith  with 
millions  of  our  people.  Because  of  their  ex- 
perience and  special  knowledge,  it  is  natural 
that  physicians  and  insurance  men  should 
be  among  those  who  are  taking  the  lead  in  an 
effort  to  help  the  American  people  to  a better 
understanding  of  social  security.  In  the  pro- 
cess, the  profession  of  medicine,  and  the  busi- 
ness of  insurance  have  been  subjected  to  un- 
warranted criticism  by  the  proponents  of 
government  schemes.  Despite  oft-repeated 
accusations  to  the  contrary,  history  proves 
that  insurance  and  medicine  have  always 
supported  sound  — I repeat  — sound  social 
security  programs  for  America.  Distinguished 
representatives  of  the  profession  and  the 
business  were  among  those  who  helped 
formulate  the  Social  Security  Law  in  1935 
and  have  advised  concerning  its  administra- 
tion ever  since.  We  have  not  favored  every 
proposal  for  the  expansion  of  social  security. 
Just  as  the  skilled  physician  knows  that  many 
medicines  improperly  administered  in  too 
large  doses  will  kill  rather  than  cure,  we 
who  seek  soundness  in  social  security  recog- 
nize that  the  social  security  mechanism  can 
be  destroyed  by  irresponsible  over-extension 
and  by  long-continued  misinterpretation.  If 
our  people  are  to  be  spared  the  ultimate  disil- 
lusionment of  a complete  breakdown  of  the 
social  benefit  structure,  we  must  overcome 
without  delay  a number  of  serious  illusions 
about  it. 

I believe  that  the  complacence  of  the  Amer- 
ican people  about  their  social  security  system 
is  an  induced  condition.  By  design  or  other- 
wise, the  social  security  law  is  so  complex 
as  to  discourage  effort  by  most  people  to  un- 
derstand it.  With  Machiavellian  disregard  for 
popular  usage,  it  employs  words  such  as  “in- 
surance” and  “contribution”  — words  whose 
connotations  please  the  public.  The  man  in 
the  street  can  scarcely  be  blamed  for  his  mis- 
conceptions when  leading  politicians  of  both 


parties  constantly  assure  him  that  social 
security  is  insurance.!  Whether  social  bene- 
fit schemes  are  or  are  not  insurance  is  of 
less  consequence  than  when  the  advocate 
of  ever-bigger  government  plans  keeps  re- 
ferring to  them  as  “insurance”  he  means  one 
thing  while  the  general  public  thinks  he 
means  another.  This  kind  of  political  double 
talk  reminds  us  of  Humpty-Dumpty  who  de- 
claimed: “When  I use  a word,  it  means  just 
what  I choose  it  to  mean  — neither  more  or 
less.”  Despite  the  politicians,  we  have  the 
authoritative  word  of  the  Supreme  Court  of 
the  United  States  in  its  decision  in  the  case 
of  Flemming  v.  Nestor  that  “the  non-contrac- 
tual  interest  of  an  employee  covered  by  the 
(Social  Security)  act  cannot  be  soundly 
analogized  to  that  of  the  holder  of  an  annuity 
whose  rights  to  benefits  are  bottomed  on  his 
contractual  premium  payments. ”2  In  arguing 
for  this  point  of  view  the  Solicitor  General  of 
the  United  States  said  to  the  Court,  “.  . . social 
security  must  be  viewed  as  a welfare  instru- 
ment to  which  legal  concepts  of  ‘insurance’, 
‘property’,  ‘vested  rights’,  ‘annuities’,  etc.,  can 
be  applied  only  at  a serious  distortion  of 
language. ”3  The  repeated  election-year 
changes  in  social  security  deny  the  notion 
that  he  who  pays  the  social  security  tax  has 
any  vested  right  to  later  benefits  for  himself. 
The  most  that  can  be  said  is  that  it  will  be 
very  difficult  for  this  country  to  abandon  a 
system  of  provision  for  the  aged  under  which 
each  generation,  by  paying  for  the  benefits  of 
the  preceding  one,  acquires  a similar  claim  to 
support  by  the  next.^  It  should  not  be  so  dif- 
ficult to  remedy  the  social  benefit  illusion 
stemming  from  the  false  notion  that  the  social 
benefit  taxes  we  pay  are  somehow  money  we 
send  ahead  to  provide  a pension  for  our  own 
retirement  years.  We  have  the  admission  of 
Professor  Wilbur  Cohen,  a principal  architect 
of  social  security,  in  testimony  before  the 
Senate  Finance  Committee  in  March,  1961, 
that  the  so-called  Social  Security  trust  fund 
would  be  insufficient  to  pay  out  the  benefits 
of  those  already  on  the  benefit  rolls,  let  alone 
provide  anything  for  the  millions  who  have 
paid  social  security  taxes  but  are  not  yet 
eligible  for  benefits.  The  unfunded  liability 
of  the  social  security  system  is  estimated  to 
be  on  the  order  of  $360  billions.  This  stagger- 
ing sum,  so  large  as  to  defy  understanding. 


— 219  — 


SOUTH  DAKOTA 


can  only  be  paid  from  taxes  levied  on  present 
and  future  generations  of  American  workers 
and  their  employers. ^ We  should  recall  also 
that  the  assets  of  the  trust  fund  are  simply 
bonds  of  the  United  States  Treasury  — in 
other  words,  the  government’s  I.O.U.  in  an 
amount  roughly  equivalent  to  the  excess  of 
social  security  taxes  paid  to  date  over  bene- 
fits already  paid  out.  These  bonds  likewise 
can  only  be  paid  by  you  and  me,  the  Amer- 
ican taxpayer. 

Another  cause  of  the  social  security  illusion 
is  the  vague  impression  that  somehow  the 
government  can  do  the  job  of  supplying 
security  cheaper  and  better  than  can  the  in- 
dividual through  private  enterprise.  That 
the  government  has  been  able  to  provide  so- 
cial security  bargains  for  some  is  attributable 
only  to  its  ability  to  defer  costs  and  impose 
them  on  later  generations  of  taxpayers.  How- 
ever, the  enormous  problems  of  federal  finan- 
cial management  are  obvious  from  the  fact 
that  only  five  times  since  the  administration 
of  Herbert  Hoover  has  our  annual  federal 
budget  been  balanced.  Recall  if  you  please 
that  in  the  current  fiscal  year  we  shall  have 
a deficit  of  $7  or  $8  billion  and  that  the  direct 
obligations  of  the  United  States  Treasury  are 
crowding  the  $300  billion  mark.  That  our 
current  federal  fiscal  plight  is  not  due  solely 
or  even  principally  to  war  but  significantly 
to  domestic  programs  is  the  conclusion  of  so 
eminent  an  authority  as  Senator  Harry  Byrd, 
the  scholarly  and  distinguished  chairman  of 
the  Senate  Committee  on  Finance.  On  Sep- 
tember 13,  1961,  in  addressing  the  Senate,  Mr. 
Byrd  predicted  by  fiscal  year  1965  that  fed- 
eral expenditures  unless  checked  will  approx- 
imate $137  billion  per  year  as  a minimum.  He 
said:  “The  big  increases  in  federal  spending 
in  the  recent  past,  the  present,  and  the  future, 
have  been,  are  and  — short  of  war  — will 
be  in  domestic  — civilian  programs;  not  de- 
fense or  foreign  aid.”® 

Is  it  not  naive  to  believe  that  government 
can  do  it  cheaper  and  better  when  the  very 
enormity  of  government  with  its  inherent 
necessity  for  checks,  balances,  and  counter- 
balances — must  always  involve  the  employ- 
ment of  an  expensive  bureaucracy?  Govern- 
ment creates  no  wealth.  It  can  only  take  from 
one  to  give  to  another  while  losing  a sig- 
nificant part  of  the  nation’s  life  blood  in  the 


transfusion.  Government  has  no  special  com- 
petence in  most  matters.  It  is  administered 
for  the  most  part  by  ordinary  men  who  have 
neither  omniscience  nor  special  competence 
in  the  hundreds  of  problems  with  which  gov- 
ernment is  forced  to  deal.  In  most  matters, 
certainly  the  individual  is  a better  judge  of 
what  is  good  for  him  than  is  society  operating 
through  a remote  and  usually  harassed 
bureaucracy. 

Social  security  in  America  is  now  more 
than  25  years  old.  Some  facets  of  its  character 
about  which  the  American  people  need  be  in- 
formed are  beginning  to  become  clear.  We 
can  thank  an  increasing  number  of  discerning 
and  objective  students  for  revealing  them  to 
us7  What  are  these  characteristics?  The  first 
is  that  these  plans  stemming  from  universal 
agreement  that  society  must  accept  the  re- 
sponsibility for  caring  for  those  who  cannot 
care  for  themselves  subtly  change  into  com- 
pulsory, monolithic,  state-controlled  systems 
by  which  government  prescribes  levels  of 
benefit  for  all  irrespective  of  need.  The  sec- 
ond is  that  plans  initiated  to  relieve  want  by 
employing  compulsion  result  in  a mandatory 
redistribution  of  income  and  lead  to  the 
egalitarian  state.  With  socialization  of  income 
the  individual  loses  incentive  to  achieve  and 
the  dynamic  drive  that  has  made  the  Amer- 
ican private  enterprise  system  mandkind’s 
superlative  economic  accomplishment  is  lost. 
Third,  the  costs  of  social  benefits  are  usually 
understated  when  new  or  more  liberal  bene- 
fits are  proposed  and  are  frequently  disguised 
by  deferring  them  for  later  generations  to 
pay.  Fourth,  the  extreme  complexity  of  social 
security  creates  a serious  problem  in  a de- 
mocracy because  the  system’s  administrators, 
who  are  quite  naturally  its  proponents,  tend 
to  become  its  principal  interpreters,  often 
utilizing  the  facilities  of  the  system  itself  to 
propagandize  for  its  expansion.  Fifth,  the 
purely  emotional  argument  that  the  needy 
should  not  be  subjected  to  the  distressing  ad- 
mission through  a “means  test”  that  they 
need  help  does  not  alter  the  fact  that  the 
only  socially  justifiable  basis  for  a compul- 
sory system  is  the  special  need  of  some.  Thus 
the  benefits  they  receive  are  an  expensive 
kind  of  charity  after  all.  Sixth,  no  rhatter  how 
well  designed  and  efficient  they  may  seem 
in  the  beginning,  compulsory  systems  tend  to 
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become  static.  Lacking  the  stimulus  of  com- 
petition, they  stifle  initiative  and  inhibit  pro- 
gress. And  seventh,  in  the  long  run  the  costs 
of  social  security  unless  sternly  checked  be- 
come such  that  the  people  would  be  far  better 
off  without  it.  As  Professor  Hayek,  of  the 
University  of  Chicago,  has  pointed  out;  “Does 
anyone  really  believe  that  the  average  semi- 
skilled worker  in  Italy  is  better  off  because 
44  per  cent  of  his  employer’s  total  outlay  for 
his  work  is  handed  over  to  the  state.  Or,  in 
concrete  figures,  for  the  49  cents  which  an 
employer  pays  for  an  hour  of  his  work,  he 
receives  only  27  cents,  while  22  cents  is  spent 
for  him  by  the  state.  Or  if  the  worker  under- 
stood the  situation  and  was  given  the  choice 
between  this  and  having  his  disposable  in- 
come nearly  doubled  without  social  security, 
he  would  choose  the  former?  Or  that  in 
France,  where  the  figure  for  all  workers 
amounts  to  an  average  of  about  one  third  of 
total  labor  cost,  the  percentage  is  not  more 
than  workers  would  willingly  surrender  for 
the  services  that  the  state  offers  in  return? 
Or  that  in  Germany,  where  about  20  per  cent 
of  the  total  national  income  is  placed  in  the 
hands  of  the  social  security  administration, 
this  is  not  a compulsory  diversion  of  a share 
of  resources  much  greater  than  the  people 
would  expressly  wish?  Can  it  be  seriously 
denied  that  most  of  those  people  would  be 
better  off  if  the  money  were  handed  over  to 
them  and  they  were  free  to  buy  their  own  in- 
surance from  private  concerns?”® 

What  has  happened  elsewhere  to  social 
security  taxes  will  happen  here  unless  the 
American  people  become  informed.  Our 
social  security  taxes  for  already-enacted  pro- 
grams currently  require  the  collection  of 
314%  of  covered  payroll  up  to  $4,800  per  an- 
num each  on  employer  and  employee.  By 
1968,  a year  earlier  than  the  previously- 
anticipated  leveling-off  date,  the  combined 
tax  paid  by  employer  and  employee  under 
existing  law  will  amount  to  9y4%  of  the  first 
$4,800  per  year  of  covered  earnings.  Secre- 
tary Ribicoff,  of  the  Department  of  Health, 
Education,  and  Welfare,  testified  a year  ago 
before  the  Senate  Finance  Committee  that  in 
his  judgment  a total  tax  of  10%  of  the  first 
$5,000  of  annual  earnings  was  the  maximum 
tax  that  should  be  levied  for  social  security 
purposes.®  Yet,  the  proclivity  of  social  bene- 


fit schemes  to  burgeon  and  grow  is  such  that 
Mr.  Ribicoff’s  assistant.  Professor  Cohen,  has 
advocated  that  the  social  security  tax  base 
gradually  be  increased  to  the  first  $9,000  per 
year  of  earnings  and  with  a compulsory 
health  insurance  scheme  added,  a tax  of  20% 
of  $9,000  per  year  would  be  in  order. ’O  Isn’t 
it  time  that  the  American  people  be  asked 
whether  they  prefer  to  spend  their  own  dol- 
lars or  have  a government  factotum  do  it  for 
them?  In  the  light  of  known  present  and 
future  costs  of  social  security,  in  the  face  of 
taxation  that  already  borders  on  confiscation, 
at  a time  when  our  nation  must  shoulder  the 
enormously  costly  burden  of  an  international 
defense  against  communist  aggression,  it  is 
nothing  less  than  fiscal  irresponsibility  to 
urge  the  enactment  of  additional  social  bene- 
fit programs.  Let  us  bear  in  mind  the  ad- 
monition of  Professor  Northcote  Parkinson 
that  when  taxes  take  20%  of  the  national  in- 
come, the  taxpayer  begins  to  take  evasive 
action,  at  25%  inflation  begins  to  debase  the 
currency,  and  at  30%  the  nation  is  on  its  way 
to  history’s  junkpile.''  ^ 

It  is  against  this  background  of  social 
security  illusion,  based  on  misrepresentation, 
misconception,  and  false  hope,  that  advocates 
of  more  and  bigger  governmental  benefits  are 
again  proposing  the  extension  of  social  secur- 
ity into  the  field  of  health  care  for  the  aged. 
There  is  a long  history  of  their  attempts  to 
inject  government  further  into  the  area  of 
health  care.  Over  the  last  20  years  we  have 
seen  the  Wagner-Murray-Dingell  bills,  the 
Forand  bill,  and  currently  the  King-Anderson 
bill.  Arguments  in  support  of  these  measures 
have  included  the  fact  that  disability  is 
greater  among  the  aged  than  among  younger 
people,  that  the  cost  of  health  care  has  risen, 
and  the  assertion  that  older  people  cannot 
pay  these  costs.  It  has  been  alleged  that  pri- 
vate health  insurance  and  the  private  practice 
of  medicine  are  not  competent  to  meet  the 
need.  Recently,  the  interesting  if  hysterical 
argument  has  been  asserted  that  Americans 
had  better  embrace  the  King-Anderson  bill 
because  it  is  inevitable. 

No  one  denies  that  older  people  are  dis- 
abled more  than  younger  people  but  this  does 
not  establish  that  older  people  are  unable,  as 
a class,  to  meet  the  costs  of  their  health  care. 
Evidence  of  their  capacities  indicates  the  con- 
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trary.  In  fact,  many  older  couples  are  better 
able  to  meet  these  costs  than  are  their  chil- 
dren who  are  still  raising  a family  and  pay- 
ing off  the  mortgage.  For  that  minority  of 
older  people  who  cannot  pay  their  health 
care  costs,  in  addition  to  previously  estab- 
lished assistance  media,  both  public  and  pri- 
vate, we  now  have  the  funds  made  available 
by  the  Kerr-Mills  bill,  PL  86-778,  enacted  in 
1960.  Health  care  costs  have  risen  but  this 
is  because  of  general  inflation  which  has  in- 
creased the  cost  of  nearly  everything  else 
and  because  today  thanks  to  the  scientific 
progress  of  medicine  the  quality  of  care  is 
immeasurably  better  than  even  10  years  ago. 
To  allege  that  the  means  of  financing  health 
care  through  private  insurance  do  not  exist 
is  to  deny  that  which  is  a matter  of  public 
record.  No  business  has  achieved  a better 
record  than  health  insurance  in  moving  effec- 
tively to  meet  a public  need.  Private  health 
insurance  is  available  and  is  adequate  to  fi- 
nance the  health  care  costs  of  the  aged  as 
well  as  other  segments  of  our  population. 
What  the  proponents  of  the  King-Anderson 
bill  and  similar  measures  do  not  like  to  talk 
about  is  the  cost  of  their  proposals  or  the  in- 
evitable control  of  the  practice  of  medicine 
with  consequent  deterioration  in  the  quality 
of  medical  service.  The  proponents  of  the 
King-Anderson  bill  (HR  4222)  basing  their 
estimates  on  a handful  of  scarcely  reliable 
household  interviews  have  set  its  cost  at  $1 
billion  per  year  in  its  early  years  rising  to  an 
eventual  annual  cost  of  $2^/2  billion  per  year. 
^^But  actuarial  analyses  based  on  actual  in- 
surance experience  lead  us  to  believe  that 
these  costs  would  be  $2.2  billion  in  1963  and 
$5.4  billion  by  1983.13  The  disclaimer  in  the 
bill  that  the  legislation  confers  no  authoriza- 
tion to  control  the  practice  of  medicine  or 
interfere  in  the  patient-physician  relationship 
has  a hollow  ring  in  the  light  of  the  respon- 
sibility the  bill  places  on  the  Secretary  of 
Health,  Education  and  Welfare  to  establish 
rules  and  conditions  and  approve  schedules 
of  fees  and  charges.  The  United  States 
Supreme  Court  put  in  more  elegant  language 
the  old  maxim  that  “He  who  pays  the  piper 
calls  the  tune”  when  it  decreed  that  “it  is 
hardly  lack  of  due  process  for  the  govern- 
ment to  regulate  that  which  it  subsidizes.”  1 ^ 

That  the  proponents  of  the  King-Anderson 


bill  have  no  intention  of  limiting  the  ultimate 
program  to  the  aged  or  to  the  relatively 
modest  benefits  proposed  in  the  present 
measure  is  revealed  by  the  words  of  former 
Congressman  Aime  J.  Forand,  who  said  last 
December:  “If  we  can  only  break  through  and 
get  our  foot  in  the  door,  we  can  expand  the 
program  after  that.”  And  Walter  Reuther, 
President  of  the  United  Auto  Workers, 
testifed  before  the  House  Ways  and  Means 
Committee:  “If  we  can  get  the  principle 
established,  we  want  to  build  on  that  prin- 
ciple just  as  we  built  on  the  social  security 
principle.”  The  principle  to  which  Mr. 
Reuther  referred  is  that  government  should 
accept  the  responsibility  of  paying  the  health 
care  costs  of  the  aged  irrespective  of  need. 
Once  such  a principle  is  accepted  by  the 
American  people,  pressures  would  be  gen- 
erated for  program  expansion  that  could  not 
be  stopped  short  of  a total  national  compul- 
sory health  plan  including  the  socialization 
of  the  practice  of  medicine  and  the  national- 
ization of  our  hospitals,  our  pharmaceutical 
industry  and  our  health  insurers.  Like  a can- 
cer, social  benefit  schemes  grow,  proliferate 
and  spread  unless  sternly  checked  by  an  in- 
formed and  alert  electorate. 

The  critical  moment  is  at  hand  when  men 
of  good  will  must  work  to  dispel  the  social 
security  illusion.  We  must  intensify  our  ef- 
forts to  inform  the  public  of  the  real  cost  of 
government  benefits  not  only  in  terms  of 
present  and  future  dollars,  but  in  terms  of 
sacrificed  individual  freedoms.  At  the  risk 
of  being  villified  and  misunderstood  we  must 
demonstrate  that  ill-advised  expansion  of 
social  benefits  can  destroy  our  social  security 
system  and  shatter  the  faith  that  millions  of 
Americans  place  in  our  government.  We  must 
seize  every  opportunity  to  communicate  our 
message.  We  must  direct  our  attention  not 
only  to  the  American  people  generally,  but 
to  the  thought  leaders,  teachers,  clergy,  the 
press,  and  every  organized  group  who  will 
listen  to  what  we  have  to  say.  Finally,  we 
have  the  duty  to  make  our  position  known  to 
the  men  who  represent  us  in  Washington 
and  in  the  state  capitals.  Our  responsibility 
to  them  is  not  simply  to  express  a point  of 
view,  but  in  a clear,  concise  way  to  support 
our  arguments  with  facts. 

Those  who  are  struggling  for  sanity  in 
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social  security  are  fighting  to  preserve  an 
America  in  which  the  individual  person  now 
and  in  the  future  may  enjoy  opportunity  as 
well  as  a degree  of  security.  In  the  past  we 
have  proved  that  society  makes  the  greatest 
progress  when  the  individual  person,  unfet- 
tered by  the  dictates  of  government,  is  given 
fullest  freedom  to  make  the  most  of  himself. 
If  the  philosophy  of  those  who  would  expand 
and  liberalize  social  security  benefits  be- 
comes dominant,  we  of  this  generation  will 
have  been  guilty  of  trading  our  American 
heritage  for  specious  security,  for  security 
without  opportunity,  hope,  or  freedom.  That 
so  foolish  an  exchange  is  unnecessary,  is  im- 
plicit in  our  record.  Through  already  estab- 
lished mechanisms,  both  public  and  private, 
America  can  care  adequately  for  those  of  its 
citizens  who  need  help.  We  do  not  require 
and  do  not  want  further  expansion  of  social 
benefit  schemes  that  would  strain  our  econ- 
omy, adulterate  the  quality  of  the  health  care 
we  receive,  and  subvert  the  beliefs  that  have 
made  our  nation  great.  If  we  believe  in  the 
American  ideal,  we  should  spare  no  resource 
in  its  defense.  This  is  the  time  of  decision. 
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vertisement appearing  elsewhere  in  this  issue: 
GREEN  and  RICHMOND  — PEDIATRIC 
DIAGNOSIS 

A symptomatic  approach  to  diagnosis  of 
childhood  disorders  — telling  you  what 
to  look  for,  how  to  look  for  it,  and  the 
significance  of  your  findings. 

NEALON  FUNDAMENTAL  SKILLS 
OF  SURGERY 

Step-by-step  procedures  in  both  major 
and  minor  surgery  — ranging  from  man- 
agement of  infection  to  closed  chest  treat- 
ment of  cardiac  arrest. 

THE  1961-1962  MAYO  CLINIC  VOLUMES 
171  valuable  articles  from  this  world- 
famous  medical  center  on  the  latest  diag- 
nosis and  treatment  measures  in  medicine 
and  surgery. 
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As  we  are  drawing  near  the  end  of  our  Association  year,  I want  to  thank  you  again  for  the 
honor  and  privilege  of  being  elected  president. 

In  travelling  through  the  state  I have  met  with  courtesy  and  good  fellowship,  as  well  as  full 
support  of  Association  policies  on  our  Old  Age  Assistance  program  and  our  resistance  to  King- 
Anderson  type  legislation. 

I hope  you  will  give  your  continued  support  to  our  incoming  president.  Dr.  Magni  David- 
son of  Brookings. 


C.  J.  McDonald,  M.D. 


President 


SMOKING 

Concerning  smoking,  James  the  1st.  of  Eng- 
land (1566-1625)  is  credited  with  saying  “A 
custom  loathsome  to  the  eye,  harmful  to  the 
brain,  dangerous  to  the  lungs,  and  in  the 
black,  stinking  fumes  thereof,  nearest  re- 
sembling the  horrible  Stygian  smoke  of  the 
pit  that  is  bottomless.” 

Smoking  has  become  so  universal  and  com- 
monplace as  to  be  generally  accepted.  In  re- 
cent years,  however,  its  enjoyment  has  been 
lessened  by  the  relationship  that  has  been 
established  between  smoking  and  lung  cancer. 
According  to  several  studies  there  is  evidence 
that  there  is  a difference  in  type  between  the 
smoker  and  non-smoker. 

In  a study  of  2,360  male  subjects  made  by 
Dr.  H.  J.  Eysenck  of  the  Institute  of  Psy- 
chiatry of  London  and  published  in  the 
British  Medical  Journal  1:1456,  1960  it  is 
hypothesized  that  cigarette  smokers  would  be 
(1)  more  extraverted  (2)  less  rigid,  and  (3) 
more  neurotic  than  non-smokers.  The  sub- 
jects were  selected  to  conform  to  a pre- 
determined sampling  scheme,  and  stratified 
according  to  age,  social  class  and  smoking 
habits.  The  results  strongly  confirmed  the 
first  hypothesis,  weakly  confirmed  the  second 
and  failed  to  confirm  the  third.  Pipe  smokers 
were  found  to  be  the  most  introverted.  On 
the  whole  the  data  confirms  the  view  that 
genotypic  differences  exist  between  smokers 
and  non-smokers  and  between  cigarette 
smokers  and  pipe  smokers. 

A survey  of  smoking  habits  of  Massa- 


chusetts physicians  reported  in  the  New  Eng- 
land Journal  of  Medicine  v.  250,  p.  1042-1045 
by  Dr.  Leonard  Snegereff  and  Olive  M.  Lom- 
bard is  based  on  4,104  returns  from  a ques- 
tionnaire sent  to  members  of  the  Massa- 
chusetts Medical  Society.  A third  (32.9  per 
cent)  report  that  they  do  not  now  use  tobacco 
although  half  of  them  (16.5  per  cent)  had  pre- 
viously smoked.  A fifth  (19.7  per  cent)  report 
that  they  are  using  less  tobacco  than  five 
years  ago;  an  additional  0.7  per  cent  have 
changed  from  cigarettes  to  pipe  or  cigar 
smoking  and  3 per  cent  are  now  using  filtered 
cigarettes. 

In  this  study  in  reply  to  “Have  you  changed 
your  smoking  habits  as  a result  of  recent  lung 
cancer  publicity?”  63.5  per  cent  replied  no; 
15.1  per  cent  yes;  3 per  cent  changed  for  other 
reasons;  16.4  per  cent  never  smoked;  0.4  per 
cent  no,  but  intend  to  stop;  0.4  no,  but  con- 
sidering stopping  and  1.3  per  cent  unknown. 

An  interesting  study  on  masculinity  and 
smoking  is  reported  by  Dr.  C.  C.  Seltzer  in 
Science  130:1706,  1959.  The  subjects  for  this 
study  were  252  Harvard  College  Sophomores 
first  seen  between  1938  and  1942  with  a follow 
up  through  annual  questionnaires,  retesting, 
and  visits  in  order  to  obtain  a variety  of  fac- 
tual material  including  data  on  their  smoking 
habits.  This  has  been  continued  for  15  years. 
With  the  aid  of  standarized  charts,  individ- 
uals are  characterized  as  having  a strong, 
moderate,  weak  or  very  weak  masculine  com- 
ponent which  is  the  element  of  masculinity  in 
the  individual  as  indicated  by  his  external 
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morphological  features. 

It  was  found  that  weakness  of  the  mas- 
culine component  is  significantly  more  fre- 
quent in  smokers  than  non-smokers  and  much 
more  so  in  heavier  smokers.  This  may  mean 
that  for  a specified  type  of  individual, 
smoking  may  be  a reflection  of  certain  per- 
sonality and  behavioral  traits  which  are 
characteristic  of  his  biological  makeup. 

Another  article  pertaining  to  this  study 
brings  out  the  differences  between  smokers 
and  non-smokers  as  reported  by  Dr.  Clark  W. 
Heath  in  AMA  Archives  of  Internal  Medicine 
V.  107,  1958,  pp. -377-388.  The  non-smokers  as  a 
group  possess  the  more  stable  qualities  of 
dependability  and  good  direction  of  aims  in 
life,  although  they  are  somewhat  on  the 
bland,  uncommunicative  side.  The  group  of 
smokers  appears  to  contain  more  of  the  men 
who  are  energetic,  searching  for  aims  and 
purposes,  variable  and  less  stable.  The  non- 
smokers  tended  to  major  in  natural  sciences, 
particularly  physics  and  chemistry;  the 
smokers  tended  to  choose  majors  in  social 
studies,  arts  and  letters.  Moderate  smokers 
were  represented  predominantly  in  business 
and  medicine.  Smoking  has  some  origins  in 
personality  and  physiologic  characteristics. 
These  may  have  as  much  right  to  a place  in 
the  etiology  of  the  disease  as  the  tobacco 
smoke  ingestion  itself. 

Esther  Howard 

Medical  Librarian 

"HEADACHE"  REPRINTS 
AVAILABLE 

Reprinted  copies  of  a Classification  of 
Headache,  prepared  by  a committee  ap- 
pointed by  the  National  Institute  of  Neu- 
rological Diseases  and  Blindness,  are  avail- 
able to  interested  persons  or  groups  on  re- 
quest. Single  or  quantities  of  reprints  may 
be  obtained  without  charge  from  the  In- 
formation Office,  NINDB,  Bethesda  14,  Mary- 
land. 


AMERICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOLOGY 

Applications  for  certification  in  the  Amer- 
ican Board  of  Obstetrics  and  Gynecology, 
new  and  reopened,  Part  I,  and  requests  for 
re-examination  in  Part  II  are  now  being  ac- 


cepted. All  applications  and  requests  for  re- 
examination are  to  be  received  in  the  Office 
of  the  Executive  Secretary  and  Treasurer  on 
or  before  the  deadline  date  of  July  1,  1362. 
No  applications  will  be  accepted  after  that 
date. 

Candidates  are  urged  to  review  the  current 
Bulletin  of  the  Board,  which  may  be  acquired 
by  writing  to  the  Executive  Secretary,  in 
order  that  they  be  well  informed  of  the 
present  requirements  prior  to  submitting  ap- 
plication. 

After  July  1,  1962,  this  Board  will  require 
a minimum  of  three  (3)  years  of  approved 
progressive  Residency  Training  for  admission 
to  the  examinations.  After  this  date,  train- 
ing by  Preceptorship  will  not  be  acceptable. 

Diplomates  of  this  Board  are  urged  to 
notify  the  office  of  the  Executive  Secretary 
of  a change  in  address. 

Office  of  the  Executive  Secretary  and 
Treasurer 

Robert  L.  Faulkner,  M.D. 

2105  Adelbert  Road 

Cleveland  6,  Ohio 


NOTICE 

It  has  been  announced  that  Norwood 
Studios,  Inc.,  of  Washington,  D.  C.  has 
replaced  United  World  Films,  Inc.  as  the 
U.  S.  Government  contractor  for  the  sale 
of  government  film  productions.  All  in- 
quiries regarding  the  sale  of  Communic- 
able Disease  Center  films  should  be 
addressed  to: 

Norwood  Studios,  Inc. 

926  New  Jersey  Ave.,  N.  W. 

Washington  1,  D.  C. 


ATTENTION,  DOCTOR! 

Do  you  need  an  experienced  lab  technician. 
X-ray  technician,  office  girl  — or  someone 
with  a combination  of  these  skills  — to  fill 
in  during  vacations?  If  so,  the  Medical  Assist- 
ants have  just  the  girl  for  whom  you  are  look- 
ing. She  is  Burdell  Porter,  and  you  can  call 
her  at  EDisori  8-3605  in  Sioux  Falls. 
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SMILE  AS  YOU  SAY  IT 

At  a busy  67,  she  sports  several  chic  out- 
fits, enjoys  an  occasional  hairdo,  and  has 
health  insurance,  two  self-supporting  chil- 
dren, and  a wage-earning  (and  insured)  hus- 
band. Her  income  is  zero.  But  don’t  call  her 
a poor  old  woman  — unless  you  smile  as  you 
say  it. 

Yet,  that  tag  is  being  pinned  on  her.  Sel- 
dom a week  passes  without  some  enthusiast 
of  centralized  social  welfare  arguing  that 
more  than  half  of  all  Americans  over  65  have 
annual  incomes  under  $1,000.  The  statement 
is  true,  yet  grossly  misleading. 

Why  is  this  false  impression  being  created? 
Because  it  portrays  the  vast  majority  of  older 
people  in  so  dire  a financial  need  that  they 
cannot  pay  for  a modicum  of  health  care  after 
food  and  shelter  bills  are  settled.  The  less- 
than-a-thousand-a-year  figure  thus  becomes  a 
gimmick  for  confusion.  Conveniently  omitted 
is  the  companion  statistic  that  55%  of  Amer- 
icans over  65  are  women,  many  of  whom  are 
married  and  not  expected  to  have  an  income. 

The  lady  of  67  personifies  more  closely  our 
senior  citizens  than  does  the  propagandist’s 
twisted  stereotype  of  degradation  and  pov- 
erty. One  day  she  will  recognize  it  is  a 
straight  face,  and  not  a smile,  behind  that 
“poor  old  woman”  line.  Then,  watch  out!  — 
MEDICINE  AT  WORK.  Vol.  2,  No.  5,  May, 
1962.  (Reprinted  courtesy  of  the  Pharmaceu- 
tical Manufacturers  Association.) 


WHO  WANTS  IT? 

According  to  President  Kennedy  and  his 
administrative  force,  “the  majority  of  the 
American  people  are  in  favor  of  the  King- 
Anderson  Bill.”  At  the  rally  in  New  York’s 
Madison  Square  Garden,  a tabloid  paper 
distributed  claiming  a total  attendance  of 
more  than  150,000  at  the  33  rallies  scheduled 
across  the  country  to  promote  support  of  the 
King-Anderson  Bill. 

The  actual  attendance  at  these  rallies  was 
less  than  45,000  according  to  newspaper  re- 
ports and  information  compiled  by  officials 
in  various  cities. 

At  one  rally,  where  an  Assistant  to  the 
Secretary  of  Health,  Education  and  Welfare 
spoke,  only  eight  individuals  appeared.  Still 
another  rally  was  held  in  an  auditorium 
which  seats  3,500  — only  46  seats  were  oc- 
cupied. In  addition,  several  rallies  were  can- 
celled. 

It  would  seem  that  the  Administration  and 
other  promoters  of  the  King-Anderson  Bill 
are  living  in  a dream  world.  They  believe 
only  what  they  want  to  believe  as  regards 
support  of  their  “helpful”  (?)  legislation. 

While  the  actual  attendance  figures  might 
indicate  that  the  majority  of  the  American 
people  do  not  favor  the  King-Anderson  legis- 
lation, it  could  also  indicate  that  the  public 
in  general  is  just  sick  and  tired  of  having  the 
program  drummed  at  them  constantly.  In 
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addition,  there  are  a few  people  who  don’t 
seem  to  care  one  way  or  another.  This  at- 
titude, unfortunately,  could  prove  quite 
harmful  in  that  these  individuals  will  not 
take  time  to  study  the  benefits  proposed 
under  the  King-Anderson  Bill  and  then  com- 
pare them  with  the  benefits  proposed  under 
the  Kerr-Mills  legislation. 

Instead  of  becoming  informed  and,  in  turn, 
informing  their  friends,  co-workers,  and  Con- 
gressmen of  the  facts  and  their  feeling  on  the 
subject,  they  will  be  content  to  sit  back  with 
the  attitude,  “Let  George  (or  their  physician, 
or  the  A.M.A.,  etc.)  do  it!” 

As  long  as  these  individuals  exist,  we  can- 
not become  complacent;  we  cannot  take  a 
“coffee  break”  from  our  all-out  fight  against 
this  legislation.  Instead,  we  must  work  even 
harder  to  convince  the  general  public,  one  by 
one  if  necessary,  that  each  and  every  one  of 
us  has  a part  to  play  if  we  are  to  win  this 
battle.  It  cannot  be  won  by  a handful  of  men, 
regardless  of  how  dedicated  those  men  are. 

It  is  up  to  every  working  man  and  woman 
who  contributes  to  Social  Security  to  stand 
up  now  and  say,  “No,  this  program  should 
not  be  incorporated  through  Social  Security. 
The  Social  Security  program  was  not  de- 
signed to  become  a source  for  medical  care 
handouts!” 

The  American  Medical  Association,  the 
physicians  of  this  fine  country,  and  the  med- 
ical societies  within  the  states  have  done  an 
outstanding  job  in  their  attempts  to  educate 
the  public  to  the  pitfalls  of  the  Administra- 
tion’s proposed  program  of  “Health  Insur- 
ance” for  the  elderly. 

Perhaps,  in  fact,  the  Administration  thinks 
the  A.M.A.  is  doing  its  job  too  well,  as  the 
A.M.A.’s  program  answering  President  Ken- 
nedy on  the  health  care  for  the  aged  issue 
“has  been  banned  in  Boston,”  the  president’s 
home  town. 


Once  more,  we’ll  repeat  the  question  — 
“Who  wants  it?”  — perhaps  the  ignorant,  per- 
haps the  ill-informed,  perhaps  the  illiterate 
who  are  being  told  one  thing  while  another 
is  being  printed,  perhaps  those  who  are  being 
raised  to  such  a high  emotional  pitch  that 
they  are  blind  and  deaf  to  the  truth,  and,  of 
course,  those  who  stand  to  gain  power. 

One  thing  is  certain,  there  are  hundreds, 
thousands,  and  probably  tens  of  thousands 
more  who  want  absolutely  no  part  of  it  — 
now  or  ever.  And,  if  we  double  our  efforts  in 
our  attempts  to  educate  the  general  public, 
there  will  be  countless  more  who  will  not 
want  it.  Let’s  take  up  our  banner  with  re- 
newed effort  so  that  one  day  soon  we  can 
face  the  Administration  and  say,  “Look,  the 
doctors  don’t  want  it;  the  insurance  com- 
panies don’t  want  it;  the  average  worker 
donesn’t  want  it;  and  the  proud,  independent 
senior  citizens  don’t  want  it!  So  — who  does 
want  it? 


THE  MONTH  IN  WASHINGTON 

Top  officials  of  the  American  Medical  As- 
sociation at  a White  House  conference  with 
President  Kennedy  stood  pat  in  support  of 
the  Kerr-Mills  program  and  in  opposition  to 
providing  health  care  for  the  aged  under 
social  security. 

President  Kennedy  also  maintained  his 
position  that  the  social  security  mechanism 
should  be  used. 

Following  the  45-minute  White  House  ses- 
sion with  Kennedy,  Dr.  Leonard  W.  Larson, 
Bismarck,  N.  D.,  AMA  president,  said  the 
AMA  representatives  made  clear  that  the 
great  majority  of  the  nation’s  physicians 
oppose  the  King-Anderson  bill  or  similar 
legislation.  Dr.  Larson  also  said  the  Adminis- 
tration is  wrong  in  its  statements  that  such 
legislation  will  be  approved  by  Congress. 
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1.  to  r.:  John  C.  Foster,  Executive  Secretary,  and 
Alton  R.  Christensen. 


1.  to  r.:  Mr.  Gordon  Held,  LeMars,  Iowa;  Mr.  H. 
Dean  Hughes,  Rock  Rapids,  Iowa;  and  C.  J.  Mc- 
Donald, M.D.,  President  of  the  South  Dakota  State 
Medical  Association. 

SCHOLARSHIPS  AWARDED 
AT  MEDICAL  SCHOOL  BANQUET 

Picture  number  one  shows  John  C.  Foster, 
Executive  Secretary  of  the  South  Dakota 
Medical  Association,  presenting  the  first 
State  Medical  Association  tuition  scholarship 
to  Alton  R.  Christensen,  an  incoming  fresh- 
man medical  student  from  Brookings.  The 
award  is  in  the  amount  of  $350.00. 

Picture  number  two  depicts  Association 
President  C.  J.  McDonald,  M.D.,  presenting 
the  two  $100  Medical  Association  scholarships 
to  freshman  student  Gordon  Held  of  Le  Mars, 
Iowa,  on  the  left;  and  sophomore  student  H. 
Dean  Hughes  of  Rock  Rapids,  Iowa,  in  the 
center. 


R.  J.  JACKSON,  M.D. 

1875—1962 

R.  J.  Jackson,  M.D.,  retired  Rapid  City 
physician  passed  away  recently  in  a Rapid 
City  hospital  at  the  age  of  87. 

Dr.  Jackson  first  opened  his  practice  in 
Rapid  City  in  1903,  and  continued  for  over 
fifty  years. 

In  addition  to  being  a respected  physician, 
he  was  a former  mayor,  dean  of  Rapid  City 
medical  men,  former  county  coroner,  railroad 
and  school  physician  and  an  ardent  sports- 
man. 


The  following  article  appeared  in  the  April 
26th  edition  of  the  Gate  City  Guide. 

THE  PASSING  OF  A COUNTRY 
DOCTOR  . . . 

Rapid  City  mourns  the  passing  of  its 
pioneer  physician  and  surgeon.  Dr.  Robert  J. 
Jackson.  Although  in  retirement  for  seven 
years  there  are  still  many  who  were  friends 
and  patients  of  Dr.  Jackson  during  the  more 
than  fifty  years  he  engaged  in  the  practice  of 
his  profession  in  this  city. 

Dr.  Jackson  was  one  of  the  last  of  the 
country  doctors,  those  practitioners  who 
knew  and  recognized  the  duty  they  felt  they 
owed  humanity  ...  of  meeting  that  duty 
head-on.  The  easing  of  pain  and  suffering 
was  the  main  essential  of  the  moment  — pay 
was  the  last  and  often  the  least  concern  of 
the  doctor. 

The  life  of  the  country  doctor  was  hard  and 
rugged;  the  conditions  under  which  he  prac- 
ticed were  not  like  they  are  today  with 
modern  hopitals  and  other  facilities  which 
sort  of  ease  the  burden.  Then  a trip  of  many 
miles  with  team  and  buggy,  in  cold  and 
blizzard  conditions,  was  taken  in  stride,  be- 
cause at  the  other  end  of  the  line  some  per- 
son was  sick  and  in  need  of  medical  care. 

No  one  ever  seemed  to  give  a thought  to 
the  fact  that  the  doctor  may  have  been  up  all 
night  on  other  cases,  or  that  he  had  been 
without  sleep  for  many  hours.  It  was  a case 
of  an  ill  person  wanting  immediate  attention 
regardless  of  whether  the  doctor  was  worn 
out  from  lack  of  sleep  . . . yet  these  country 
doctors  never  seemed  to  complain  — they 
kept  on  going  and  somehow  or  other  survived 
the  ordeal. 
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Dr.  Robert  Jackson  was  such  a doctor.  He 
may  have  just  returned  from  a call  to  Hill 
City  or  Keystone,  when  a call  came  through 
from  Creston  or  Scenic  and  off  he  would 
go  with  team  and  buggy,  wending  his  way 
through  storm,  snow,  or  mud,  it  made  little 
difference  what  obstacles  were  in  the  way, 
somehow  he  got  there  and  most  often  in  time. 

On  one  such  trip  Dr.  Jackson  was  called  to 
a ranch  near  Wasta  where  a cowhand  had 
suffered  a broken  leg  and  other  injuries.  He 
had  no  cash  in  hand  but  that  did  not  matter 
with  Dr.  Jackson,  he  went  none-the-less, 
money  or  no  money.  After  he  reached  the 
ranch  and  mended  the  broken  bones  of  the 
cowboy  and  was  ready  for  the  return  trip, 
the  ranch  operator,  Charles  K.  Howard  asked 
Dr.  Jackson  how  he  expected  to  get  by  with- 
out being  paid  for  his  services,  and  the  doc- 
tor answered:  “at  times  it  is  most  difficult, 
but  so  far  I’ve  made  it,”  with  that  the  sturdy 
old  pioneer  Howard  thrust  five  twenty- 
dollar  gold  pieces  in  the  doctor’s  hand  and 
remarked,  “This  will  help  you  some.  I’m 


sure.”  “Help  some,”  Jackson  exclaimed  to 
his  wife  upon  reaching  home,  “here  take  this” 

. . . handing  her  the  gold  pieces.  “It  was 
more  money  than  either  of  us  had  posssessed 
for  many  a moon  and  we  made  good  use  of 
it.” 

It  was  not  always  so  rugged  with  the  Jack- 
sons.  As  the  years  rolled  by  the  city  grew, 
the  doctor’s  practice  enlarged,  better  trans- 
portation came,  and  hospital  facilities  became 
available.  People  had  more  money  and  doc- 
tors had  it  a bit  easier. 

In  civic  affairs.  Dr.  Jackson  assumed  his 
full  share  of  duty  and  served  in  positions  of 
honor  and  trust.  He  gave  a lasting  memorial 
to  the  city  when  he  donated  the  land  for 
Canyon  Lake  in  the  canyon  to  the  west,  and 
he  leaves  a long  professional  career  of  hon- 
ored practice,  rendering  medical  service  to 
the  thousands  who  trekked  to  his  door  during 
his  more  than  fifty  years  of  practice. 

The  doctors  of  the  Jackson  school  are  pass- 
ing — their  kind  will  never  be  known  again. 
Farewell  to  thee.  Dr.  Jackson. 


Doctor,  NOW  You  Can  Dictate 
As  Easily  as  Telephoning 


Every  doctor  uses  the  telephone  for  oral  communication.  Now  dictation  can  be  phoned  just  as  easily 
— with  typewritten  copies  the  quick  end  result. 

Dictaphone  Telecord  is  a model  of  the  famous  Time-Master  line,  the  world’s  finest  and  most 
valuable  dictating  machine.  Transistors  offer  reliable,  trouble-free  operation. 

Why  not  arrange  for  a demonstration  today,  from 

MIDWEST-BEACH  CO..  SIOUX  FALLS,  S.  D. 
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Pop's  Proverbs 

Don’t  fret  because  you 
don’t  get  credit  for  all 
your  efforts.  Just  suppose 
you  got  credit  for  all  your 
mistakes. 


NEWS  NOTES 

Paul  G.  Bunker,  M.D..  of 

Aberdeen,  South  Dakota, 
presented  a paper  at  the 
American  Broncho-esophago- 
logical  Association  meeting 
in  Dallas,  Texas,  May  1st. 
Title  of  the  paper  was  “Den- 
tal Factors  In  Foreign  Body 
Problems,  With  A Plan  To 
Reduce  Foreign  Body  Acci- 
dents.” 

Dr.  Bunker  was  also  elec- 
ted to  the  Council  of  the 
American  Bronchoesophago- 
logical  Association  at  the 
same  meeting. 


South  Dakota  was  well 
represented  at  the  American 
Academy  of  General  Prac- 
tice when  the  following 
named  members  showed  up 
for  the  annual  meeting  last 
month  in  Las  Vegas:  James 
Berbos,  M.D.,  Aberdeen; 
E.  T.  Lietzke,  M.D.,  Beres- 


ford;  A.  P.  Reding,  M.D., 
Marion;  Hugo  Andre,  M.D., 
Vermillion;  John  Devick, 
M.D.,  Colton;  M.  C.  Rous- 
seau, M.D.,  Watertown;  S.  W. 
Allen,  Jr.,  M.D.,  Watertown; 
Paul  K.  Aspaas,  M.D.,  Dell 
Rapids;  R.  Berzins,  M.D., 
Bowdle;  Robert  Bray,  M.D., 
Rapid  City;  D.  J.  Glood, 
M.D.,  Viborg;  Richard  G. 
Gere,  M.D.,  Mitchell;  Harold 
Grau,  M.D.,  Rapid  City;  Car- 
los Kemper,  M.D.,  Viborg; 
H.  O.  Kittelson,  M.D.,  Sioux 
Falls;  Buron  O.  Lindbloom, 
M.D.,  Pierre;  Don  H.  Man- 
ning, M.D.,  Sioux  Falls; 
Robert  Olson,  M.D.,  Sioux 
Falls;  E.  H.  Peters,  M.D., 
Sioux  Falls;  A.  W.  Spiry, 
M.D.,  Mobridge;  E.  S.  Wat- 
son, M.D.,  Brookings;  and 
James  V.  Yackley,  M.D., 
Rapid  City. 

Dr.  A.  P.  Reding  served  as 
delegate  to  the  convention 
from  South  Dakota,  along 
with  Dr.  E.  T.  Lietzke  of 
Beresford.  Dr.  Reding  was 
also  chairman  of  the  Com- 
mittee on  Hospitals  of  the 
1962  Congress. 


CANTON  DOCTOR 
MOVES  TO 
SIOUX  FALLS 
Courtney  W.  Anderson, 
M.D.,  who  has  practiced  in 
Canton,  South  Dakota,  for 
the  past  three  years,  will  en- 
ter a partnership  with  Dr. 
H.  O.  Kittelson  and  Dr.  Don- 
ald M.  Frost  in  Sioux  Falls 
July  1st. 


DR.  ANGELOS  JOINS 
HOT  SPRINGS  CLINIC 

J.  S.  Lydiatt,  M.D.,  of  Hot 

Springs,  has  announced  that 
George  Angelos,  M.D.,  of 
Springfield,  Ohio  will  be- 
come associated  with  the  Hot 
Springs  Clinic  on  July  1st. 

Dr.  Angelos,  a native  of 
Sheldon,  Iowa,  is  currently 
serving  a one-year  rotating 
internship  at  Springfield 
City  Hospital.  He  took  his 
pre-medical  training  at  the 
University  of  Iowa,  his  first 
two  years  of  medical  school 
at  the  University  of  South 
Dakota,  and  the  final  two 
years  at  the  University  of 
Cincinnati. 
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OLD  MEDICAL  TEXT- 
BOOKS DONATED  TO 
WASHINGTON  LIBRARY 

Two  medical  textbooks 
published  in  1858  — prior  to 
the  civil  war,  have  been 
donated  to  the  U.  S.  Army’s 
historical  unit  library  at  the 
Walter  Reed  Army  Medical 
Center  in  Washington,  D.  C. 

The  books.  Volume  I and  II 
of  “Wood’s  Practice  of  Med- 
icine,” were  donated  to  the 
medical  center  by  Oliver 
Torwick,  son  of  the  late  Dr. 
Torwick  of  Volga,  South 
Dakota. 

Dr.  Torwick,  who  died  in 
1950,  received  the  volumes 
from  his  regimental  surgeon 
when  he  was  discharged 
from  the  army  after  the 
Spanish-American  War  in 
1898.  The  volumes  were 
from  the  regimental  sur- 
geon’s private  library. 

The  volumes  were  sent  to 
the  medical  center  in  re- 
sponse to  an  advertisement 
for  old  medical  books  in  the 
journal  of  the  Retired  Of- 
ficers’ Association,  of  which 
Mr.  Torwick  is  a member. 


W.  H.  PATT,  M.D. 
ATTENDS  CONFERENCE 

W.  H.  Pali,  M.D.,  Brook- 
ings, was  one  of  several 
hundred  doctors  from  the 
United  States  and  some 
foreign  countries  to  take  part 
in  the  18th  annual  Scientific 
Congress  of  the  American 
College  of  Allergy  which  was 
recently  held  in  Minneapolis. 

The  conference  was  com- 
prised of  a three-day  grad- 


uate instructional  course  in 
allergy  and  was  followed  by 
a series  of  scientific  meet- 
ings. 


T.  E.  EYRES,  M.D. 

HEADS  HEALTH 
SERVICE  GROUP 
Thomas  E.  Eyres,  M.D., 

director  of  Student  Health 
Service  at  the  State  Univer- 
sity of  South  Dakota,  was 
elected  president  of  the 
North  Central  College 
Health  Service  Association 
at  the  group’s  five  state 
meeting  held  in  Vermillion 
recently. 


T.  R.  PFISTERER.  M.D. 
ATTENDS  POST- 
GRADUATE COURSE 
IN  CHICAGO 
T.  R.  Pfisterer,  M.D.,  at- 
tended a post-graduate 
course  in  fractures  and  other 
trauma  recently  in  Chicago, 
Illinois.  The  course  was  spon- 
sored by  the  Chicago  Com- 
mittee on  Trauma  of  the 
American  College  of  Sur- 
geons. 


MINN.  PHYSICIAN 
PRESIDENT-ELECT 
OF  AAGP 

Dr.  Albert  E.  Riit,  St.  Paul, 
Minnesota,  was  named  presi- 
dent-elect of  the  American 
Academy  of  General  Prac- 
tice at  the  organization’s  An- 
nual Scientific  Assembly  in 
Las  Vegas,  Nevada,  in  early 
April. 

Dr.  Ritt  was  the  unanimous 
choice  of  103  AAGP  dele- 
gates, and  will  take  over  as 


president  when  the  Academy 
meets  in  Chicago  next  April. 


DUPREE  WILL 
HAVE  DOCTOR 

Recently  Mr.  Carl  Ander- 
son of  Dupree  announced 
that  L.  R.  Clifford,  M.D.  of 
Flint,  Michigan,  plans  to  set 
up  practice  in  Dupree. 

Dr.  Clifford  was  raised  in 
South  Dakota  and  attended 
school  in  Vermillion. 


PHYSICIAN  "BUZZES" 
INTO  EDGEMONT 
Robert  Linn,  M.D.,  new 

physician-surgeon  for  Edge- 
mont.  South  Dakota,  recently 
“buzzed”  into  town  with  his 
wife  and  two  youngsters. 
(The  Linns  arrived  in  a pri- 
vate plane.)  While  there, 
they  rented  a home,  inspec- 
ted the  new  hospital,  and 
selected  office  space. 


S.  D.  DOCTORS 
ATTEND  CLINICAL 
CONGRESS 

Several  members  of  the 
South  Dakota  Medical  Asso- 
ciation, including  C.  F.  Bin- 
der, M.D.,  of  Chamberlain, 
recently  attended  the  Clin- 
ical Congress  for  Abdominal 
Surgeons  in  Chicago,  Illinois. 


SPROSTS  LEAVES 
MARTIN 

Konstantin  Sprosts,  M.D., 
formerly  of  Martin,  South 
Dakota,  has  moved  his  prac- 
tice to  eastern  Ohio. 

Dr.  Sprosts  had  been  asso- 
ciated with  the  Martin  Cline 
for  the  past  two  years. 
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COURSE  IN 

POSTGRADUATE 

GASTROENTEROLOGY 

The  annual  Course  in 
Postgraduate  Gastroentero- 
logy of  the  American  College 
of  Gastroenterology  will  be 
given  at  the  Morrison  Hotel 
in  Chicago,  111.,  1,  2,  3,  No- 
vember, 1962. 

The  subject  matter  to  be 
covered,  from  the  medical  as 
well  as  the  surgical  view- 
point, will  be  essentially  the 
diagnosis  and  treatment  of 
gastrointestinal  diseases  and 
comprehensive  discussions  of 
diseases  of  the  mouth,  eso- 
phagus, stomach,  pancreas, 
spleen,  liver  and  gallbladder, 
colon  and  rectum.  A Clinical 
session  will  be  held  at  the 
Cook  County  Hospital  in  ad- 
dition to  the  several  individ- 
ual papers  to  be  presented. 

For  further  information 
and  enrollment  write  to  the 
American  College  of  Gastro- 
enterology, 33  West  60th 
Street,  New  York  23,  N.  Y. 


PSYCHOSOMATIC 
MEETING  TO  BE 
IN  MINNEAPOLIS 

The  Ninth  Annual  Meeting 
of  The  Academy  of  Psycho- 
somatic Medicine  will  be 
held  at  the  Radisson  Hotel  in 
Minneapolis  November  1-3, 
1962.  Any  physician  desiring 
to  attend  may  obtain  pre- 
registration and  hotel  reser- 


vation forms  from  Dr.  Bert- 
ram B.  Moss,  Executive  Sec- 
retary, 55  East  Washington 
Street,  Chicago  2,  Illinois. 


THOMPSON  OPPOSES 
"KING"  BILL 

United  Press  International 
reported  that  “a  damaging 
and  possibly  fatal  blow”  was 
delivered  on  May  16  to  pros- 
pects for  Congressional  pas- 
sage of  H.R.  4222.  This  was 
UPI’s  analysis  of  the  declara- 
tion of  Rep  Clark  W.  Thomp- 
son (D.,  Tex.)  that  “I  don’t 
intend  to  vote  for  it  (H.R. 
4222)  this  year”  . . . Thomp- 
son, a member  of  the  House 
Ways  and  Means  Committee 
had  been  tentatively  counted 
upon  by  some  to  help  pry 
some  type  of  aged  care  bill 
out  of  the  committee  . . . 
Thompson  said  he  was  op- 
posed to  action  this  year  on 
the  President’s  proposal  be- 
cause he  wanted  to  see  how 
the  Kerr-Mills  program 
would  work  in  Texas. 


GOVERNMENT 
LOBBYING  HIT 

Dr.  F.  J.  L.  Blasingame 
asserted  on  May  15  that  the 
Justice  Department  should 
investigate  the  use  of  tax 
monies  by  Federal  Govern- 
ment employees  to  lobby  for 
H.R.  4222.  In  a letter  to  At- 
torney General  Robert  F. 


Kennedy,  Dr.  Blasingame 
listed  more  than  a dozen  in- 
cidents where  Federal  sta- 
tutes were  violated  by  Fed- 
eral employees  and  officials 
lobbying  for  the  Administra- 
tion bill.  The  AMA  Execu- 
tive Vice  President  noted 
that  Secretary  of  Commerce 
Luther  Hodges,  Secretary  of 
Labor  Arthur  Goldberg,  and 
Secretary  of  Interior 
Steward  Urdall  were  sched- 
uled to  appear  at  various  Na- 
tional Council  rallies.  Then 
he  said:  “We  strongly  protest 
the  use  of  tax  monies  by 
these  cabinet  members  to 
lobby  for  a bill  which  is 
clearly  not  within  the  scope 
of  their  respective  depart- 
ments.” 

In  what  appears  to  be  a 
maneuver  to  utilize  high 
government  officials  to  speak 
for  H.R.  4222,  President  Ken- 
nedy, by  Executive  Order, 
established  the  President’s 
Council  on  Aging  on  May  15. 
The  Council  will  be  com- 
posed of  the  Welfare  Secre- 
tary, who  will  serve  as  chair- 
man, and  the  Secretaries  of 
Agriculture,  Commerce, 
Labor  and  the  Treasury,  the 
Chairman  of  the  Civil  Serv- 
ice Commission,  the  Admin- 
istrator of  the  Housing  and 
Home  Financing  Agency; 
and  the  Administrator  of 
Veterans’  Affairs. 
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He  needs  more  than 
money  for  a secure  future. 
He  needs  the  freedom  and 
peace  that  Savings  Bond 
dollars  help  to  pay  for. 


How  to  save  more  than  money 
for  your  family’s  future 


Just  about  any  savings  plan  you  stick 
to  will  help  you  build  up  a nice  collec- 
tion of  money  for  the  future.  But  U.S. 
Savings  Bonds  give  you  other  rewards, 
too,  in  addition  to  the  dollars  and  cents. 

One  of  these  rewards  is  freedom  it- 
self. The  money  which  you  invest  in 
Savings  Bonds  helps  provide  a special 
source  of  extra  strength  for  the  nation. 
So  you  really  do  a lot  more  than  just 
save  money  with  Bonds.  You  also 
help  yom  country  defend  your  very 
right  to  enjoy  it  later  on.  With  Bonds, 
you  can  save  for  a home— and  a better 
world  to  own  it  in. 

AU  it  takes  to  start  getting  rewards 


like  this  is  a simple  visit  to  the  Bond 
window  at  the  bank.  And  there’U 
never  be  a better  time  than  the  present. 


This  wall  closes  roads  but  opens  eyes. 
Though  it  runs  through  Berlin,  this  in- 
famous wall  shows  the  threat  of  tyranny 
to  all  the  world.  One  way  we  can  show  our 
own  determination  to  stay  free  is  to  invest 
in  freedom  with  U.S.  Savings  Bonds. 


Keep  freedom  in  your  future  with 


U.S.  SAVINGS  BONDS 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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PROFESSIONAL  FEE  CONCEPT* 
by 

Robert  E.  Abrams** 
Philadelphia,  Pennsylvania 


As  a people,  as  a nation,  as  a profession, 
we  are  in  the  midst  of  changes  as  far-reaching 
in  their  implications  and  in  their  demands 
upon  us  as  any  we  have  experienced  in  the 
past.  Pharmacy  has  changed  in  the  scientific 
products  it  has  produced,  in  the  number  of 
people  it  serves  and  in  the  extent  to  which 
these  people  utilize  our  services.  It  is  un- 
necessary to  recite  the  numerous  therapeutic 
advances  that  have  contributed  to  the  highest 
level  of  health  care  in  the  world  and  which 
has  been  responsible  in  increasing  the  de- 
mands for  pharmaceutical  services  tremend- 
ously over  the  past  two  decades. 

However,  although  pharmacists  have  been 
driving  1965  therapeutic  Cadillacs,  econom- 
ically we  are  still  back  in  the  ages  of  the 
Model  T.  The  changes  in  our  profession  which 
flow  primarily  from  the  transition  of  Phar- 
macy from  an  art  to  a science  require  a new 
concept  and  realization  of  the  socio-economic 
forces  that  must  likewise  affect  changes  in 
thinking. 

Change  adds  immensely  to  the  interest  of 
life  — it  maintains  the  economy  — it  excites 
the  imagination  and  it  gives  illusion  of  and 


*Presented  at  the  ninth  annual  Joint  Pharmacy 
Seminar  sponsored  by  the  Michigan  Branch  of 
the  American  Pharmaceutical  Association, 
Wayne  State  University  College  of  Pharmacy 
and  the  Pharmacy  Alumni  Association,  Detroit, 
Michigan,  February  27,  1962. 

**Professor  of  Pharmacy  Administration,  Phila- 
delphia College  of  Pharmacy  and  Science  and 
Executive  Secretary  of  the  American  College  of 
Apothecaries. 


frequently  does  result  in  progress.  Changes 
in  our  economy,  in  the  political  machinery 
of  our  nation  and  in  our  profession  will  make 
the  next  decade  significant.  Change  is  a 
phenomenon  of  a highly  civilized  society.  It 
is  a phenomenon  of  the  modern  world.  There 
is  no  such  thing  today  as  standing  still;  to 
cling  to  the  past  or  try  to  preserve  the  status 
quo  intact  is  to  go  backward.  Change  does 
not  necessarily  assure  progress,  but  progress 
unequivocally  requires  change.  If  our  society, 
if  our  profession  is  to  flourish  and  prosper  it 
should  encourage  both  institutions  and  prac- 
tices that  facilitate  change. 

The  change  which  is  to  be  discussed  here 
is  one  dealing  with  the  methods  whereby 
pharmacists  charge  for  their  professional 
services.  Events  over  the  past  several  years 
have  strongly  indicated  that  a complete  re- 
evaluation  of  the  methods  employed  in  this 
area  are  essential  if  Pharmacy  is  to  survive  as 
a professional  entity.  It  is  our  belief  that  the 
professional  fee  method  of  charging  for  pre- 
scription services  is  the  only  logical  and 
sound  method  in  today’s  changing  world. 
Sound  because  of: 

1.  Public  Responsibility 

2.  Economic  Feasibility 

3.  Professional  Recognition 

Historically,  pharmacists  have  been  faced 
with  the  need  to  develop  a rational  means  of 
pricing  their  services.  The  traditional  method 
of  applying  a percentage  mark-up  to  the  cost 
of  items  of  merchandise  has  long  been  ac- 
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cepted  in  retailing.  Inasmuch  as  many  of  the 
items  which  pharmacists  have  provided 
throughout  the  years  were  priced  on  this 
basis,  the  carry-over  to  prescriptions  is  easily 
understood. 

Up  to  a point,  drugs  stocked  by  a phar- 
macist are  essentially  an  item  of  commerce 
not  unlike  other  merchandise.  However  at 
that  point,  a drastic  change  must  occur  before 
the  drug  can  reach  the  ultimate  consumer. 
By  laws,  and  by  regulations,  it  is  the  phar- 
macist and  only  the  pharmacist  who  can 
effect  a change  in  these  commodities.  As  soon 
I as  the  pharmacist  acts  (dispenses),  what  was 
once  an  item  of  commerce  now  becomes 
markedly  changed  and  assumes  character- 
istics which  distinguish  it  from  any  other 
, class  of  items  and  which  impose  extensive  re- 
sponsibilities upon  the  pharmacist.  The  pre- 
scription dispensed  is  for  a single  individual 
and  is  consumed  under  specific  conditions  and 
can  only  be  dispensed  on  an  order  from  a phy- 
sician. The  act  of  dispensing,  per  se,  is  a pro- 
fessional service.  Regardless  of  whether  or 
not  the  prescription  dispensed  has  been  com- 
pormded,  the  professional  service  is  still  rend- 
ered, and  it  may  be  added  that  the  profes- 
sional service  and  responsibility  involved  in 
dispensing  already  prepared  medication  of 
today  and  the  future  will  increase  in  propor- 
tion to  the  increased  potency  and  specificity 
of  tomorrow’s  drugs. 

The  pharmacist  of  today  has  a much  wider 
range  of  knowledge  and  a much  more  com- 
plex field  in  which  to  practice  than  the  phar- 
macist of  yesterday.  The  same  will  apply  in 
the  future.  Today,  pharmacists  must  have 
available  and  be  familiar  with  at  least  7000 
prescription  items.  This  number  increases  at 
the  rate  of  400  products  per  year.  Knowledge 
of  dosage,  use,  side  effects,  contraindications, 
physical  characteristics,  chemical  reactions 
and  proper  methods  of  mixing,  storing,  and 
packaging  all  comprise  the  contemporary 
secundem  artem.  In  addition  to  these  scien- 
tific skills,  pharmacists  find  themselves  being 
drawn  into  the  area  of  community  and  public 
health  responsibilities,  more  than  ever  before. 
It  is  therefore  evident,  that  highly  profes- 
sional services  are  being  rendered  by  phar- 
macists. 

The  utilization  of  a percentage  mark-up  is 
an  admission  that  the  final  price  of  a prescrip- 


tion is  a function  of  the  cost  of  the  product. 
It  is  not  and  should  not  be.  The  ultimate  con- 
sumer fee  should  be,  in  all  fairness,  related 
to  the  professional  services  rendered  and  the 
costs  involved  in  making  these  services  avail- 
able. Furthermore,  a percentage  mark-up 
clearly  denies  the  importance  of  the  profes- 
sional services  involved  and  serves  to  cloud 
the  minds  of  pharmacist  and  public  alike  as 
to  the  nature,  extent  and  significance  of  these 
services.  The  importance  of  the  professional 
service  rendered  is  equal  to  that  of  the  com- 
modity involved  but  unfortunately  previous 
methods  of  pricing  have  never  clearly  de- 
lineated this  and  thus  the  professional  recog- 
nition of  the  pharmacist  has  been  placed  in 
jeopardy. 

Nothing  can  give  more  credence  to  these 
statements  than  the  decision  of  Judge  Chris- 
tenson in  finding  the  Utah  Pharmaceutical 
Association  guilty  of  violating  the  Sherman 
Anti  Trust  Act.  Tv/o  remarks  from  the  state- 
ments should  prove  the  point.  The  Judge 
stated: 

“What  would  be  the  status  of  ‘professional 
service  schedules’  as  distinguished  from  ‘drug 
pricing  schedules’  it  is  unnecessary  to  de- 
termine here.  Fully  recognizing  the  profes- 
sional capacity  and  services  of  pharmacists, 
the  conclusion  seems  inescapable  that  the 
schedules  in  question  did  not  have  as  their 
sole  or  even  primary  principle  the  regulation 
or  stabilization  of  fees  or  compensation  of 
members  of  a learned  profession,  and,  if  they 
did,  the  pricing  of  drugs  as  a commodity  was 
so  intermingled  and  confounded  as  to  in- 
validate the  whole.” 

The  Judge  also  indicated  in  his  decision: 
“There  might  be  some  legitimate  argument 
whether  the  use  of  the  schedule  for  the  pric- 
ing of  prescription  drugs  was  reasonable  if 
the  schedules  primarily  dealt  with  matters 
other  than  price  of  drugs,  or  if  their  major 
concern  or  effect  was  with  reference  to  serv- 
ices rather  than  drugs.  It,  however,  is  ap- 
parents  that  the  factor  of  services  in  mak- 
ing up  the  schedule  is  considerably  less 
determinative  than  wholesale  drug  prices.  . . . 
There  could  be  many  better  means  for  deal- 
ing primarily  with  the  price  or  cost  of  the 
services  of  a professional  pharmacist  without 
involving  an  agreement  for  the  uniform 
pricing  of  the  drugs  themselves.  As  shown  by 
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the  evidence  the  process  of  determining  the 
prices  of  drugs,  pursuant  to  the  schedule  with 
which  we  are  concerned  involves  merely  the 
ascertainment  of  the  wholesale  cost  per  one 
hundred  of  the  item  in  question,  and,  upon 
the  basis  of  this,  a reading  from  the  schedule 
of  the  retail  price  of  a particular  prescription 
drug.” 

What  the  judge  essentially  said  was  “You 
claim  to  be  a profession  — however  you  do 
not  charge  for  your  services  as  a professional 
individual  and  thus  your  acts  in  the  area  of 
pricing  must  be  likened  to  those  of  a mer- 
chant.” 

The  questions  and  answers  following  the 
appearance  of  the  Secretary  of  the  A.Ph.A. 
before  the  Kefauver  hearing  also  revolved 
around  the  concept  of  mark-up  and  fee  and 
thanks  to  Dr.  Apple’s  straight-forward 
answers  based  on  his  belief  in  the  fee  con- 
cept, this  issue  was  avoided  temporarily.  But 
the  situation  as  it  now  exists,  and  being 
brutally  frank,  lacks  any  basis  for  sound  and 
reasonable  explanation  and  unless  changes 
are  made  quickly  there  is  real  trouble  ahead. 

Fee  Concept  Defined 

Some  may  well  be  wondering  what  is  this 
fee  concept  — simply  defined  it  is  the  exclu- 
sive use  of  a professional  fee,  for  all  prescrip- 
tions, this  fee  to  be  added  to  the  wholesale 
cost  of  drug  and  container  thus  yielding  the 
final  charge  for  the  professional  service  ren- 
dered and  drug  supplied.  Properly  calculated 
this  fee  is  designed  to  meet  all  operating  ex- 
penses and  provide  an  adequate  and  reason- 
able return  to  the  pharmacist.  Thus,  each 
prescription,  regardless  of  the  cost  of  the  in- 
gredients, would  bear  the  same  charges  for 
professional  services  rendered.  The  fee 
charged  would  be  based  on  the  cost  to  each 
individual  pharmacist  in  providing  prescrip- 
tion service  and  will  vary  among  pharmacies, 
but  not  considerably  so  and  in  most  commun- 
ities will  stabilize. 

In  discussions  pertaining  to  the  fee  concept, 
two  questions  have  repeatedly  been  asked. 
One  question  indicates  how  firmly  en- 
trenched the  percentage  mark-up  is.  Under 
the  fee  system  where  the  cost  of  ingredients 
is  high,  the  addition  of  a professional  fee  will 
not  result  in  a gross  margin  of  the  magnitude 
as  a 40%  mark-up.  For  example,  an  item 
which  costs  $6.00  will  sell  on  prescription  for 


$8.00  if  a $2.00  fee  is  used;  and  for  $10.00  using 
a 40%  mark-up.  This  40%  figure  seems  to 
have  some  magic  connotation  but  it  is  our 
belief  that  40%  or  50%  or  any  percentage  has 
little  relevancy  in  terms  of  prescription  fees 
and  sound  economic  practices. 

The  second  question  frequently  posed  is 
concerned  with  the  charging  of  a professional 
fee  of  $2.00  for  dispensing  traditionally  low- 
cost  ingredient  items.  The  question  is  asked, 
“Is  the  pharmacist  justified  in  charging  $2.00 
or  $2.25  for  small  quantities  of  inexpensive 
ingredients?”  It  is  suggested  that  the  jus- 
tification rests  in  the  conviction  of  the  par- 
ticular pharmacist  that  the  professional  serv- 
ices provided  for  these  prescriptions  are  com- 
mensurate with  those  provided  when  larger 
quantities  and  more  expensive  ingredients 
are  involved.  The  digitoxin  is  just  as  im- 
portant to  the  patient  with  congestive  heart 
failure  as  the  MER/29  is  to  the  patient  with 
hypercholesterolemia.  The  services  involved 
in  making  one  available  are  no  different  than 
in  making  the  other  available,  yet  look  at  the 
difference  in  so-called  gross  margin. 

Economic  Impact 

What  would  be  the  effect  of  the  fee  concept 
economically?  Firstly  if  it  was  properly  ar- 
rived at,  and  if  prescription  volume  was 
maintained,  there  would  be  little  or  no  eco- 
nomic effect  on  the  pharmacist  unless,  as  we 
contend,  many  of  the  prescriptions  which  are 
now  going  to  the  discounters,  mail-order 
houses  and  others  would  return  to  the  in- 
dividual due  to  the  fact  that  the  wide  dif- 
ferential on  higher  priced  medications  would 
no  longer  exist.  For,  the  adoption  of  the  fee 
concept  would  raise  the  low  priced  prescrip- 
tion, the  one  which  today  is  being  dispensed 
at  a loss,  but  decrease  the  more  expensive 
products.  Thus  those  individuals  who  un- 
fortunately require  expensive  medication  will 
no  longer  be  expected  to  subsidize  those  pa- 
tients who  are  fortunate  enough  to  require 
less  expensive  medication. 

Secondly,  the  adoption  of  the  fee  concept 
would  restore  the  pharmacist’s  economic  in- 
dependence and  remove  him  from  the 
direct  control  of  the  manufacturer.  Today 
under  the  margin  concept,  what  happens  to 
the  gross  sales  picture  when  a manufacturer 
brings  about  price  reductions?  Based  on  mar- 
gins, if  a manufacturer  reduces  his  price  the 
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pharmacist’s  return  is  reduced.  If  the  pre- 
scription item  which  today  costs  $3.00  and 
which  may  be  charged  out  under  the  margin 
basis  at  $5.00,  is  reduced  to  cost  $2.40,  it  would 
price  out,  $4.00.  Thus  through  no  change  in 
his  operating  costs  the  pharmacist’s  dollars 
to  meet  expenses  would  be  reduced  from 
$2.00  to  $1.60.  If  a professional  fee  was  em- 
ployed, this  could  not  happen.  The  fee  is  in- 
dependent of  the  cost  of  ingredients,  although 
in  both  cases,  the  patient  achieves  a saving, 
the  pharmacist’s  compensation  is  not  affected. 
In  the  first  case  the  selling  price  would  be 
$5.00  while  in  the  second  $4.40.  This  is  rightly 
so  for  the  professional  services  rendered  and 
the  expenses  incurred  in  rendering  them  do 
not  decrease  by  20%  even  though  the  manu- 
facturer has  been  able  to  lower  the  price  of 
his  drugs  by  this  amount. 

Thirdly,  it  should  be  mentioned,  that  if 
such  a time  should  come  when  the  govern- 
ment becomes  involved  in  reimbursement  for 
pharmaceutical  services,  they  will  reimburse 
the  pharmacist  at  a level  no  higher  than  that 
prevailing  at  the  time  of  the  introduction  of 
the  program.  In  many  areas  this  would  prove 
disastrous.  If  such  a program  were  intro- 
duced now  under  present  methods  of  pricing, 
subsidization  of  the  service  would  have  to  be 
made  from  other  endeavours. 

Fourthly,  the  fee  concept  is  understandable 
and  workable  by  insurance  companies  and 
should  prepaid  prescription  service  come  into 
being,  it  provides  the  only  sound  basis  on 
which  such  services  could  be  established. 

Establishing  the  Fee 

It  should  be  mentioned  that  the  amount  of 
the  professional  fee  is  basically  determined 
by  the  cost  of  operational  expenses  and 
should  reflect  a charge  for  services  which  is 
fair  to  patients,  and  one  which  would  yield  a 
return  which  is  fair  to  the  pharmacist  and 
which  would  allow  him  to  offer  the  type  of 
service  that  a community  has  every  right  to 
expect,  and  further  allow  him  to  attend  re- 
fresher courses  and  seminars  which  would 
keep  him  well-informed. 

Since  it  is  contended  that  the  minimum 
professional  fee  to  be  charged  is  directly  re- 


lated to  the  operating  expenses  and  that  this 
fee  will  vary  according  to  the  professional 
services  rendered,  and  according  to  each  in- 
dividual operation;  it  is  then  apparent  that 
some  method  of  estimating  these  expenses 
should  be  set  forth.  This  is  a formidable  task 
as  it  involves  the  reasonable  allocation  of  ex- 
penses to  the  prescription  department.  For 
this  purpose,  let  us  classify  expenses  in  three 
ways;  proprietor’s  salary,  employee  wages, 
and  all  other  expenses.  It  must  be  emphasized 
that  in  attempting  to  allocate  salary  expenses 
to  the  prescription  department,  it  is  more 
than  just  the  time  involved  in  filling  the 
prescription  which  must  be  considered.  All 
ancillary  services  such  as  ordering,  stocking, 
and  marking  prescription  inventory;  advising 
customers  on  professional  matters;  recording 
prescriptions;  maintaining  narcotic  records; 
time  consumed  in  communication  with  phys- 
icians; cleaning  equipment;  and  finally  all  of 
the  time  devoted  to  the  administrative  and 
managerial  and  professional  functions  re- 
quired of  the  pharmacist.  Little  information 
is  available  for  the  purpose  of  determining 
the  total  expense  involved  in  filling  each 
prescription;  however,  one  method  of  allocat- 
ing expenses  is  suggested  below. 

This  formula  would  then  provide  a figure 
indicating  the  cost  of  filling  each  prescription. 
To  this  is  then  added  whatever  return  is  de- 
sired by  the  pharmacist  and  the  total  repre- 
sents the  fee  to  be  charged  on  each  prescrip- 
tion. 

Any  attempt  to  accurately  allocate  ex- 
penses to  the  prescription  department  must 
involve  a time  and  motion  study  with  a time- 
consuming  and  costly  survey  of  each  individ- 
ual operation.  The  method  outlined  above  is 
not  intended  to  be  the  only  approach  for  the 
calculation  of  the  cost  of  filling  each  prescrip- 
tion. It  is  considered  to  be,  however,  a method 
of  determining  a conservative  figure,  which 
can  be  used  as  a guide  in  establishing  what 
minimum  professional  fee  is  to  be  charged, 
and  as  a means  to  evaluate  whether  or  not  a 
pricing  schedule  is  equitable. 

It  is  our  conviction  that  the  professional 
fee  method  of  charging  for  professional  phar- 
maceutical service  is  economically  sound,  fair 


^ . , „ , \ Prescription  sales  as  Total  expenses  other  than 
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Advances  In 
Drug  Research 


THE  POLIO  VACCINES 


Background 

Polio  was  first  accurately  described  in  1789 
by  a British  physician  named  Michael  Under- 
wood. Before  1900  paralytic  polio  was  re- 
ported comparatively  rarely  in  the  United 
States  but  after  the  turn  of  the  century  it 
became  increasingly  common,  reaching  epi- 
demic proportions  by  1915.  About  six  cases 
per  100,000  population  were  reported  an- 
nually in  the  period  from  1910  to  1914.  This 
rose  to  41  in  1916,  although  one  authority  puts 
it  lower,  at  28.5.  In  1952,  a rate  of  37.2  cases 
per  100,000  matched  the  1916  epidemic. 

These  figures  were  slashed  abruptly  when 
the  Salk  vaccine  was  introduced.  The  work 
of  many  investigators  and  the  support  of  the 
National  Foundation  for  Infantile  Paralysis 
combined  to  make  this  possible.  The  rate 
declined  year  by  year  until  1961  which  was 
the  best  year  since  1938,  according  to  pro- 
visional figures  released  by  the  U.  S.  Public 
Health  Service.  New  cases  of  all  types  of 
polio  totaled  1,264  for  the  nation,  a decline  of 
86  per  cent  from  8,567  in  1959  and  a drop  of 
97  per  cent  below  the  annual  average  of  38,- 
727,  which  was  set  in  the  pre-vaccination 
years  from  1950  through  1954. 

In  this  immeasurably  brighter  picture  there 
are  only  two  dark  clouds,  both  related  to  lack 
of  immunization.  Reports  indicate  that  the 
virus  is  attacking  small  children  again  with 
unusual  violence,  recalling  its  older  name  of 
“infantile  paralysis.”  Two  out  of  five  para- 
lytic admissions  to  hospitals  in  1960  were 
children  under  five  years  of  age.  Nearly  two- 
thirds  of  all  cases  were  under  10. 


The  other  dark  spot  is  that  isolated  epi- 
demics continued  to  break  out,  usually  in 
poor  or  slum  sections  where  the  population 
had  failed  to  take  advantage  of  the  avail- 
ability of  the  Salk  vaccine.  Such  trouble 
spots  continued  to  flare  even  in  the  good 
years  of  1959  and  1960  — in  Rhode  Island;  in 
Des  Moines,  Iowa;  in  Little  Rock,  Arkansas; 
in  Cattaraugus  County,  New  York;  and  in 
Massachusetts.  In  1961  there  were  flare-ups 
in  the  Syracuse  area  of  New  York,  in  Atlanta, 
and  in  Newberry  County  of  South  Carolina. 

The  Polioviruses 

There  are  three  known  types  of  polio- 
viruses. The  virus  of  paralytic  polio  attacks 
certain  cells  in  the  central  nervous  system, 
thereby  causing  the  paralysis  by  which  it  is 
known. 

All  three  types  of  viruses  are  far  more 
widespread  and  prevalent  than  had  been 
earlier  believed.  It  is  likely  that  the  average 
American  has  been  infected  with  any  or  all 
of  the  three  before  reaching  the  age  of  40 
and  many  children  have  had  all  three  by  the 
time  they  are  10  years  old. 

How  can  this  be?  The  answer  is  that  the 
usual  infection  does  not  lead  to  death  or 
paralysis.  The  virus  is  extremely  contagious 
and  spreads  from  person  to  person  with  ease. 
A child  who  brings  it  home  is  virtually  cer- 
tain to  give  it  to  his  sisters  and  brothers, 
and  parents  as  well.  It  is  now  thought  that 
several  million  infections  occur  in  the  United 
States  every  year,  making  the  disease  more 
common  than  measles. 

The  saving  factor  is  that  most  infections, 
though  potentially  deadly,  never  get  off  the 
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ground.  The  virus  enters  the  body  through 
the  mouth  and  passes  into  the  intestinal  tract. 
It  multiplies  rapidly  in  the  intestinal  tract 
but  in  the  vast  majority  of  cases  is  confined 
there  and  causes  no  symptoms  or  only  mild 
ones,  such  as  sore  throat,  headache,  fever, 
upset  stomach  — even  vomiting.  A couple  of 
other  illnesses,  such  as  Coxsackie  and  Echo 
virus  infections  are  often  similar  in  symp- 
toms. 

Meantime  the  body  is  busily  manufacturing 
antibodies  to  clear  out  the  invading  virus. 
This  may  take  some  weeks,  during  which 
time  the  infected  person  is  a mobile  carrier, 
spreading  the  virus  to  others. 

The  danger  begins  if  the  virus  breaks  out 
of  the  intestinal  tract  into  the  bloodstream. 
Even  now,  with  only  a low  fever  or  mild  ill- 
ness, the  antibodies  may  clear  the  blood- 
stream and  recovery  take  place  with  no  sus- 
picion of  polio.  But  once  in  perhaps  several 
hundred  cases,  the  virus  breaks  through  to 
its  real  goal,  the  cells  of  the  central  nervous 
system  in  the  spinal  cord  and  brain.  Then, 
for  the  first  time,  the  characteristic  symptoms 
appear;  headache,  stiff  neck,  painful  muscles 
and  joints. 

It  has  been  found  that  exercise  during  the 
early  stages  of  the  disease  may  make  it  more 
severe.  It  is  therefore  important  that  anyone 
remotely  suspected  of  harboring  the  disease 
be  kept  quiet. 

The  Effects 

Paralytic  polio  comes  in  three  types,  all 
bad.  The  spinal  type  damages  nerve  cells  in 
the  spinal  cord  which  control  the  lower  mus- 
cle groups  in  the  body.  The  bulbar  type  in- 
volves cranial  nerves  and  others  in  the  base 
of  the  brain.  Some  of  these  control  circula- 
tion, swallowing  and  breathing.  Paralysis 
of  these  centers  can  very  quickly  lead  to 
death.  Bulbo-spinal  polio  is  a combination  of 
the  two  which  is  usually  the  most  serious. 

About  15  per  cent  of  paralytic  patients, 
especially  those  with  the  bulbar  or  bulbo- 
spinal types,  need  help  in  breathing  and  for 
these,  aids  have  been  developed  such  as  the 
iron  lung,  the  rocking  bed  and  the  chest  res- 
pirator. 

There  are  some  300,000  to  350,000  persons 
alive  in  the  United  States  who  have  had  para- 
lytic polio.  About  19,000  show  no  evident 
residual  disability.  Some  43,000  were  left 


with  slight  muscle  weakness.  Seventy-eight 
thousand  had  moderate  paralytic  involve- 
ment. Fifty  thousand  were  severely  crippled. 

The  death  rate  has  dropped  from  an  aver- 
age of  30  per  cent  to  about  4 per  cent.  The 
rate  is  higher  for  males  than  females  (about 
22  per  cent  higher)  except  during  women’s 
childbearing  years,  when  their  rate  exceeds 
the  males’. 

The  Vaccines 

There  is  no  drug  that  will  cure  polio  or 
arrest  its  course  once  the  disease  is  contrac- 
ted. The  only  cure  is  prevention. 

No  vaccine  is  perfect.  But  among  those 
who  received  three  Salk  shots,  cases  dropped 
by  80  per  cent  and  among  those  who  received 
four  shots,  cases  dropped  by  90  per  cent.  In  a 
few  individuals,  even  four  shots  may  fail  to 
start  manufacture  of  antibodies. 

In  a curious  way,  the  menace  of  polio  until 
recently  was  related  to  our  higher  living 
standards  and  better  hygiene.  Lower  eco- 
nomic groups,  crowded  into  slums  with  gen- 
erally poorer  hygienic  conditions  are  more 
exposed  to  the  disease  and  as  a result  have 
the  opportunity  for  earlier  immunization. 
Given  better  hygiene,  exposure  may  be  de- 
layed until  considerably  later  in  life.  This 
is  something  to  be  considered  in  an  age  of 
travel  where  susceptible  individuals  from  the 
higher  economic  levels  may  come  into  contact 
with  those  able  to  infect  them.  Still,  those  in 
the  higher  levels  have  had  the  benefit  of  more 
Salk  vaccine,  so  presumably  are  better  pro- 
tected. 

The  difficulty,  according  to  the  U.  S.  Public 
Health  Service,  is  that  so  many  people  have 
had  no  real  protection.  In  the  most  susceptible 
age  groups  — those  under  40  — 81.5  million 
haven’t  had  four  shots  and  29.9  million 
haven’t  had  one.  They  are  concentrated  in 
slum  areas  and  poor  farming  sections.  These 
are  now  the  chief  victims,  and  the  hardest 
hit  are  their  small  children. 

The  Salk  vaccine  is  a killed  virus  vaccine, 
as  contrasted  with  live  virus  vaccines.  Salk 
vaccine  does  not  block  entry  of  “wild”  polio- 
virus into  the  alimentary  canal,  nor  does  it 
prevent  its  making  free  use  of  the  victim’s 
intestinal  tract  to  thrive  and  multiply.  It 
does  not  stop  him  from  continuing  to  be  a 
walking  carrier  of  infection.  What  it  does  do 
is  to  set  up  an  antibody  barrier  in  the  blood- 
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stream  which  helps  protect  him  from  the  ad- 
vance of  the  virus  into  his  nervous  system. 

Although  the  three  types  of  polioviruses 
which  Salk  vaccine  contains  have  been  killed 
by  exposure  to  formaldehyde,  they  retain 
their  ability  to  trigger  the  defenses  of  the 
human  body  into  producing  antibodies. 

By  contrast,  live  virus  vaccines  not  only 
stimulate  the  production  of  antibodies  to 
keep  viruses  out  of  the  nervous  system,  they 
help  protect  the  intestinal  tract  as  well. 

In  1949,  Dr.  John  Enders  of  Harvard  Uni- 
veristy,  working  with  Dr.  Thomas  Weller  and 
Dr.  Frederick  Robbins,  found  that  poliovirus 
could  be  grown  in  test  tubes  on  a tissue  cul- 
ture of  monkey  kidney  cells.  This  was  the 
first  practical  means  of  growing  the  virus  in 
quantities  which  could  make  a vaccine  pos- 
sible. 

Enders’  work  paved  the  way  for  Dr.  Jonas 
Salk  and  his  associates  at  the  University  of 
Pittsburgh,  who  conceived  the  idea  of  grow- 
ing all  three  types  of  viruses,  inactivating 
them  with  formaldehyde  and  then  combining 
them  into  a complete  vaccine. 

The  large-scale  cultivation  of  polioviruses 
in  monkey  kidney  tissue  cultures  remains  the 
keystone  of  production.  The  three  types  of 
polio  viruses  are  grown  and  inactivated  sep- 
arately and  then  combined  in  the  final  stages 
of  manufacture.  The  process  is  performed  in 
a series  of  sterile  rooms  lined  with  ultraviolet 
lights.  To  guard  against  bacteria  which  might 
contaminate  the  culture  media,  antibiotics  are 
added  to  the  nutrients  used  to  nourish  the 
kidney  cells  upon  which  the  viruses  grow. 
The  antibiotics  will  kill  bacteria,  but  not  the 
virus. 

To  make  certain  that  no  live  virus  remains 
in  the  vaccine,  samples  are  injected  into 
healthy  monkeys  and  the  animals  observed 
for  a month.  Vaccine  samples  are  also  added 
to  tissue  cultures  to  see  if  any  growth  takes 
place,  indicating  live  virus.  Samples  from 
each  lot  are  also  tested  in  mice,  guinea  pigs 
and  rabbits  to  insure  safety  standards  in  ac- 
cordance with  the  requirements  of  the  Na- 
tional Institutes  of  Health. 

The  Live  Virus  Vaccines 

Many  medical  authorities  consider  that  the 
best  ultimate  protection  against  paralytic 
polio  may  come  from  a live-virus  vaccine  be- 


cause of  its  ability  to  eliminate  the  inoculated 
individual  as  a carrier. 

There  were  three  such  vaccines  utilizing 
different  strains  of  virus:  the  Sabin  vaccine, 
the  Cox  vaccine  and  the  Koprowski  vaccine. 
Only  the  Sabin  strains  have  been  approved 
by  the  U.  S.  Public  Health  Service  for  use  in 
vaccines  intended  for  administration  in  the 
United  States. 

Most  of  the  production  procedures  used  for 
oral  poliovirus  vaccine  are  similar  to  those 
used  in  the  manufacture  of  the  Salk  vaccine. 
With  the  Salk  vaccine  the  virus  is  inactivated, 
but  with  the  new  vaccine  the  virus  is  alive, 
though  attenuated,  and  must  be  constantly 
checked  to  see  that  it  doesn’t  change  form 
and  that  the  host  is  free  of  simian  and  other 
agents. 

The  laboratory  and  animal  tests  are  time- 
consuming  and  complex.  Checking  for  active 
organisms  through  tissue  culture  systems  is 
particularly  laborious  because  it  is  necessary 
to  show  that  the  tissue  culture  preparations 
used  for  testing  the  vaccine  do  not  contain 
the  agents  themselves.  This  is  also  true  of 
most  of  the  animal  tests  and  is  further  com- 
plicated by  the  fact  that  most  animals  are 
subject  to  other  non-related  diseases  of  their 
own. 

One  of  the  common  elements  in  the  produc- 
tion of  both  the  Salk  and  Sabin  vaccines  are 
the  scrupulous  precautions  taken  to  maintain 
sterile  conditions  throughout  the  operation. 

In  a “Gowning-up”  room  which  leads  to  the 
production  areas,  personnel  don  sterile  hoods, 
surgical  masks,  gowns,  disposable  plastic  shoe 
coverings  and  rubber  gloves.  Eye  goggles  are 
worn  to  protect  against  the  ultraviolet  lamps 
which  are  placed  throughout  the  production 
areas  to  keep  down  bacteria.  Walls  and  floors 
are  scrubbed  to  aseptic  cleanliness,  and  tables 
and  equipment  are  frequently  washed  down 
with  antiseptic  solution.  Bacterial  culture 
plates  are  placed  inside  the  sterile  areas,  and 
tests  are  made  every  day  to  detect  possible 
contaminations. 

Use  of  Monkey  Kidney  Tissue 

As  in  the  Salk  vaccine,  monkey  kidney 
tissue  cultures  are  used  to  produce  the  Sabin- 
type  vaccine. 

The  monkeys  used  are  thoroughly  exam- 
ined for  signs  of  disease,  carefully  con- 
ditioned and  nourished  on  a special  diet  rich 
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in  vitamins,  proteins  and  other  nutrients  as 
well  as  bananas.  To  further  safeguard  the 
animals’  health,  cages  are  kept  spotlessly 
clean  and  the  monkeys  are  handled  under  the 
supervision  of  a professional  veterinarian. 

A flask  of  monkey  kidney  cells  in  tissue 
culture  provides  the  artificial  host  for  virus 
growth.  Vaccines  of  the  three  types  are  pre- 
pared separately.  The  manufacturing  process 
and  testing  for  each  of  the  types  is  identical. 
The  entire  production  process  is  conducted 
in  a series  of  sterile  rooms  lined  with  utra- 
violet  lights. 

Working  with  scissors  under  glass  hoods, 
technicians  begin  the  process  by  cutting  and 
mincing  freshly-removed  monkey  kidney. 
The  minced  kidneys  are  placed  in  a flask  and 
agitated  mechanically  in  a solution  of  trypsin, 
which  causes  the  fragments  to  break  down 
into  separate  cells.  After  about  20  minutes, 
the  fluid  is  drawn  off  into  bottles  stacked  in 
an  ice  bath  and  the  flask  is  replenished  with 
fresh  trypsin.  The  process  is  repeated  until 
the  kidneys  are  completely  broken  down. 

A standard  concentration  of  monkey  kid- 
ney cells  is  inoculated  into  large  flat  flasks  of 
nutrient  medium.  The  flasks  are  incubated 
on  racks  in  a temperature-controlled  room 
usually  for  seven  days  during  which  the  cells 
multiply  and  form  a thin  layer  of  tissue.  If 
the  tissue  culture  has  grown  properly  and  is 
free  of  contamination,  it  is  placed  in  fresh 
medium. 

Fluids  from  each  tissue  culture  flask  are 
then  pooled  together  and  added  to  a series  of 
four  tissue  cultures  in  a test  for  living  micro- 
biological agents.  If  any  of  the  tests  show 
that  an  active  agent  is  present,  the  tissue  cul- 
tures are  discarded.  If  they  are  free  of  these 
agents,  they  are  passed  to  the  live  virus  area. 

Virus  Inoculation 

Here  one  of  the  three  types  of  polio  virus, 
which  has  been  stored  in  deep  freeze,  is  added 
to  the  tissue  culture.  Three-quarters  of  the 
tissue  cultures  receive  the  virus  seed,  while 
the  remaining  quarter  is  held  as  a control 
group.  During  a three  to  four  day  incubation 
period,  the  virus  invades  the  cells,  thrives  and 
multiplies.  Meanwhile,  a pooled  sample  of 
the  control  is  tested  in  the  four  tissue  cultures 
previously  used  to  determine  if  any  active 
agents  are  present.  The  virus-laden  fluid  is 
harvested  and  stored  in  deep-freeze  for  10 


days,  at  which  time  a second  test  of  the  con- 
trol is  conducted  through  the  same  tissue  cul- 
ture series. 

If  no  active  agents  have  been  detected  in 
either  of  these  examinations  of  the  control, 
samples  of  the  vaccine  undergo  tissue  culture 
testing  and  then  sterility  and  potency  checks. 
If  these  results  are  satisfactory,  batches  of 
virus  fluid  are  then  pooled  together  and 
further  studied  for  effects  in  mice,  guinea 
pigs  and  rabbits. 

Single  strain  pools  of  vaccine  meeting  all 
of  the  exacting  qualifications  are  then  passed 
through  sterile  filters  whose  small  porosity 
assures  bacteriologically  sterile  filtrates.  This 
procedure  is  similar  to  the  filtration  process 
used  in  Salk  vaccine  manufacture. 

Following  filtration,  still  more  tests  are 
made.  Samples  are  injected  into  healthy 
monkeys  and  compared  with  a group  of  mon- 
keys inoculated  similarly  with  the  National 
Institutes  of  Health  attenuated  poliovirus. 
The  vaccine  under  test  is  satisfactory  for 
poliovirus  vaccine  manufacture  providing 
that  the  neuro-virulence  of  said  vaccine  does 
not  exceed  that  of  the  NIH  reference  polio 
vaccine. 

All  told,  during  manufacture  of  a small 
batch  of  vaccine,  approximately  110  tests  are 
conducted  on  samples  for  sterility,  virus 
assay,  potency  and  safety  in  vitro  and  in  vivo. 
At  least  two  separate  types  of  tests  are  per- 
formed to  show  that  the  virus  in  each  single 
strain  pool  is  the  weakened  strain  and  not  the 
far  more  virulent  wild  virus.  Appropriate 
reference  viruses  are  supplied  by  NIH  for  this 
purpose. 

After  the  vaccine  has  been  packaged  in  its 
final  form,  it  is  again  tested.  The  oral  polio 
vaccine  is  highly  stable.  However,  under  cur- 
rent requirements,  based  on  knowledge  we 
have  to  date,  it  must  be  kept  frozen  at  -4  F. 
or  colder,  until  just  prior  to  administration. 
Upon  thawing,  the  vaccine  can  be  maintained 
under  normal  refrigeration  for  seven  days 
without  losing  its  potency.  It  should  not  be 
re-frozen.  This  requirement  of  keeping  the 
vaccine  at  sub-zero  temperature  raises  many 
problems  not  encountered  with  the  Salk  vac- 
cine in  terms  of  testing,  shipping,  distribu- 
tion, packing  and  warehousing. 

(Continued  on  Page  248) 
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PRELIMINARY  LILLY  DIGEST 
REPORT  FOR  1961 


Through  the  years,  the  story  of  retail  phar- 
macy  operations  has  been  one  of  growth,  and 
professional  service  has  been  largely  respon- 
sible for  this  trend.  The  preview  of  the  Lilly 
Digest  for  1961  reveals  that  sales  continued 
to  grow,  but  the  rate  of  growth  (0.5  percent) 
was  the  lowest  in  recent  years.  A preliminary 
tabulation  of  1,422  retail  pharmacies  reveals 
that  the  average  sales  volume  was  $139,021. 

The  record  revenue  of  $49,137  from  the 
prescription  department  (up  $1,312,  or  2.7 
percent)  was  responsible  for  the  entire  sales 
increase,  and  it  now  accounts  for  35.3  percent 
of  total  sales.  On  the  other  hand,  nonprescrip- 
tion sales  declined  $633,  or  0.7  percent. 

In  the  prescription  department,  refills  con- 
tinued their  steady  climb  and  now  account 
for  51  percent  of  all  prescriptions  filled.  The 
rise  in  refills  (528,  or  6.7  percent)  was  greater 
than  the  decline  (349,  or  4.8  percent)  in  the 
number  of  new  prescriptions  filled.  Total 
prescriptions,  therefore,  increased  by  179,  or 
1.2  percent,  to  a record  level  of  15,151.  This 


growth  plus  the  gain  in  the  average  prescrip- 
tion price  from  $3.19  to  $3.24  contributed  to 
the  increase  in  prescription  revenue. 

Review  of  Retail  Pharmacy  Operations 

In  1961,  all  items  of  expense  (except  pro- 
prietor’s salary)  remained  at  the  same  levels, 
percentagewise,  as  they  were  in  1960  — em- 
ployees’ wages  11.4  percent;  rent,  2.3  percent; 
miscellaneous  operating  costs,  8.6  percent. 
The  owner’s  remuneration  for  managing  the 
business  rose  from  8.2  to  8.3  percent;  con- 
sequently, total  expenses  also  increased  — 
from  30.5  to  30.6  percent. 

Lilly  Digest  studies  reveal  that  the  gross 
margin  rises  as  the  proportion  of  prescription 
income  to  total  sales  increases.  Since  prescrip- 
tion revenue  grew  from  34.6  to  35.3  percent  of 
total  sales,  the  increase  in  the  average  gross 
margin  from  35.8  to  36  percent  is  understand- 
able. The  average  Lilly  Digest  retail  phar- 
macy proprietor  was  able  to  convert  the  0.2 
percentage  point  rise  in  the  gross  margin  into 
total  income.  In  addition  to  the  increase  of 
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1961 

1960 

Change  and 

Averages  Per  Store 

(1,422  Stores) 

(1,959  Stores 

Percent  of  Change 

Sales 

Prescription 

...$  49,137—  35.3% 

$ 47,825—  34.6% 

+$1,312—2.7% 

Other 

...  89,884—  64.7% 

90,517—  65.4% 

-$ 

633—0.7% 

Total 

.._$139,021— 100.0% 

$138,342—100.0% 

+$ 

679—0.5% 

Cost  of  goods  sold 

...  88,909—  64.0% 

88,825—  64.2% 

+$ 

84—0.1% 

Gross  margin 

...$  50,112—  36.0% 

$ 49,517—  35.8% 

+$ 

595—1.2% 

Expenses 

Proprietor’s  salary 

...$  11,514—  8.3% 

$ 11,377—  8.2% 

+$ 

137—1.2% 

Employees’  wages 

...  15,797—  11.4% 

15,749—  11.4% 

+$ 

48—0.3% 

Rent 

3,236—  2.3% 

3,181—  2.3% 

+$ 

55—1.7% 

Miscellaneous  operating  costs 

....  12,063—  8.6% 

11,909—  8.6% 

+$ 

154—1.3% 

Total  expenses 

...$  42,610—  30.6% 

$ 42,216—  30.5% 

+$ 

394—0.9% 

Net  profit  (before  taxes) 

...$  7,502—  5.4% 

$ 7,301—  5.3% 

+ $ 

201—2.8% 

Total  income  (net  profit  plus 

proprietor’s  salary 

...$  19,016—  13.7% 

$ 18,678—  13.5% 

+$ 

338—1.8% 

Value  of  merchandise  inventory 

at  cost  and  as  a percent  of  sales 

Prescription.. 

$ 8,322—  16.9% 

$ 8,090—  16.9% 

+$ 

232—2.8% 

Other 

...  15,843—  17.6% 

15,610—  17.2% 

+$ 

233—1.5% 

Total 

...$  24,165—  17.4% 

$ 23,700—  17.1% 

+$ 

465—2.0% 

Annual  rate  of  turnover  of 

merchandise  inventory 

3.7  times 

3.7  times 

Number  of  prescriptions  filled 

New 

...  7,239—  49.0% 

7,588—  50.7% 

- 

349—4.8% 

Refilled 

...  7,912—  51.0% 

7,384—  49.3% 

+ 

528—6.7% 

Total 

...  15,151—100.0% 

14,972—100.0% 

+ 

179—1.2% 

Prescription  price 

$3.24 

$3.19 

+ 

0.05—1.5% 

0.1  percent  of  sales  in  the  proprietor’s  salary, 
the  net  profit  figure  (before  taxes)  rose  from 
5.3  to  5.4  percent.  Thus,  his  total  income 
(salary  plus  net  profit)  grew  from  13.5  to  13.7 
percent. 

The  inventory  investment  increased  by 
$465  during  1961  and  averaged  $24,165.  This 
dollar  increase  was  divided  equally  between 
prescription  and  nonprescription  merchan- 
dise. Percentagewise,  the  rise  in  prescription 
inventory  was  about  the  same  as  the  gain  in 
prescription  revenue.  Therefore,  the  ratio  of 
prescription  inventory  to  total  sales  remained 
at  16.9  percent.  Although  there  was  a drop  in 
nonprescription  sales,  this  portion  of  the  in- 
ventory increased,  and  it  now  represents  17.6 


percent  of  total  sales. 

The  average  turnover  rate  (3.7  times)  re- 
mained unchanged.  This  figure  means  that, 
on  the  average,  the  capital  invested  in  total 
merchandise  stock  was  turned  over  or  re- 
invested once  every  three  months  and  seven 
days. 

Summary 

The  preliminary  Lilly  Digest  tabulation  of 
the  1961  operating  figures  of  1,422  retail  phar- 
macies is  summarized  in  the  accompanying 
table  along  with  the  1960  operations  of  1,959 
stores.  The  Lilly  Digest  for  1961,  representing 
a tabulation  of  all  reporting  pharmacies,  will 
be  released  for  general  distribution  on  or 
about  September  1,  1962. 
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An  important  announcement 
to  physicians  who  prescribe 
corticosteroids 

Organon’s  new  technical  process  now  makes  one  of  the  newer,  most  highly  potent 
and  well  tolerated  corticosteroids  available  at  greatly  reduced  cost  to  your 
patients  with  allergic,  arthritic  or  other  inflammatory  conditions. 

This  new  product  is  being  marketed  under  the  trade  name  of  Hexadrol,  brand 
of  dexamethasone  ‘Organon’.  Hexadrol  is  now  being  oifered  to  your  pharmacist 
at  a price  which  should  make  it  available  to  your  patients  at  a cost  well  within 
the  price  range  of  older  generically  prescribed  corticosteroids.  It  is  supplied  as 
0.75  mg.  white  scored  tablets,  in  bottles  of  100. 

If  you  have  been  prescribing  the  older  corticosteroids— 
such  as  prednisone,  prednisolone,  hydrocortisone  or  cortisone,  and  have  hesitated 
to  prescribe  the  newer  corticosteroids  because  of  economic  consideration  for  your 
patients,  you  can  now  secure  all  of  the  clinical  advantages  of  dexamethasone  at 
approximately  the  same  prescription  expense.  Mg.  for  mg.,  Hexadrol  is  approxi- 
mately 6 times  more  potent  than  triamcinolone  or  methylprednisolone ...  8 times 
more  potent  than  prednisone  or  prednisolone ...  28  times  more  potent  than  hydro- 
cortisone . . . and  35  times  more  potent  than  cortisone. 

If  you  are  now  prescribing  the  newer  corticosteroids — 
such  as  triamcinolone,  betamethasone,  paramethasone  or  another  brand  of  dexa- 
methasone, because  of  reduced  risk  of  sodium  and  fluid  retention,  potassium 
depletion,  or  disturbance  of  glucose  metabolism  — you  can  obtain  all  of  these 
benefits  with  Hexadrol,  at  marked  savings  — yet  with  complete  assurance  of 
unsurpassed  quality  and  therapeutic  effect. 

For  complete  information  concerning  HEXADROL— 

including  indications,  dosage,  precautions  and  side  effects  — or  if  you  would  like 
a trial  supply,  ask  your  Organon  Representative,  or  write  to : Director,  Profes- 
sional Services,  Organon  Inc.,  West  Orange,  N.  J. 

‘OrganorC — your  professional  assurance  of  quality 
Hexadrol® — your  patienfs  assurance  of  economy! 


MORE  GRAND  JURY  INVESTIGATION 
(The  VOICE  of  the  Pharmacist) 

As  was  indicated  when  the  Arizona,  Utah 
and  California  antitrust  cases  were  started, 
apparently  no  State  Association,  National  or 
Local  Association,  can  feel  free  of  the  possi- 
bility of  Grand  Jury  investigation  or  Federal 
Government  persecution  or  prosecution. 
California’s  problems  today  may  be  yours  to- 
morrow and  vice  versa.  The  latest  in  the 
episodes  includes  the  serving  of  subpoenaes 
by  the  United  States  District  Court  on  the 
Minnesota  Pharmaceutical  Association;  the 
Twin  City  Retail  Druggists  Association 
(Minn.);  the  Kansas  City  Retail  Druggists 
Association  and  the  St.  Louis  Pharmaceutical 
Association  to  appear  before  a Grand  Jury  in 
Kansas  City,  the  first  week  of  May. 

The  Associations  have  been  commanded  to 
produce  a wide  variety  of  records  and  docu- 
ments covering  the  period  January  1959  to 
date.  Included  in  the  request  are  the  minutes 
of  all  meetings,  information  concerning  the 
surveillance  by  or  on  behalf  of  the  Associa- 
tion of  the  pricing,  advertising  or  mer- 
chandising of  any  drug  or  cosmetic,  the 
establishment  of  any  retail  or  wholesale  price 
schedule,  or  the  method  of  establishing  the 
retail  price  of  any  drug  or  cosmetic,  or  the 
fee  to  be  charged  for  any  service  rendered  in 
connection  with  the  sale  or  pricing  of  any 
such  drug  or  cosmetic. 

A.Ph.A.  has  expressed  deep  concern  over 
the  broad  sweeping  requests  made  by  this 
Grand  Jury,  which  had  as  its  original  purpose 


the  investigation  of  the  distribution  policies 
of  cosmetics  and  cosmetic  firms.  A.Ph.A.  has 
pledged  the  complete  assistance  of  its  person- 
nel and  its  facilities  to  those  groups  that  have 
been  cited.  It  strongly  urges  that  all  State, 
County,  Metropolitan  and  Local  pharmaceu- 
tical associations  who  receive  similar  sub- 
poenaes or  are  otherwise  contacted  in  con- 
nection with  any  Grand  Jury  investigation, 
immediately  notify  their  attorney,  and 
alert  the  A.Ph.A.  Legal  Division  of  the  ac- 
tion. Also,  individuals  who  may  be  contacted 
should  immediately  notify  their  associations. 

The  A.Ph.A.  has  urged  that  the  Pharmacist 
again  be  reminded  to  distinguish  between  the 
non-professional  and  professional  activities  in 
his  pharmacy.  “Pharmacists  and  association 
leaders  must  not  allow  the  Government  to 
drag  the  professional  activities  of  Pharmacy 
into  a trade  status  by  equaling  these  profes- 
sional activities  with  general  business  opera- 
tions of  selling  cosmetics  and  related 
sundries.” 

Another  aspect  of  the  Grand  Jury  investi- 
gations was  the  serving  of  subpoenaes  on  the 
National  Drug  Trade  Conference  collectively, 
and  the  member  associations  individually. 
This  to  us  seems  a tip-off  as  to  how  un- 
realistic and  unreliable  the  Government  in- 
vestigations really  are.  The  National  Drug 
Trade  Conference,  by  its  very  organization  is 
not  an  action  group.  Its  purposes  are  broad 
discussion  and  involvement  in  activities 
which  are  of  benefit  to  the  broad  scope  of 
Pharmacy.  It  has  no  money  and  no  power 
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over  its  individual  members  yet  it  has  been 
subpoenaed.  These  fishing  expeditions  are 
doing  Pharmacy  a great  deal  of  harm.  If 
Pharmacy  was  truly  organized  we  wonder  if 
these  things  would  have  happened. 


TELL  THE  STORY 

“One  has  to  be  sympathetic  with  the  angry 
mood  of  the  pharmacists.  The  Kefauver  hear- 
ings have  given  some  readers  the  idea  that 
the  whole  business  is  peopled  with  greedy 
profiteers.  The  fact  is  that  the  druggist  prob- 
ably gets  a poorer  reward  for  his  education, 
his  long  hours  of  diligence,  and  wide  variety 
of  community  service  than  almost  any  pro- 
fessional man  you  could  name.  The  neighbor- 
hood pharmacist  is  everybody’s  friend,  but  no 
one’s  beneficiary.” 

The  preceding  statement  appeared  in  a re- 
cent editorial  in  a Chicago  newspaper.  The 
point  of  view  expressed  undoubtedly  reflects 
the  feelings  of  individuals  who  have  taken 
the  time  to  obtain  all  the  facts  about  the  in- 
vestigations of  the  pharmaceutical  profession 
by  the  Senate  Subcommittee  on  Antitrust  and 
Monopoly.  It  is  not  an  indication  of  the  think- 
ing of  the  vast  majority  of  the  people,  how- 
ever. The  “man  on  the  street”  has  not  taken 
the  time  or  had  the  inclination  to  gather  all 
the  evidence,  hear  all  the  facts  (both  pro  and 
con),  and  reach  a decision  based  only  on  fac- 
tual information.  In  most  instances,  the  aver- 
age person  has  probably  formed  his  opinions 
of  our  profession  from  the  sensational  head- 
lines and  news  reports  resulting  from  the 
Senate  investigations. 

Unquestionably,  much  of  the  information 
published  does  not  represent  all  the  facts.  We 
must  not,  however,  place  the  responsibility  of 
publishing  such  news  stories  entirely  on  the 
shoulders  of  the  press.  We  must  accept  some 
of  the  blame.  Too  often  when  an  editor  or 
reporter  has  called  a pharmacist  in  order  to 
verify  a story,  he  has  been  told  to  call  the 
pharmaceutical  association  headquarters  or 
has  received  an  “I  don’t  know”  answer. 

If  the  profession  is  to  be  successful  in  com- 
bating the  half-truths  and  misconceptions 
that  have  arisen,  it  must  enlist  the  aid  of  a 
co-operative  press.  There  is  only  one  way  we 
can  obtain  this  much-needed  co-operation. 
Each  of  us  must  be  willing  to  accept  the  truth 
when  it  is  presented  but  equally  ready  to  de- 


fend pharmacy  in  the  event  of  an  untruth. 
When  a pharmacist  gives  a surly  answer  or  is 
silent  in  response  to  a question,  he  naturally 
creates  a doubt  as  to  the  innocence  of  the 
profession. 

Every  communication  medium  receives 
great  quantities  of  news  releases  dealing  with 
governmental  investigations.  Many  of  the 
stories  are  not  factual  in  every  detail.  Now  is 
the  time  for  pharmacists  to  tell  pharmacy’s 
true  story  to  representatives  of  the  press, 
radio,  and  television  industries.  Everyone  in 
the  profession  should  know  the  facts  and  be 
willing  to  convey  this  information  to  the  pub- 
lic at  every  opportunity. 

Pharmacy  must  be  understood  if  it  is  to 
continue  to  progress. 


PROFESSIONAL  FEE  CONCEPT— 
(Continued  from  Page  239) 

to  all  concerned  and  a necessity  if  the  pro- 
fessional status  of  the  practicing  pharmacist 
is  to  be  assured.  It  is  a method  based  on  op- 
erational expenses  and  not  related  to  the  cost 
of  medication.  Each  prescription  is  charged 
on  the  basis  of  wholesale  cost  of  the  medica- 
tion plus  a fee.  Implicit  in  such  an  approach  is 
the  realization  that  we  do  exactly  the  same 
for  each  individual  prescription  filled.  If 
properly  established,  the  fee  concept  pro- 
vides a fair  return  to  the  pharmacist  for  pre- 
scriptions fairly  priced  and  places  these  pro- 
fessional services  in  their  proper  perspective 
in  the  minds  of  both  pharmacists  and  public. 


THE  POLIO  VACCINES— 

(Continued  from  Page  243) 

Toward  Total  Conquest 

Well  over  5,000,000  people  in  the  United 
States  have  now  taken  the  Sabin  vaccine.  In 
Cincinnati,  Dr.  Sabin  has  recorded  no  sub- 
sequent cases  of  polio  except  that  of  a single 
individual  who  came  from  outside  the  area, 
since  his  vaccination  of  181,000  people  (mostly 
pre-school  and  school  children)  beginning  in 
April,  1960. 

“We  now  have  a simple  tool,”  Dr.  Sabin  has 
said,  “with  which  the  complete  elimination  of 
poliomyelitis  can  be  attempted.” 
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The  final  day  of  the  Convention  has  brought  my  year,  as  president  of  your  Association,  to 
a close.  I have  found  it  to  be  an  exciting,  enjoyable,  and  rewarding  experience.  My  sincere 
thanks  goes  to  everyone  who  has  helped  and  encouraged  me;  especially  to  the  State  Board  of 
Pharmacy,  the  Association  officers,  Bliss  Wilson,  Dr.  G.  C.  Gross,  Harry  Lee,  and  to  all  com- 
mittee members.  I urge  all  Association  members  to  be  as  helpful,  friendly,  and  kind  to  the 
new  president  as  they  have  been  to  me. 

In  reviewing  the  past  year,  I am  fully  aware  that  many  objectives  have  not  been  attained, 
yet  progress  has  been  made  in  many  areas.  Several  committees  have  been  active  and  have 
either  accomplished  their  objectives  or  have  made  substantial  progress.  A new  program,  which 
should  enhance  our  professional  status  and  improve  our  service  to  our  communities,  has  been 
launched  by  the  State  Board  of  Pharmacy.  The  success  of  this  program  will  depend  entirely 
on  the  complete  and  enthusiastic  support  of  all  Association  members. 

Even  though  our  problems,  both  nationally  and  statewide,  have  seemed  to  multiply,  we 
can  be  encouraged  to  note  that  solutions  seem  to  be  appearing  too.  The  future  of  pharmacy  is 
in  the  hands  of  the  pharmacists  of  today.  We  seem  to  be  arriving  at  a critical  point  and  the 
action,  or  the  lack  of  action,  that  we  take  now  will  largely  set  the  course  that  pharmacy  will 
follow  for  many  years.  It  would  be  tragic  to  let  all  that  we  have  inherited  from  past  phar- 
macists go  by  default  simply  because  we  were  unwilling  to  organize  and  to  work  for  the 
common  good.  If  we  move  energetically  and  enthusiastically  now,  we  will  have  no  regrets 
in  the  future. 


Philip  E.  Case 
President 
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PROMINENT  MITCHELL 
PHARMACIST  DIES 

Loren  K.  Johnson,  37, 

owner-operator  of  the  De- 
laney Clinic  Pharmacy  in 
Mitchell,  died  of  a heart  at- 
tack on  April  23,  shortly 
after  being  admitted  to  a 
Mitchell  hospital. 

A native  of  Britton,  S.  D., 
Johnson  graduated  from 
South  Dakota  State  College 
in  1950  following  which  he 
was  employed  by  Standard 
Drug  Co.  of  Cleveland  before 
moving  to  Mitchell  about 
nine  years  ago.  He  owned 
and  operated  the  Clinic 
Pharmacy  since  his  move  to 
Mitchell. 

Johnson  was  very  active  in 
community  affairs  and  had 
compiled  an  outstanding 
civic  record.  In  1958  he  was 
awarded  the  Mitchell  Jay- 
cee’s  Distinguished  Service 
Award.  He  is  a past  presi- 
dent of  the  Mitchell  Retail 
Pharmaceutical  Association, 


the  Mitchell  Y’s  Mens  Club, 
the  Mitchell  Country  Club 
and  a past  chairman  of  the 
board  of  trustees  of  the  First 
Lutheran  Church  and  was 
serving  as  a member  of  the 
Board  at  the  time  of  his 
death.  He  was  also  active  in 
the  Chamber  of  Commerce, 
YMCA  and  Red  Cross  as  well 
as  having  served  his  com- 
munity in  other  capacities. 

Survivors  in  his  immediate 
family  are  his  widow  Pat, 
two  daughters,  Cynthia  Ann, 
10  and  Kay  Elizabeth,  3,  and 
one  son  Michael  Loren,  7. 


STATE  COLLEGE 
STAFF  MEMBERS  TAKE 
NEW  POSITIONS 

Two  staff  members  of  the 
Division  of  Pharmacy  of 
South  Dakota  State  College 
have  submitted  resignations 
to  accept  new  positions. 

Dr,  Norval  E.  Webb,  Asso- 
ciate Professor  of  Pharmacy, 
has  taken  a position  with  the 


William  S.  Merrell  Co.,  of 
Cincinnati,  Ohio,  in  the  firm’s 
Product  Formulation  Depart- 
ment. He  will  assume  his 
new  duties  July  1.  Dr.  Webb 
is  a graduate  of  Purdue  Uni- 
versity and  also  received  his 
Masters  and  Doctorate  de- 
grees from  that  institution. 
He  has  been  on  the  State  Col- 
lege staff  since  1952. 

Dr.  Stanley  M.  Shaw,  As- 
sistant Professor  of  Pharma- 
ceutical Chemistry,  will  as- 
sume new  duties  as  Assistant 
Professor  of  Bionucleonics  at 
Purdue  University,  effective 
September  1.  Dr.  Shaw  re- 
ceived his  Bachelors  and 
Masters  degrees  from.  South 
Dakota  State  College  and  his 
Doctorate  from  Purdue  Uni- 
versity. He  has  been  on  the 
State  College  staff  since  1960. 
In  his  new  position,  he  will 
conduct  research  in  the  field 
of  health  physics  and  will 
also  teach  on  a part-time 
basis. 
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STATE  COLLEGE 
STUDENT  RECEIVES 
NSF  GRANT 

A National  Science  Foun- 
dation summer  grant  has 
been  awarded  Robert  D. 
Thompson,  graduate  assist- 
ant in  pharmacy  at  South 
Dakota  State  College. 

The  12-week  grant  carries 
a stipend  of  $75  per  week 
and  is  one  of  a series  granted 
by  the  National  Science 
Foundation  to  allow  grad- 
uate teaching  assistants  to  do 
full-time  research  during  the 
summer. 

Thompson,  whose  home  is 
in  Hollandale,  Minn.,  re- 
ceived a Bachelor’s  degree 
from  State  College  in  1961 
and  is  working  for  a Master’s 
degree. 

His  research  will  be  on 
orally-applied  fluorides  for 
the  prevention  of  dental 
caries.  It  will  be  conducted 
under  the  supervision  of  Dr. 
Norval  E.  Webb,  Associate 
Professor  of  Pharmacy,  and 
Dr.  Gary  W.  Omodt,  Assist- 
ant Professor  of  Pharmaceu- 
tical Chemistry. 


PHARMACY  STUDENTS 
RECEIVE  AWARDS 

The  faculty  of  the  Division 
of  Pharmacy  of  South  Da- 
kota State  College  has  an- 
nounced the  presentation  of 
awards  for  outstanding 
scholastic  achievements  to 


five  senior  pharmacy  stu- 
dents. 

The  Merck  & Company 
award  which  includes  a 
Merck  Index  and  Merck 
Manual  was  presented  to 
Sharon  Larson  of  Wakonda. 
Ronald  Mansmilh  of  Fulda, 
Minnesota  received  the  Rex- 
all  award,  a replica  of  a 
mortar  and  pestle.  The  Bris- 
tol award,  an  embossed  copy 
of  the  Modern  Drug  Encylo- 
pedia  was  presented  to  Den- 
nis Miller  of  Brookings. 
David  Dyball  of  Brookings 
was  the  recipient  of  the  Lehn 
and  Fink  Medal.  The  John- 
son and  Johnson  award 
which  is  made  to  the  student 
having  the  highest  scholastic 
average  in  pharmaceutical 
administration  courses  was 
presented  to  Lyman  Berge  of 
Brandt.  This  award  is  a 
replica  of  a Revolutionary 
War  mortar  and  pestle. 

The  award  winners  are 
selected  by  the  Division  of 
Pharmacy  faculty. 


STUDENT  BRANCH 
OF  APhA  ELECTS 
OFFICERS 

The  South  Dakota  State 
College  Branch  of  the  Amer- 
ican Pharmaceutical  Asso- 
ciation recently  elected  of- 
ficers for  the  1962-63  acad- 
emic year.  The  new  officers 
are  Richard  Alick,  Sioux 
Falls,  president;  Robert 


Green,  Sisseton,  vice-presi- 
dent; Kenneth  Buck,  Water- 
ville,  Minn.,  secretary;  and 
Clarence  Else,  Marshall, 
Minn.,  treasurer.  All  are  jun- 
iors in  the  Division  of  Phar- 
macy. 

Dr.  Gary  Omodt,  Assistant 
Professor  of  Pharmaceutical 
Chemistry,  was  re-elected 
faculty  advisor  to  the  organ- 
ization. 


PHARMACY  SWEET- 
HEART CROWNED  AT 
STATE  COLLEGE 

Marian  Hansen,  senior 
pharmacy  student  from 
Morris,  Minn,.,  was  crowned 
Pharmacy  Sweetheart  at  the 
annual  pharmacy  dinner 
dance,  May  5,  at  South  Da- 
kota State  College. 

Also  at  the  dinner,  Dr. 
Norval  Webb,  Associate  Pro- 
fessor of  Pharmacy,  received 
a special  plaque  for  his  work 
as  sponsor  of  Kappi  Psi,  na- 
tional fraternity  for  men  in 
pharmacy. 

Jon  Lee,  Clarkfield,  Minn., 
received  the  outgoing  presi- 
dent award  from  the  Amer- 
ican Pharmaceutical  Associa- 
tion. Presenting  the  award 
was  Richard  Alick,  Sioux 
Falls,  newly  elected  presi- 
dent of  the  student  branch 
of  the  APhA. 
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FORTY  THREE  RECEIVE 
DEGREES  IN  PHAR- 
MACY AT  JUNE  COM- 
MENCEMENT 
EXERCISES 

Forty  three  students  re- 
ceived Bachelor  of  Science 
degrees  in  Pharmacy  at  Com- 
mencement exercises  held  at 
South  Dakota  State  College, 
June  4. 

Those  receiving  degrees 
are  Gary  Bell,  Wessington 
Springs;  Lyman  Berge, 
Brandt;  Sharon  Berkner, 
Milbank;  Byrl  Blackmer, 
Plankinton;  Tom  Braiz, 
Weyauwega,  Wis.;  Kenneth 
Bray,  Aberdeen;  Terrell  Car- 
ver, Britton;  Kay  Coffitt, 
Sioux  Falls;  Charles  Coyne, 


Brookings;  Judy  Cullen, 
Chamberlain;  Robert  Curl, 
Sioux  Falls;  Douglas  Demp- 
ster, Brookings;  David  Dy- 
ball,  Brookings;  John  Ellgen, 
Ivanhoe,  Minn.;  Alfred  Gill, 
Humboldt;  Dennis  Groteboer, 
Rochester,  Minn.;  Jack  Halb- 
kat,  Webster;  Marian  Han- 
sen, Morris,  Minn.;  Patricia 
Hauck,  Rapid  City;  Allan 
Huether,  Wessington  Springs; 
William  Husband,  Philip; 
Sharon  Larson,  Wakonda; 
Jon  Lee,  Clarkfield,  Minn.; 
Roger  Loeb,  Faulkton;  Roger 
Maertens,  Canby,  Minn.; 
Ronald  Mansmith,  Fulda, 
Minn.;  Thomas  Maples,  Sioux 
Falls;  Dennis  Miller,  Brook- 
ings; Richard  Miller,  Sioux 
City,  Iowa;  Jack  Olsen, 


Duluth,  Minn.;  Mary  Pull- 
man, Brookings;  Curtis 
Rogge,  Boyd,  Minn.;  James 
Schilling,  Minocqua,  Wis.; 
Ronald  Schulz,  Gaylord, 
Minn.;  Richard  Severson, 
Sioux  Falls;  Martin  Shuey, 
Brookings;  Floyd  Skinner. 
Sergeant  Bluff,  Iowa;  Roland 
Sorum,  Clarkfield,  Minn.; 
Donald  Strahl,  Faribault, 
Minn.;  Clifford  Van  Hove, 
Brookings;  John  V o s s 1 e r , 
Brookings;  Orris  Welch, 
Akron,  Iowa;  and  Robert 
Wik,  Norbeck. 

Commencement  speaker 
was  Chaplain  (Col.)  William 
J.  Clasby,  Ph.D.,  Command 
Chaplain  of  the  Air  Univer- 
sity. 


c 


(oca-Cola,  too,  is  compatible 
with  a well  balanced  diet. 

As  a pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy 
. . . brings  you  back  refreshed 
after  work  or  play.  It  contributes 
to  good  health  by  providing 
a pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 
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STENOSING 

CHOLANGITIS 

James  K.  Jackson,  M.D.,  and 
C.  B.  McVay,  M.D.* 


* From  the  Department  of  Surgery,  University 
of  South  Dakota  School  of  Medical  Sciences. 


There  has  been  voluminous  literature  per- 
taining to  benign  stricture  of  the  bile  ducts 
during  the  past  fifty  years.  The  majority  of 
cases  discussed  have  been  strictures  second- 
ary to  previous  operative  trauma,  those  due 
to  congenital  bile  duct  atresia  seen  in  infants, 
and  those  secondary  to  common  duct  calculi. 
However,  there  have  been  reports  dealing 
with  benign  stricture  of  the  common  hepatic 
and  common  bile  ducts  where  no  exciting 
cause  was  apparent  at  the  time  of  surgery. 
It  is  with  this  last  type  of  biliary  stricture 
that  the  present  discussion  deals.  Labelled  by 
various  terms:  chronic  obliterative  cholan- 
gitis, fibrosing  cholangitis,  chronic  stenosing 
cholangitis  or  choledochitis;  this  disease  has 
become  a specific  clinical  entity. 

Stenosing  cholangitis  is  a pathologic  pro- 
cess involving  any  part  of,  or  the  entire  extra- 
hepatic  and  intrahepatic  biliary  tract.  It  is 
not  a rare  condition,  but  does  occur  infre- 
quently when  compared  with  other  benign 
biliary  tract  conditions.  It  is  also  a disease 
seemingly  manifested  altogether  in  adult  life 
and  usually  has  an  insidious  onset.  The 
symptoms  and  signs  are,  in  general,  indis- 
tinguishable from  those  of  any  other  process 
obstructing  the  biliary  tract. 

The  etiology  and  pathogenesis  of  stenosing 
cholangitis  are  rather  obscure  other  than  to 
state  that  it  is  a chronic  inflammatory  re- 
action not  unlike  chronic  cholecystitis  with 
or  without  stones.  Judd,'^  in  1926  suggested 
that  these  two  chronic  inflammations  were 
due  to  the  same  disease  process.  One  of  the 


— 253  — 


SOUTH  DAKOTA 


earliest  investigators  of  bile  duct  strictures 
was  Eliot, 5 who  in  1918  presented  a large 
number  of  such  strictures  due  to  varying 
causes.  In  discussing  the  etiology  of  those 
strictures  not  associated  with  previous  sur- 
gery or  common  duct  stones,  he  postulated 
that  they  might  well  be  secondary  to  an  in- 
fectious cholangitis  terminating  in  necrosis 
of  the  ductal  mucous  membrane  and  later 
ductal  obliteration.  However,  Roberts  and 
others,  ^2  have  shown  in  specimens  of  bile 
ducts  from  patients  with  this  disease  that  the 
mucosa  appears  perfectly  normal.  Since  the 
fibrosis  is  found  in  the  submucosal  and  sub- 
serosal  layers  of  the  bile  ducts,  it  would  seem 
quite  possible  that  the  infectious  agent  was 
being  carried  in  the  periductal  lymphatics. 
Nevertheless,  one  cannot  dismiss  the  theory 
that  infection  comes  from  the  bile  duct  lu- 
men, and  probably  it  is  a combination  of  both 
routes.  One  point  favoring  the  lymphatic 
spread  from  mesenteric  lymph  channels  to 
those  about  the  biliary  ducts  is  found  in  re- 
cent reports  of  stenosing  cholangitis  asso- 
ciated with  chronic  ulcerative  colitis  as  re- 
ported by  Shields,’^  in  1957  and  Goldgraber,© 
in  1960.  However,  this  brings  up  another 
possibility,  that  being  a hypersensitivity  re- 
sponse of  the  bile  duct  tissue  to  a chronic 
granulomatous  infection  such  as  ulcerative 
colitis.  Aside  from  an  infectious  or  allergic 
etiology,  some  metabolic  alteration  might 
also  be  considered. 

As  stated  previously,  the  presence  of  such 
a disease  process  was  noted  some  time  ago. 
During  the  first  quarter  of  the  twentieth  cen- 
tury Delbet,'^  reported  a single  case  of  dif- 
fuse fibrosis  of  the  extrahepatic  biliary  ducts 
and  treated  the  patient  successfully  with  a 
cholecystduodenostomy.  Lafourcade,®  pre- 
sented two  cases  in  1924.  In  none  of  these 
three  cases  were  stones  found  anywhere  in 
the  biliary  tract,  and  the  common  bile  duct 
wall  in  one  case  was  five  millimeters  thick. 
Other  isolated  cases  have  been  reported  such 
as  those  by  Ransom,  n and  by  Sowles.''5 
Miller,®  also  described  one  case  in  which  the 
common  duct  appeared  as  a “superficial 
saphenous  vein  occluded  by  organized  clots,” 
the  lumpy  areas  being  collections  of  dense  fi- 
brous tissue  in  the  duct  wall.  He  also  was  the 
first  to  describe  the  marked  everting  of  the 
edges  of  the  stenotic  duct  upon  performing 


the  choledochotomy.  Judd,'^  in  1926,  pre- 
sented the  first  sizeable  series  of  cases  of 
stenosing  cholangitis.  He  cited  sixteen  of 
sixty-four  cases  of  common  duct  strictures  as 
being  due  to  obliterative  cholangitis,  and 
stated  that  obliterative  cholangitis  resulting 
in  stenosis  of  the  common  hepatic  or  common 
bile  ducts  was  the  cause  of  a considerable 
proportion  of  strictures  previously  classified 
as  being  traumatic  in  origin.  Cattell,^  pre- 
sented one  hundred  and  sixty-one  cases  of 
benign  biliary  stricture  operated  upon  at  the 
Lahey  Clinic  up  to  1947.  Of  these,  eleven 
were  said  to  be  due  to  obliterative  cholangitis. 
It  is  of  interest  to  note  that  in  a personal  com- 
munication to  Shields,'''^  in  1957,  Cattell  re- 
ported thirteen  cases  of  stenosing  cholangitis, 
seven  of  whom  had  associated  ulcerative 
colitis.  Carter,!  in  1950  presented  forty-eight 
cases  of  benign  fibrous  stenosis  of  the  bile 
ducts  of  which  twelve  were  due  to  oblitera- 
tive cholangitis  (four  intrahepatic  and  eight 
common  bile  duct).  In  a later  series  Carter 
reported  five  cases  of  obliterative  cholangitis 
restricted  to  the  intrahepatic  bile  ducts. 

In  order  to  study  the  character  of  the  sten- 
osis, Roberts,! 2 obtained  specimens  of  bile 
ducts  within  the  liver  substance,  supraduo- 
denally,  and  within  the  head  of  the  pancreas 
from  a patient  expiring  with  an  associated 
stenosing  cholangitis.  Those  sections  within 
the  liver  substance  showed  a greatly  thick- 
ened duct  wall  with  the  fibrosis  being  in  the 
submucosal  zone.  This  zone  of  fibrosis  was 
eight  times  thicker  than  the  mucosa.  The 
duct  wall  in  the  supraduodenal  portion  was 
compared  with  a normal  common  bile  duct 
and  found  to  be  eight  and  one-half  times 
thicker.  The  same  pattern  was  found  in  the 
intrapancreatic  portion  except  for  less  edema 
and  hypertrophy  due  to  pressure  of  the  gland 
against  the  duct. 

Treatment  of  stenosing  cholangitis,  of 
course,  depends  upon  how  much  lumen  is 
left  patent  in  the  duct.  If  the  bile  ducts  can 
be  dilated  up  to  four  to  five  millimeters 
with  free  passage  into  the  duodenum  and 
liver,  simple  T-tube  drainage  for  a prolonged 
period  of  time  will  suffice.  Schwartz  and 
Dale,!®  have  treated  six  such  cases  success- 
fully with  T-tube  drainage  and  steroids.  If 
no  dilatation  can  be  accomplished  but  there 
is  some  passage  of  bile  from  the  liver  above. 
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some  type  of  anastomosis  such  as  hepatico- 
duodenostomy,  cholecystgastrostomy,  cho- 
lecystenterostomy,  insertion  of  a prosthetic 
device,  or  simply  providing  an  external 
biliary  fistula  temporarily  may  be  done. 

Prognosis  varies  from  clinic  to  clinic. 
Cattell,3  in  1960  stated  that  some  patients  are 
helped  by  T-tube  drainage,  but  that  usually 
the  outcome  was  fatal.  Apparently  he  was 
speaking  of  the  most  severe  cases  with  almost 
complete  obliteration  of  the  intrahepatic  and 
extrahepatic  bile  ducts.  Fatalities  (excluding 
operative  mortality)  are  due  eventually  to  a 
progressive  severe  biliary  cirrhosis  as  shown 
by  Moschowitzio  in,  1952.  The  general  con- 
sensus at  present,  however,  seems  to  be  a 
favorable  outlook,  with  many  maintaining 
that  the  patient  will  probably  live  a normal 
life  span  without  any  more  serious  diffi- 
culty. 

Throughout  the  sixteen  years  from  1946 
through  1961,  we  have  had  nineteen  cases  of 
stenosing  cholangitis  in  Yankton  Clinic.  Dur- 
ing this  same  period  of  time  553  cholecystec- 
tomies and  210  choledochotomies  have  been 
done.  In  other  words,  3.5%  of  all  cholecystec- 
tomies done  had  an  associated  stenosing  cho- 
langitis, and  of  all  common  ducts  opened  for 
various  causes,  9.05%  proved  to  be  for  stenos- 
ing cholangitis.  We  feel  this  represents  a 
significant  percentage  of  our  biliary  tract 
surgery.  It  is  also  of  interest  to  note  that 
choledochotomy  was  done  on  38%  of  all  cho- 
lecystectomies at  Yankton  Clinic.  (See  Table 

I) 

TABLE  I 

1 —  Total  # Cholecystectomies  — 553 

2 —  Total  # Choledochotomies  — 210 

3 —  Total  ft  Stenosing  Cholangitis  — 19 

OR 

1 —  3.5%  of  all  Cholecystectomies 

2 —  9.05%  of  all  Choledochotomies 

There  have  been  several  others  reporting  a 
predominance  of  female  patients  in  stenosing 
cholangitis  cases.  In  our  series  ten  patients 
were  female  (52.6%),  and  nine  patients  were 
male  (47.4%).  The  age  range  was  from  32  to 
78  years  with  an  average  age  of  51.4  years. 
Only  one  patient  was  below  35  and  only  two 
patients  were  over  65.  (See  Table  II) 

As  previously  stated,  the  symptoms  and 
signs  of  stenosing  cholangitis  are  not  at  all 


TABLE  II 

Sex  and  Age  Factors  in  Stenosing  Cholangitis 

1 —  Ten  female  — 52.6% 

2 —  Nine  male  — 47.4% 

3 —  Age  range  from  32  to  78  years 

4 —  Average  age  — 51.4  years 

5 —  Only  one  patient  under  35  years,  and  only 
two  patients  over  65  years 


specific  for  that  disease,  but  common  to  all 
ailments  of  the  biliary  tract  producing  some 
obstructive  elements.  Sowles,!^  suggested 
that  there  might  be  less  severe  pain  with 
stenosing  cholangitis  than  with  common  duct 
stone  colic,  and  that  the  jaundice  was  more 
likely  to  be  intermittent  with  stenosing  cho- 
langitis. In  our  series  the  most  predominant 
symptoms  were  anorexia,  nausea,  and  right 
upper  quadrant  abdominal  pain.  (See  Table 
III)  In  general,  the  onset  of  stenosing  cholan- 
gitis is  insidious  and  symptoms  are  present 
for  quite  a long  time  prior  to  surgery.  This 
was  verified  in  this  series  of  patients  in  that 
15  (79%)  had  symptoms  for  one  month  or 
longer.  (See  Table  IV)  The  predominant 
physical  findings  in  patients  in  this  series  was 
right  upper  abdominal  tenderness.  Jaundice 
was  noted  in  ten  patients.  (See  Table  V)  It 
becomes  readily  apparent  that  the  diagnosis 
of  this  disease  cannot  be  made  by  history  and 
physical  examination. 


TABLE  III 

Predominant  Symptoms 

1 —  Anorexia  — 15  patients 

2 —  Nausea  — 14  patients 

3 —  Pain:  a.  Dull  ache  in  RUQ  — 11  pts. 

b.  Colicky  pain  — 12  pts. 

4 —  Fatty  food  intolerance  — 12  pts. 

5 —  Jaundice  — 10  pts. 

6 —  Fever  and  chills  — 8 pts. 

7 —  Vomiting  — 8 pts. 

8 —  Malaise  — 8 pts. 

All  symptoms  nonspecific  for  stenosing  cho- 
langitis 


TABLE  IV 

Duration  of  Symptoms 

1 —  Over  one  month  — 15  pts.  (79%) 

2 —  Six  months  or  more  — 11  pts.  (57.9%) 

3 —  Only  one  (1)  patient  had  symptoms  for 
less  than  one  week 
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TABLE  V 

Predominant  Signs 

1 —  Abdominal  tenderness  (RUQ)  — 15  pts. 

2 —  Icterus  — 10  pts. 

3 —  Fever  — 7 pts. 

4 —  Hepatomegaly  — 7 pts. 

5 —  Splenomegaly  — 3 pts. 

6 —  Abdominal  mass  — 1 pt. 

Again  the  signs  are  nonspecific 


TABLE  VI 

Significant  Laboratory  Findings 

1 —  Serum  bilirubin  over  3 mg.%  — 10  (17) 

2 —  Elevated  sed  rate  — 10  (14) 

3 —  Ceph.  Flocc.  over  2 — 8 (17) 

4—  SGPT  elevated  — 4 (5) 

5 —  Aik.  phosphotase  elevated  — 7 (12) 

6 —  Ser.  cholesterol  elevated  — 4 (4) 

7 —  Anemia  (Hgb.  less  than  10.5)  — 4 (19) 

8 —  Leukocytosis  — 5 (19) 

Parentheses  ( ) indicate  # of  patients  tested 


TABLE  VII 

Operative  findings 

1 —  Cholecystectomies  done  — 18 

2 —  Gallstones  present  in  all  18 

3 —  Stenosing  cholangitis  diagnosed  when  cho- 
lecystectomy done  in  16 

4 —  In  the  other  2 cases  diagnosis  made  at 
second  operation: 

a.  In  1 case  4 mos.  after  primary  surgery 

b.  In  the  other,  two  years  after  primary 
surgery 

5 —  Cholecystectomy  not  done  on  one  (1)  pa- 
tient 

TABLE  VIII 

Operative  findings 

Number  of  liver  biopsies  done  — 9 

Of  these: 

a.  Four  (4)  normal 

b.  Two  (2)  biliary  cirrhosis 

c.  Two  (2)  portal  cirrhosis 

d.  One  (1)  focal  hepatitis 
Splenomegaly  — 4 cases 


Laboratory  tests  have  not  been  different 
from  other  biliary  tract  diseases,  except  for 
the  fact  that  liver  function  tests  usually  re- 
main abnormal  for  much  longer  periods  of 
time  than  with  other  extrahepatic  biliary 
disease.  (See  Table  VI) 

Eighteen  cholecystectomies  were  done  in 
our  nineteen  cases.  In  all  of  these,  gallstones 
were  found.  Cholecystectomy  was  not  done 
in  one  case  because  no  gallstones  were  pal- 
pated and  the  gall  bladder  was  normal.  Six- 
teen cases  were  diagnosed  at  the  initial  chole- 
cystectomy; the  other  one  at  primary  sur- 
gery but  the  gall  bladder  was  left  in.  Of  the 
two  diagnosed  at  the  second  operation, 
symptoms  appeared  four  months  after  chole- 
cystectomy in  one  and  two  years  later  in  the 
other.  (See  Table  VII)  In  nine  cases  simul- 
taneous liver  biopsies  were  also  done.  On 
pathological  examination,  four  were  normal, 
two  showed  biliary  cirrhosis,  two  showed  por- 
tal cirrhosis,  and  the  other  liver  biopsy 
showed  focal  hepatitis.  Splenomegaly  was 
noted  in  only  four  cases.  (See  Table  VIII) 
In  all  nineteen  cases  there  was  dense  scarring 
about  the  entire  common  bile  duct,  and  the 
duct  appeared  and  felt  thick-walled  and  cord- 
like. In  only  one  case  were  stones  found  in 
the  common  duct  (5.3%). 


Since  there  is  disagreement  as  to  the  inter- 
nal diameter  of  a normal  common  bile  duct, 
we  picked  as  a standard,  seven  millimeters, 
since  most  anatomy  textbooks  mention  this 
figure.  Using  this  as  normal,  we  included 
those  cases  in  this  series  in  which  the  lumen 
of  the  common  bile  duct  was  five  millimeters 
or  less  in  diameter.  Six  of  the  nineteen  cases 
(31.6%)  had  a common  duct  lumen  admitting 
just  a five  millimeter  Bake’s  dilator.  The 
remaining  13  ducts  (68.4%)  were  less  than 
five  millimeters  in  diameter.  Only  one  duct 
was  less  than  three  millimeters  in  diameter. 
(See  Table  IX) 

All  nineteen  cases  were  treated  the  same  at 
surgery  with  choledochotomy,  thorough  irri- 
gation with  normal  saline  solution,  dilatation 
with  Bake’s  dilators  up  and  down  with  as 
large  a dilator  as  possible,  and  T-tube  drain- 
age. (See  Table  IX)  No  operative  cholangio- 
grams  were  done.  One  patient  was  treated 
with  steroids  post-operatively.  T-tubes  were 
left  in  place  over  one  month  in  14  patients 
(73.7%).  In  eight  of  these  patients  it  was 
left  in  place  over  two  months.  Two  cases  were 
kept  on  T-tube  drainage  for  five  months. 

Post-operative  complications  were  few  and 
of  major  consequence  in  only  two  patients; 
one  developing  a right  subhepatic  abscess  and 
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TABLE  IX 

Operative  findings 

1 —  Choledocholithiasis  — 1 pt.  (5.3%) 

2 —  Common  bile  duct  diameter; 

a.  Less  than  5 mm.  — 13  pts.  (68.4%) 

b.  Less  than  3 mm.  — 1 pt.  (5.3%) 

c.  Just  5 mm.  — 6 pts.  (31.6%) 

3 —  Treatment  in  all  19  cases  was  choledo- 
chotomy,  ductal  dilatation,  and  T-tube 
drainage 

4 —  Post  operative  complications; 

Major  — 2 (10.5%)  Minor  — 3 (15.8%) 


TABLE  X 


Case  History 
Lab;  Hb  — 14.2 

WBC  — 13,  900 
ESR  — 58  mm 
Tot.  Bili — 10.0 
Dir.  Bili  — 7.9 
Indir.  Bili  — 2.1 
SGPT  — 230  u. 
Upper  GI  (6-18-60)  — 
IVP  & Ba  enema  — r 


Hcrt  — 44% 
Polys  — 63% 
BUN  — 12.8 
Ceph  floe  — 2 
Aik  phase  — 14 
S.  amylase  — 108 
Duodenal  ulcer 


the  other  a right  subphrenic  abscess.  (See 
Table  IX)  Both  were  drained  in  the  post 
operative  period.  No  operative  mortality  was 
encountered.  In  the  late  post-operative  period 
four  patients  have  had  one  episode  of  acute 
cholangitis. 

Seventeen  cases  have  been  followed  up  by 
the  Yankton  Clinic,  only  two  being  lost  to  fol- 
low up.  One  patient,  age  72  at  operation,  has 
subsequently  expired  from  heart  disease.  One 
recent  severe  case  with  an  associated  portal 
cirrhosis  is  still  slightly  icteric  six  months 
post-operatively,  and  liver  function  studies 
are  still  abnormal  probably  due  to  the  cir- 
rhosis. The  remaining  patients  have  had  no 
further  evidence  of  disease. 

A typical  case  history  is  presented  to  illus- 
trate the  diagnosis  and  treatment  of  this 
disease. 

J.  D.,  32  male  Caucasian 

Adm.  6-12-60  with  abd.  pain,  fever  and  jaundice 
of  4 days  duration.  Began  as  mild  epig.  pain  4 
days  prior  to  adm.  Followed  next  day  with 
anorexia  and  fever.  Shortly  after,  jaundice 
pointed  out  by  friends,  and  patient  noted  dark 
urine  and  light  stools. 

Px:  HR-126  BP-170/100  Temp-102.6 
Icteric  sclerae  and  skin.  Liver  down  1-2  f.b. 
below  RCM  but  not  tender. 

PH:  Neg.  for  prev.  biliary  tract  disease  or 
symptoms. 

Lab:  See  Table  X 
Imp:  Viral  hepatitis? 

Course:  All  liver  function  tests  rose  indicating 
obstr.  jaundice.  With  report  also  of  duodenal 
ulcer  (possible  etiology  of  biliary  obstr.),  sur- 
gery done  on  6-27-60. 

Surgery:  Slight  hepatomegaly  with  engorge- 
ment, but  smooth.  GB  thick  and  contracted. 
No  stones,  but  sand  in  GB.  CD  thick-walled 
and  small  — lumen  just  4 mm.  All  else  nor- 
mal except  slightly  irregular  nodules  on  pan- 
creas which  was  itself  normal  sized.  A cho- 
lecystectomy, choledochotomy,  biopsy  of  liver 
and  nodes  about  CD  and  pancreas,  dilatation 
of  CD,  duodenotomy,  and  T-tube  drainage. 
DX:  Chr.  Cholecystitis  with  early  stones,  and 
Stenosing  Cholangitis. 


Path:  Peritonitis,  GB,  acute. 

Lymphadenitis,  acute. 

Hepatitis,  acute,  focal. 

Post-op:  Stormy.  Hb  dropped  to  8.7  one  week 
post-op.  and  stayed  low  till  disch.  (7-18-60) 
when  it  had  gradually  risen  to  10.7  without 
transfusion.  Only  treatment  for  the  anemia 
was  oral  iron.  Bilirubin  rose  to  23.5  one  week 
post-op  but  came  back  to  12  by  discharge. 
Aik.  phase  rose  to  87  by  disch.  Amylase  rose 
to  292  11/2  wks.  post-op  but  returned  to  normal 
by  disch.  SGPT  rose  to  800  by  disch.  One  Ser. 
chol.  determination  done  and  was  476.  Treated 
with  antibiotics,  vitamins,  iron,  steroids  (20 
mg  Mecrol/day),  Therabile,  and  antacids.  Very 
slow  improvement.  Lost  a total  of  30  lbs.  T- 
tube  cholangiogram  7-19-60  — narrow  distal 
CD.  Upper  biliary  tree  not  seen. 

Follow  up  in  Y.C.:  Kept  on  steroids  in  gradually 
reduced  dosages  until  April  1961.  All  liver 
func.  studies  came  slowly  back  to  normal. 
Bilirubin-1.6  (2/’61):  SGPT-60  u.  (3/’61):  A. 
p’tase-13  (4/’61);  ESR  20  (4/’61);  and  Hb  came 
up  to  13  by  April  1961. 

After  neg.  T-tube  cholangiogram  12-5-60,  tube 
removed  (same  day). 

Last  visit:  8 January  1962).  Well  without  any 
complaints.  Has  gained  all  weight.  Normal 
skin  color. 

Lab:  Hb-15.2  SGPT-8  u.  Aik.  p’tase-7.5 
WBC  6600  Bili-0.8 


SUMMARY: 

1.  The  past  and  present  literature  concern- 
ing stenosing  cholangitis  is  presented  men- 
tioning possible  etiologic  factors;  incidence; 
clinical  findings  in  the  pre-operative,  opera- 
tive, and  post-operative  periods;  treatment; 
and  prognosis. 

2.  The  gross  and  microscopic  pathologic 
anatomy  is  discussed,  and  the  relationship  of 
this  disease  with  ulcerative  colitis  is  men- 
tioned. 

3.  Nineteen  cases  of  stenosing  cholangitis 
from  Yankton  Clinic  are  presented  with  dis- 
cussion of  the  above  mentioned  clinical  find- 
ings, along  with  a typical  case  history. 
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ANNOUNCEMENT,  OF  NATIONAL 
BILIRUBIN  SURVEY 

In  order  to  stimulate  interest  in  the  ac- 
curacy of  Bilirubin  determinations  the  Col- 
lege of  American  Pathologists  Standards 
Committee  announces  a National  Bilirubin 


Survey,  available  to  all  physicians  and  hos- 
pitals. 

Accurate  Bilirubin  measurements  are  of 
great  importance  in  decisions  as  to  the  need 
for  exchange  transfusion  in  newborn  ery- 
throblastosis fetalis.  They  are  of  great  im- 
portance in  the  differential  diagnosis  of  the 
various  icteric  syndromes  in  patients  of  all 
ages.  They  are  important  in  evaluating  pros- 
pective blood  donors.  In  all  of  these  cases,  a 
poorly  calibrated  technique  will  lead  to  seri- 
ous mistakes  in  the  care  of  the  patient. 

Bilirubin  measurements  must  be  consistent 
from  year  to  year  so  that  treatment  is  based 
upon  the  same  criteria  in  successive  patients. 
Therefore,  reliable  Bilirubin  standards  should 
be  utilized  with  stable  photoelectric  photo- 
meters. 

Participants  will  first  receive  a set  of  sur- 
vey samples.  Following  the  survey,  a critique 
of  Bilirubin  Standards  and  methods  of  an- 
alyses will  be  provided.  Questions  arising 
during  the  survey  may  be  directed  to  the 
Committee. 

Those  who  wish  to  participate  in  this 
Bilirubin  survey  may  do  so  by  sending  $8.00 
to  the  Standards  Committee,  College  of 
American  Pathologists,  Prudential  Plaza, 
Chicago  1,  Illinois.  Applications  must  be  re- 
ceived not  later  than  August  1,  1962. 


HIGHLIGHTS  FROM  THE  ANNUAL 
MEETING 

Bismarck  meeting,  although  presenting  a 
top-flite  program,  only  drew  78  South  Dakota 
physicians. 

* * * 

South  Dakota  House  of  Delegates  had  five 
contested  elections  which  required  written 
ballots.  First  time  this  has  happened  in  many 
years,  but  makes  for  a healthy  situation. 

* * * 

Dr.  Paul  Hohm,  Huron,  was  elected  presi- 
dent of  the  Blue  Shield  Board  of  Directors, 
replacing  Dr.  Donald  Breit,  Sioux  Falls. 
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MATERNAL  MORTALITY 
IN  SOUTH  DAKOTA 

During  the  past  decade  the  South  Dakota 
Maternal  Mortality  Committee  has  studied 
all  maternal  deaths  in  the  state.  A number 
of  these  have  educational  value  for  all  doctors 
who  practice  obstetrics,  or  who  see  obstetric 
patients  in  consultations.  Therefore,  some  of 
these  are  being  presented  in  your  State  Med- 
ical Journal  in  summarized  form  with  brief 
discussion.  In  most  instances  these  are  com- 
posite reports,  borrowing  features  from  sev- 
eral cases.  As  in  all  maternal  mortality 
studies,  specific  identification  has  been 
avoided. 

Maternal  Mortality  Committee  of  the 
South  Dakota  Society  of  Obstetrics 
and  Gynecology 


MATERNAL  DEATHS  ASSOCIATED  WITH 
THE  USE  OF  PITOCIN 

1.  Gravida  VI,  Para  IV,  Abo  1,  Age  43.  The 
patient  was  anemic  during  her  pregnancy. 
There  were  two  episodes  of  “false  labor” 
during  the  last  two  weeks  of  her  pregnancy. 
She  was  having  desultory  contractions  on 
her  expected  term  date.  Pitocin,  minims  1, 
was  given  intramuscularly  every  20  minutes 
for  four  doses.  Strong  contractions  resulted, 
but  subsided  during  the  next  hour.  (No  note 
was  made  concerning  the  condition  of  the 
cervix). 

Thereafter,  the  patient  noted  no  fetal  move- 
ments. Three  days  later  the  patient’s  uterus 
was  contracting  mildly.  X-ray  revealed  the 
fetal  head  to  be  “riding  high.”  The  cervix 
was  4 centimeters  dilated.  A Voorhees’  bag 
was  inserted,  but  was  expelled  in  one  hour 
without  causing  contractions.  Thereafter 
Pitocin  was  given,  one  minim  intramuscu- 
larly, every  20  minutes  for  3 doses.  At  this 
time  the  uterus  was  contracting  very  firmly. 
The  patient  was  removed  to  the  delivery 
room  and,  under  drip  ether  anesthetic,  a still- 
born infant  was  delivered.  Within  three 
minutes  the  placenta  was  delivered.  No  ex- 
ternal bleeding  was  reported. 

At  the  time  of  delivery  the  patient  had  a 
chill,  her  color  was  pale,  and  her  pulse  be- 
came weak  and  rapid.  The  blood  pressure 
was  80/30;  the  patient  was  dyspneic.  Intra- 
venous fluids  were  started,  but  before  blood 
could  be  cross-matched  the  patient  was  dead. 
Autopsy  revealed  amniotic  fluid  embolism. 

COMMENT 

The  Committee  noted  with  dismay  the 
large,  progressive  doses  of  intramuscular 
Pitocin.  Since  intramuscular  absorption  is 
quite  variable  and  irreversible,  it  is  safer  to 
use  Pitocin,  when  indicated,  as  an  extremely 
diluted  intravenous  solution.  Then,  if  un- 
physiologic  uterine  contractions  result,  the 
medication  can  be  discontinued  abruptly. 

There  is  some  evidence  for  an  association 
between  extremely  strong  uterine  contrac- 
tions, and  a high  incidence  of  amniotic  fluid 
embolism.  ‘ 

No  note  was  made  concerning  artificial 
rupture  of  the  membranes.  The  fetus  was 
dead  so  the  operator  did  not  need  to  worry 
about  pressure  on  the  fetal  head  or  prolapsed 
cord.  The  mother  could  have  been  protected 
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against  infection  for  a few  hours  by  the  use 
of  antibiotics.  If  no  labor  resulted  within  a 
few  hours  after  amniotomy,  very  dilute  in- 
travenous Pitocin  could  have  been  used  with 
care.  If  disproportion  was  a problem,  the 
patient  should  have  been  delivered  by  sec- 
tion. 

II.  Gravida  IV,  Para  II,  Abo  1,  Age  33.  “Aver- 
age” prenatal  course.  Blood  pressure  on  ad- 
mission, in  labor,  was  110/70;  pulse,  80.  Mem- 
branes ruptured  spontaneously  prior  to  ad- 
mission. The  cervix  was  3 centimeters 
dilated.  The  patient  was  given  100  mgs.  of 
Demerol,  intramuscularly.  Contractions  were 
poor  and  few.  Eleven  hours  later,  1 cc.  (10 
units,  15  minims)  of  Pitocin  was  placed  in  500 
cc.  of  5%  Glucose.  This  was  dripped  into  the 
patient’s  vein  for  20-30  minutes.  The  patient 
suddenly  became  apprehensive  and  passed  a 
large  amount  of  blood  from  the  vagina. 
Uterine  contraction  was  spastic.  F.  H.  T.  dis- 
appeared. The  patient  became  cyanotic  and 
stopped  breathing.  Emergency,  non-sterile 
section  was  performed  and  the  baby  was  re- 
suscitated with  difficulty.  The  mother  could 
not  be  resuscitated.  The  uterus  was  ruptured 
bilaterally  into  the  broad  ligaments.  At 
autopsy  a mild  degree  of  post-rheumatic 
mitral  stenosis  was  also  noted. 

COMMENT 

Oxytocin,  secreted  by  the  posterior  pi- 
tuitary gland  (or  adjacent  tissues)  is  present 
in  infinitesimal  quantities  in  the  normally 
laboring  woman.  There  is  a wide  variety  of 
sensitivity  to  Pitocin  among  women  at  term. 
Uteri  of  the  most  sensitive  women  will  re- 
spond by  induction,  labor,  and  delivery  to  as 
small  an  amount  as  0.02  of  a minim  of  Pitocin 
diluted  in  intravenous  fluids.  At  the  very 
least,  this  patient  received  five  times  that 
amount.  At  the  most,  she  may  have  received 
twenty-five  times  that  amount. 

To  avoid  overstimulating  a sensitive  pa- 
tient, when  intravenous  Pitocin  is  indicated, 
a very  dilute  solution  of  2 or  3 minims  of 
Pitocin  in  1000  ml.  of  intravenous  glucose  in 
water  should  be  used.  Thus,  if  the  patient 
shows  long  or  hard  contractions,  poor  relaxa- 
tion, or  slowed  fetal  heart  tones,  the  doctor 
can  stop  the  dilute  solution  and  the  sensitive 
patient  will  not  have  absorbed  a dangerous 
amount  of  medication. 

III.  Gravida  II,  Para  1,  Age  28.  No  prenatal 


complications.  The  first  labor  lasted  seven 
hours.  The  patient  entered  the  hospital  at 
term,  in  good  condition:  pulse,  72;  B.P., 
120/90;  FHT,  140;  cervix,  1 to  2 centimeters 
dilated.  Uterine  contractions  were  ineffec- 
tive. Five  hours  later  8 minims  of  Pitocin  in 
1000  cc.  of  5%  Glucose  in  water  was  started 
intravenously.  Contractions  improved.  Six 
hours  later  another  similar  bottle  of  intra- 
venous Pitocin  was  added,  the  first  having 
been  used.  Contractions  were  very  firm.  Fetal 
heart  tones  remained  steady.  Four  hours  later 
blood-tinged  urine  was  passed.  The  cervix 
was  4 centimeters  dilated.  Amniotomy  was 
performed.  One  hour  later  the  baby  was  de- 
livered spontaneously. 

Immediately,  there  was  much  bleeding. 
Blood  loss  during  the  third  stage  was  esti- 
mated as  2000  ml.  Ergotrate  was  given  in- 
travenously. Pitocin  infusion  was  continued. 
The  placenta  was  delivered;  the  uterus  con- 
tracted. Intravenous  blood  was  started.  No 
palpable  laceration  could  be  felt.  However, 
bleeding  continued,  despite  transfusion  of 
2500  cc.  of  whole  blood,  until  intravenous 
fibrinogen  was  given.  Then  hemorrhage  was 
controlled;  blood  pressure  rose  from  70/30  to 
110/70. 

The  patient  developed  an  almost  total 
anuria,  postpartum,  and  despite  evaluation 
and  control  of  electrolytes  and  fluids  she  died 
of  uremia  ten  days  postpartum.  Autopsy  re- 
vealed acute  glomerulonephritis.  Also,  some 
hemorrhage,  but  no  laceration  around  the 
lower  uterine  segment  and  cervix. 

COMMENT 

The  placenta  and  decidua  are  exceedingly 
rich  sources  of  thromboplastin.  Very  strong 
and  frequent  uterine  contractions  can  help  to 
extract  some  of  this  thromboplastin  into  the 
maternal  circulation  to  combine  with  the 
maternal  fibrinogen.  Hypofibrinogenemia 
and  lack  of  blood  clotting,  thus  established, 
may  cause  hemorrhage.  Evidence  from  a 
number  of  different  maternal  mortality 
studies  indicates  that  the  persistent,  pro- 
longed, or  imprudent  use  of  intravenous 
pitocin  infusion  is  associated  with  this  dan- 
gerous sequence  much  more  commonly  than 
chance  would  indicate. 

If  hemorrhage  from  hypofibrinogenemia 
does  not  kill  the  patient,  microscopic  clotting 
in  her  kidneys  often  causes  lower  nephron 
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syndrome.  This  may  be  aggravated  by 
rapidly  crossmatched  blood  or  by  the  not 
completely  innocuous  intravenous  fibrinogen 
(which,  however,  can  be  life-saving  when 
actually  needed).  This  patient  survived  the 
hemorrhage  and  died  of  the  kidney  compli- 
cation. 

The  Committee  agreed  that  if  this  multi- 
para’s cervix  had  really  been  effaced  (that  is, 
“ripe”),  if  this  patient  had  really  been  in  true 
labor,  she  would  have  responded  with  much 
less  trauma  to  much  less  intravenous  Pitocin. 
The  most  insensitive  multipara  whose  cervix 
is  effaced  and  partially  dilated  and  who  is  in 
true  inertia  labor  will  respond  with  phy- 
siologic contractions,  and  will  be  delivered 
before  3 minims  of  Pitocin  have  been  infused 
intravenously  (unless  other  obstetric  compli- 
cations such  as  disproportion  are  present,  in 
which  case,  intravenous  Pitocin  should  not  be 
used). 

GENERAL  COMMENT 

Various  studies  have  shown  that  the  im- 
prudent use  of  oxytocin  (Syntocin,  Pitocin, 
etc.)  is  associated  with  a high  incidence  of  (1) 


partial  or  complete  rupture  of  the  lower 
uterine  segment  of  the  uterus  or  the  cervix, 
(2)  amniotic  fluid  embolism,  and  (3)  hypo- 
fibrinogenemia,  with  immediate  hemorrhage 
and  delayed  sequellae. 

When  a cervix  is  not  “ripe”  (thoroughly 
effaced  and  at  least  2 to  3 centimeters  dilated) 
Pitocin  infusion  should  not  be  used  to  stim- 
ulate the  uterus  except  in  the  most  dire  ob- 
stetric emergency  — and  then,  with  finesse. 

Caldyero-Barcia  states  that  if  intravenous 
oxytocin  is  required  to  simulate  semi- 
physiologic  uterine  contractions,  then  the 
physiologic  rate  of  infusion  ranges  between 
1 and  8 milliunits  per  minute,  or  .06  to  .48  of 
a unit  per  hour.  The  variability  may  be 
greater  than  this  since  some  patients  are 
much  more  sensitive  than  others  to  Pitocin, 
and  some  seem  to  inactivate  Pitocin  more 
rapidly  with  Pitocinase.  Therefore,  when  its 
use  is  really  indicated,  if  one  starts  cautiously 
with  a solution  of  2 or  3 minims  of  Pitocin  in 
1000  ml.  of  5%  Glucose  in  water,  the  results 
will  be  safer  and  more  easily  controlled,  and 
there  will  usually  be  a sufficient  amount  in 
one  flask  to  complete  the  assignment. 


Doctor,  NOW  You  Can  Dictate 
As  Easily  as  Telephoning 


Every  doctor  uses  the  telephone  for  oral  communication.  Now  dictation  can  be  phoned  just  as  easily 
— with  typewritten  copies  the  quick  end  result. 

Dictaphone  Telecord  is  a model  of  the  famous  Time-Master  line,  the  world’s  finest  and  most 
valuable  dictating  machine.  Transistors  offer  reliable,  trouble-free  operation. 

Why  not  arrange  for  a demonstration  today,  from 

MIDWEST-BEACH  CO.,  SlOUX  FALLS,  S.  D. 
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Gentlemen: 

It  is  with  the  feeling  of  utmost  humility  that  I take  this  opportunity  to  express  to  the 
members  of  the  South  Dakota  Medical  Association  my  deepest  and  most  sincere  thanks  for 
bestowing  upon  me  the  great  honor  and  privilege  of  being  your  president  for  the  coming  year. 

With  this  privilege  and  honor  come  duties,  which  at  this  time,  as  you  all  well  know,  are 
probably  the  most  urgent  and  important  in  the  history  of  organized  medicine  in  America.  I 
shall,  to  the  fullest  extent  of  my  limited  ability,  do  all  that  is  within  my  power  to  uphold  our 
viewpoint  and  I am  hereby  asking  and  knowing  that  I will  receive  the  help  of  every  one  of 
you. 


We  are  fortunate  in  our  State  to  have  one  of  the  best  executive  secretaries  and  assist- 
ants who  will  be  of  great  help  in  this  battle  and  I hope  to  be  seeing  most  of  you  at  your 
local  district  meetings  during  the  year. 

Most  sincerely  yours, 

Magni  Davidson,  M.D. 

President 
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THE  FALLOUT  QUESTION 

Even  in  these  days  of  mounting  social  pres- 
sures and  accusations  of  loss  of  prestige,  the 
community  physician  is  still  looked  upon  as 
a leader  in  at  least  certain  fields.  One  of 
these  fields  should  be  helping  guide  his  com- 
munity in  the  medical  part  of  the  civil  de- 
fense program. 

There  has  been  much  publicity  given  to 
certain  prominent  but  ill  informed  scientists 
who  say  that  there  is  no  need  or  use  for  fall- 
out shelters.  Nothing  can  be  further  from  the 
truth.  It  is  criminal  to  spread  such  ideas 
among  our  people  when  relatively  simple  fall- 
out shelters  will  save  millions  of  lives  outside 
the  target  areas  of  a nuclear  attack. 

Such  a simple  shelter  as  a two-story  brick 
home  with  the  entire  basement  below  ground 
will  reduce  the  radiation  to  1/20  that  present 
on  the  outside.  Such  a shelter  would  allow  a 
total  exposure  of  only  50  r during  a two  week 
stay  even  if  the  radiation  intensity  on  the 
outside  were  as  high  as  200  r/hr  at  the  most 
intense  period.  This  exposure  or  50  r will  not 
cause  death  nor  even  sickness  or  sterility  and 
these  people  can  emerge  from  their  shelters 
to  work  or  fight. 

The  best  comment  on  the  fallout  question 
appeared  in  an  editorial  in  a recent  issue  of 
the  JAMA  and  was  written  by  an  unim- 
peachable authority.  Marshall  Brucer  for 
years  has  been  stationed  at  Oak  Ridge  and  is 
intimately  concerned  with  all  medical  phases 
of  the  Atomic  Energy  Program.  We  can  do 
no  better  than  reprint  his  comments  here. 

J.  P.  Steele,  M.D.,  Yankton,  S.  D. 


THE  GREAT  FALLOUT  CONTROVERSY* 

Fifteen  years  ago  we  dropped  an  atom 
bomb  over  Hiroshima.  It  was  wartime,  and 
bombs  were  fair  play.  Our  intention  was  to 
kill  people,  and  to  the  extent  that  we  dam- 
aged life  and  property,  the  bomb  was  suc- 
cessful. After  the  first  shock  of  this  big  fire- 
cracker wore  off,  we  started  the  ball  rolling 
on  the  really  big  damage.  We  told  a lie.  It 
wasn’t  a big  lie.  It  was  a little  bitty  “maybe” 
lie.  Large  doses  of  radiation  cause  some  mu- 
tations; “maybe  we  caused  some  mutations.” 
Big  amounts  of  radiation  have  caused  cancer; 
“maybe  we  will  see  some  cancer  from  this 
explosion.”  Some  scientists  received  research 
grants  to  look  for  the  fulfillment  of  these 
“maybe’s.”  Since  it  worked  once,  it  might 
work  again;  so  we  told  bigger  lies.  “Maybe 
something  will  happen  that  we  don’t  know 
about;  we  had  better  look  for  it.”  With  the 
development  of  bigger  and  better  bombs  we 
did  produce  some  fallout.  The  little  lies  be- 
came bigger  lies.  The  negative  results  of 
small  experiments  became  excuses  for  def- 
initive studies  in  large  experiments.  We 
learned  how  to  estimate  small  amounts  of 
radiation,  and  we  demanded  more  money  to 
build  bigger  machines  to  make  more  measure- 
ments. The  hysteria  mounted  until  it  reached 
its  scientific  peak  with  the  recent  press  state- 
ment: “Scientists  agree  that  (fallout)  can 
cause  . . . sterility,  and  mutations  . . .” 

Only  in  the  news  media  and  among  Wash- 


* Reprinted  with  permission  from  the  Journal  of 
the  American  Medical  Association,  Vol.  179,  No. 
1,  January  6,  1962. 
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ington  bureaucrats  is  there  scientific  controv- 
ersy, and  only  a political  opportunist  confuses 
the  2 entirely  different  kinds  of  fallout. 

When  a nuclear  explosion  occurs,  a large 
number  of  neutrons  are  produced.  These 
neutrons  will  transmute  some  isotopes  into 
radioactive  isotopes.  In  a big  bomb  there  is 
a tremendous  cloud  of  radioactive  isotopes;  in 
a small  bomb  there  is  a small  cloud  of  radio- 
active isotopes.  If  the  blast  from  the  ex- 
plosion is  sufficient  to  carry  the  cloud  up  into 
the  stratosphere,  it  will  encircle  the  earth 
many  times  before  the  fallout  slowly  dribbles 
into  the  biosphere  and  finally  settles  to  the 
earth.  If  the  blast  is  a small  one,  the  entire 
cloud  stays  within  the  biosphere  and  settles 
to  the  earth  more  rapidly.  The  kind  of  radio- 
active debris  that  gets  into  the  stratosphere 
is  “distant”  fallout.  The  cloud  of  radio- 
activity that  never  gets  above  the  biosphere 
is  “close-in”  fallout. 

Distant  Fallout.  — The  stratosphere  is  very 
large,  very  high,  and  very  far  away.  Radio- 
activity in  the  stratosphere,  no  matter  how 
much,  doesn’t  hurt  us.  Except  for  an  occas- 
ional space  man  the  stratosphere  is  unpopu- 
lated. However,  small  amounts  of  this  fall- 
out eventually  do  trickle  down  into  the  bios- 
phere. Once  it  gets  close  to  earth,  the  debris 
is  the  same  as  close-in  fallout.  Rain  and  snow 
can  bring  it  down  faster.  The  essential  point 
is  that  with  distant  fallout  the  radioactive 
isotopes  stay  in  the  stratosphere  for  a long 
time  during  which  the  fallout  is  diluted  in  a 
vast  amount  of  space,  the  debris  comes  down 
very  slowly,  and  decay  makes  the  fallout  less 
and  less  radioactive. 

Close-In.  Fallout.  — Close-in  fallout  is  a 
different  story,  for  it  is  more  directly  related 
to  the  bomb  explosion  itself.  If  an  atomic 
bomb  explodes  above  your  backyard,  the 
explosion  occurs  in  micro-seconds,  and  you 
can’t  dodge  it.  If  the  fireball  doesn’t  kill  you, 
the  blast  will.  If  the  blast  doesn’t  kill  you, 
the  electromagnetic  radiation  will.  If  the 
gamma  rays  don’t  kill  you,  the  neutron 
radiation  will.  Therefore,  you  will  be  killed 
4 times,  but  it  will  happen  so  fast  that  you 
probably  won’t  even  feel  the  first  death. 

If  a big  bomb  explodes  50  miles  away,  the 
fireball  might,  but  probably  won’t  kill  you  al- 
though the  blast  waves  might  kill  you  if  you 
are  in  the  wrong  place.  The  2 kinds  of  radia- 


tion that  occur  instantaneously  might  be  at 
dangerous  levels,  but  you  are  already  so  far 
away  that  this  initial  exposure  probably 
won’t  hurt  you. 

However,  if  the  bomb  produces  a cloud  of 
radioactive  debris  close  to  the  ground  and  if 
you  are  downwind,  this  cloud  of  radioactive 
debris  may  fall  to  the  earth  in  your  backyard. 
This  is  close-in  fallout.  In  the  sense  that  a 
dead  man  is  sterile,  close-in  fallout  produces 
sterility.  Close-in  fallout  might  produce  can- 
cer, if  you  live  long  enough.  So,  with  close-in 
fallout,  a fallout  shelter  may  not  be  a good 
defense  — but  it  is  the  only  defense  we  have. 

The  Controversy.  — Close-in  fallout  is  dan- 
gerous provided  there  is  enough  of  it.  Domes- 
tic, foreign,  or  neutral,  it  is  still  dangerous. 
Distant  fallout  — domestic,  foreign,  or  neu- 
tral — as  long  as  there  isn’t  enough  of  it,  is 
not  dangerous.  The  only  scientific  controv- 
ersy is,  “How  much  is  too  much?”  There  is  no 
controversy  about  the  extremes  of  “much  too 
much”  or  “much  too  little.”  The  survivors  of 
the  Hiroshima  bomb  showed  a tremendously 
increased  incidence  of  delayed  effects.  This 
knowledge  is  not  the  result  of  diligent  re- 
search. It  was  known  to  the  medical  profes- 
sion from  experiences  with  radiation  before 
World  War  I.  The  radiation  from  the  Hiro- 
shima bomb  beyond  2,000  yards  from  ground 
zero  did  not  produce  any  additional  leukemia. 

We  have  positive  evidence  that  there  have 
been  no  more  genetic  abnormalities  among 
the  children  of  the  exposed  Japanese  than 
among  the  nonexposed.  Neither  is  this  knowl- 
edge the  result  of  diligent  research.  Ever 
since  Isadore  Rubin  started  to  treat  infertility 
by  irradiating  the  ovaries  of  his  patients  in 
1915,  evidence  has  accumulated  that  even  the 
patients’  grandchildren  have  not  been  dele- 
teriously  affected  by  the  initial  exposure. 

When  the  news  media  and  the  bureaucratic 
bubbleheads  state  that  you  may  develop  ab- 
normalities in  the  fifth  generation  or  the 
sixth  or  even  the  seventh,  this  is  true.  It  may 
also  occur  in  the  eighth  generation,  but  even 
the  Bible  goes  only  unto  the  seventh.  You 
can’t  argue  with  this  kind  of  logic.  You  may 
fall  off  a truck  tomorrow  and  kill  yourself, 
but  you  may  not.  You  may  die  of  heart  dis- 
ease while  you  are  reading  this  editorial,  but 
you  may  not.  Also,  you  may  get  cancer  from 
drinking  cranberry  juice.  This  kind  of 
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political  sloganry  — “you  may  develop  . . . 
“you  may  be  affected  by  . . . “you  may  be- 
come ...”  — resembles  the  advertising 
sloganry:  “If  you  have  leprosy  and  need 
salicylic  acid,  take  aspirin.”  This  is  the  worst 
kind  of  deception  because  it  tells  the  truth. 

Killing  people  with  bows  and  arrows, 
machine  guns,  or  close-in  fallout  is  murder. 
This  is  not  a problem  in  preventive  medicine; 
it  is  the  political  problem  of  war.  Distant  fall- 
out is  not  murder,  but  the  encouragement  of 
radiation  hysteria  — domestic,  foreign,  or 
neutral  — is  immoral. 

Marshall  Brucer,  M.D. 

Oak  Ridge,  Tenn. 


THE  MONTH  IN  WASHINGTON 

The  American  Medical  Association  chal- 
lenged the  Kennedy  Administration  on  the 
accuracy  and  legality  of  its  propaganda  cam- 
paign for  the  King-Anderson  bill. 

Dr.  F.  J.  L.  Blasingame,  executive  vice 
president  of  the  AMA  wired  Attorney  Gen- 
eral Robert  Kennedy  about  a booklet  issued 
by  the  Department  of  Health,  Education  and 
Welfare.  Dr.  Blasingame  said: 

“This  booklet  lobbies  for  the  enactment  of 
the  King-Anderson  bill.  This  bill  would  raise 
social  security  taxes  to  provide  limited  health 
services  to  aged  beneficiaries,  regardless  of 
whether  they  need  financial  help. 

“The  Department  of  Health,  Education  and 
Welfare  has  used  tax  funds,  collected  from 
everyone,  to  propagandize  for  a bill  which 
many  people  and  many  groups  have  vigor- 
ously opposed.  Under  law,  the  publishing  of 
this  kind  of  booklet  without  Congressional 
authority  is  a criminal  act,  punishable  by  fine 
or  imprisonment,  or  both,  and  removal  from 
office.” 

AMA  President  Dr.  Leonard  W.  Larson 
wrote  President  Kennedy  correcting  a mis- 
statement the  Chief  Executive  made  at  a 
news  conference. 

The  President  told  his  news  conference 
that  “the  AMA  was  one  of  the  chief  op- 
ponents of  the  Social  Security  system  in  the 
30’s”. 

Dr.  Larson  pointed  out  to  Mr.  Kennedy  that 
the  American  Medical  Association  had  never 
opposed  the  Social  Security  system,  either 
before  or  after  its  adoption. 

“The  Association,”  Dr.  Larson’s  letter  said. 


“testified  before  Congress  on  only  one  section 
of  the  Social  Security  legislation,  the  section 
concerning  extension  of  public  health  serv- 
ices. It  should  be  noted  that  the  AMA  tes- 
tified in  support  of  this  section.” 

Dr.  Blasingame  also  called  on  the  Justice 
Department  to  stop  Cabinet  members  using 
taxpayers’  money  for  lobbying  purposes  and 
to  launch  an  investigation  of  “improper” 
lobbying  activities  of  employees  of  the  De- 
partment of  HEW. 

Dr.  Blasingame  in  a letter  to  Attorney  Gen- 
eral Robert  Kennedy  listed  more  than  a dozen 
incidents  which  he  said  violated  federal 
statutes  prohibiting  lobbying  by  federal  em- 
ployees and  officials. 

“Government  employees,”  Dr.  Blasingame 
said,  “are  being  sent  out  as  speakers,  at  pub- 
lic meetings  to  urge  enactment  of  the  Admin- 
istration’s bill.  This,  in  our  opinion,  is  a clear 
violation  of  Title  18,  Section  1913  of  the  U.  S. 
Code  on  crimes  and  criminal  procedure  which 
prohibits  among  other  things  the  use  of  ‘per- 
sonal services’  for  lobbying  purposes.” 

“We  strongly  protest  the  use  of  tax  monies 
by  these  Cabinet  members  to  lobby  for  a bill 
which  is  clearly  not  within  the  scope  of  their 
respective  departments,”  Dr.  Blasingame  said. 
“I  call  on  you  to  issue  an  injunction  against 
this  type  of  activity  by  these  Cabinet  mem- 
bers.” 

Dr.  Larson  also  urged  that  “the  American 
people  demand  an  honest  accounting  from 
the  Department  of  Health,  Education  and 
Welfare  on  how  much  of  their  tax  money  the 
department  is  spending  lobbying  for  the 
King-Anderson  bill.” 

Dr.  Larson  said  also  that  the  National 
Council  of  Senior  Citizens  should  be  required 
to  register  as  a lobbyist.  “This  organization 
was  founded  by  former  Congressman  Aime 
Forand  for  the  express  purpose  of  lobbying 
for  passage  of  the  King-Anderson  bill,”  Dr. 
Larson  said. 

In  a statement.  Dr.  Larson  cited  contradic- 
tory statements  by  two  prominent  advocates 
of  President  Kennedy’s  health-care-for-the- 
aged  bill  — Ribicoff  and  Rep.  Cecil  R.  King 
(D.,  Calif.). 

“Mr.  Ribicoff  and  Mr.  King  may  be  on  the 
same  team  but  they  are  in  basic  disagreement 
as  to  the  extent  of  services  social  security 
should  provide,  and  how  much  of  an  increase 
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in  taxes  the  public  will  tolerate  to  finance 
these  services,”  Dr.  Larson  said. 

Dr.  Larson  said:  “This  is  what  is  happening, 
Secretary  Ribicoff,  in  an  effort  to  make  the 
King-Anderson  bill  palatable  to  those  fearing 
greater  Federal  taxes,  is  saying  that  the 
health  care  program  will  not  be  expanded  be- 
cause social  security  taxes  have  just  about 
hit  10  per  cent  — his  estimate  of  the  satura- 
tion point. 

“Meanwhile,  Mr.  King,  in  order  to  gain  the 
support  of  those  who  believe  in  the  ‘Federal 
government  playing  the  role  of  Santa  Claus’ 
is  promising  increased  social  security  bene- 
fits in  the  future.” 

* * 

The  American  Medical  Association  opposed 
legislation  that  would  permit  beneficiaries  of 
the  Federal  Employees’  Compensation  Act  to 
utilize  services  of  chiropractors. 

In  a letter  to  the  chairman  of  the  Senate 
Subcommittee  on  Employees’  Compensation, 
Dr.  F.  J.  L.  Blasingame,  AMA  executive  vice 
president,  said: 

“Chiropractic  is  a pseudo-science  which  is 
not  based  on  scientific  methods  and,  there- 
fore, should  be  recognized  as  what  it  is  — a 
theory  of  cultism.  It  is  premised  on  the  theory 
that  human  illness  is  all  related  to  the  spinal 
column.  It  holds  that  the  nerves  that  emanate 
from  the  spinal  cord  become  impinged  or 
“pinched  by  the  vertebrae,  thereby  causing 
malfunction  and  disease. 

“As  a result  of  this  theory,  chiropractors 
claim  that  disease  and  illness  such  as  aller- 
gies, diabetes,  heart  trouble  and  tonsillitis,  to 
name  a few,  can  be  cured  by  adjusting  or 
manipulating  the  spinal  column.  Such  a 
theory,  of  course,  runs  counter  to  the  estab- 
lished facts  of  medical  science  . . . 

“Chiropractors  are  not  educated  or 
equipped  by  either  background  or  training  to 
diagnose  human  illness.  This  inability  to  ren- 
der a diagnosis  coupled  with  their  pseudo- 
scientific method  of  treatment,  when  taken 
into  consideration  in  connection  with  their 
vociferous  stand  against  life-saving  vaccines 
and  wonder  drugs,  precludes  that  any  con- 
sideration be  given  them.” 


U.  S.  PUBLIC  HEALTH  SERVICE 
STOCKPILES  ORAL  VACCINE 
TO  FIGHT  POSSIBLE  POLIO  EPIDEMICS 

Four  and  a half  million  doses  of  live  oral 
polio  vaccine  have  been  purchased  for  emer- 
gency use  by  the  United  States  Public  Health 
Service. 

The  vaccine  will  be  stockpiled  at  Marietta, 
Pa.,  where  it  will  be  held  in  reserve  for  use 
in  the  study  and  control  of  polio  epidemics. 

Surgeon  General  Luther  L.  Terry,  who  has 
announced  that  the  emergency  vaccine  is 
available  upon  request  by  public  health 
authorities,  indicates  that  the  reserve  supply 
may  be  called  upon  with  the  occurrence  of  a 
relatively  small  number  of  cases. 

The  decision,  the  Surgeon  General’s  office 
says,  will  be  up  to  the  local  health  officer. 
As  few  as  three  cases  within  a month,  of 
which  two  have  been  confirmed  by  labora- 
tory analysis,  will  be  sufficient  to  permit  use 
of  the  epidemic  reserve.  In  such  circum- 
stances, the  local  health  officer  can  request, 
through  his  state’s  department  of  health, 
enough  vaccine  to  conduct  a mass  immuniza- 
tion campaign  as  a preventive  measure  in  his 
community.  In  each  campaign,  Public  Health 
authorities  will  study  the  effectiveness  of  the 
vaccines  in  preventing  the  spread  of  the 
disease. 

All  of  the  three  types  of  the  vaccine  needed 
to  provide  immunity  against  polio  are  in- 
cluded in  the  new  Public  Health  Service 
stockpile,  with  1.5  million  doses  each  of 
Types  I,  II,  and  III. 


Out  Patient  Needs 

ELMEN 

Rent-alls,  Inc. 

1701  West  12th 
Sioux  Falls,  South  Dakota 
‘‘We  Rent  Most  Everything” 

Everest  & Walkers 

Jennings  Commodes 
Wheel  Chairs  Bedrails 
Hospital  Beds  Trapeze  Bars 
Crutches 

lOO's  of  Invalid  needs 

PHONE 

ED  8-7802 
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"A  CALL  FOR  BOOKS" 

A medical  college  is  being  organized  by 
Dr.  S.  C.  Sen,  a retired  Hindu  physician,  at 
Muslin  University  in  Aligarh,  India.  It  is 
scheduled  to  open  in  July  with  a first  year 
class  of  fifty  students  and  an  additional  fifty 
each  year  until  a full  four  year  status  is 
reached. 

The  school  needs  books  on  all  medical  sub- 
jects, especially  those  published  since  1950. 
The  immediate  and  urgent  need  is  for  text- 
books of  basic  sciences  including  anatomy, 
anatomical  atlases,  physiology,  biochemistry, 
and  histology.  Dissection  manuals  and  med- 
ical dictionaries  are  also  needed. 

If  you  have  any  such  books  that  you  would 
like  to  contribute,  send  them  by  parcel  post 
to  the  Registrar,  Muslin  University,  Aligarh, 
U.  P.,  India. 

* * * * 

American  Friends  of  Vietnam  is  a non- 
partisan group  organized  in  support  of  a free 
and  democratic  Republic  of  Vietnam.  The 
University  of  Hue,  located  a few  miles  south 
of  the  17th  parallel,  which  divides  the  em- 
battled Republic  of  Vietnam  from  its  Com- 
munist counterpart  on  the  north,  was  founded 
in  1957.  In  1960  a school  of  medicine  was 
opened  to  provide  a full  seven  year  program 
of  training  in  medicine,  pharmacy,  dentistry 
and  nursing,  with  English  the  language  of 
instruction. 

This  medical  school  also  needs  recent 
authoritative  published  materials.  A list  of 
publications  needed  was  sent  to  the  editor 
of  this  column.  This  lengthy  list  includes 
textbooks,  handbooks,  atlases  and  other  books 
mostly  in  the  basic  sciences.  Anyone  wishing 


to  contribute  to  this  medical  school  may  send 
their  offerings  to  the  University  of  South 
Dakota  Medical  Library,  Vermillion,  South 
Dakota.  If  they  are  on  the  list  of  wanted 
books,  they  will  then  be  sent  to  the  New  York 
address  for  shipment  to  Vietnam. 


MEDICAL  PRECEPTORSHIP 

Every  spring  our  sophomore  medical  stu- 
dents spend  3 weeks  with  an  assigned  doctor 
in  the  state  on  a preceptorship.  The  students 
benefit  greatly  from  this  experience  and  so 
does  the  doctor. 

Warren  Golliher  from  Hoover  was  assigned 
to  Dr.  Margaret  Faithe  at  Wakonda,  where, 
so  he  stated  he  went  with  his  wife  and  son, 
Mike,  “with  feelings  of  anxiety.”  They  were 
entertained  at  a luncheon  on  Sunday,  their 
first  day  in  the  community,  by  Dr.  Faithe  and 
several  other  doctors,  where  they  were  made 
to  feel  at  home.  In  Warren’s  words,  “I  was 
accepted  as  a member  of  the  Faithe  Clinic 
and  accepted  by  the  community.  I met  and 
talked  to  nearly  all  of  the  patients  that  came 
into  the  clinic  throughout  the  3 weeks  of  my 
preceptorship  and  was  surprised  by  their  in- 
terest in  my  career  in  medicine.  These  3 
weeks  were  the  most  enjoyable  I have  had  in 
several  years.  I am  grateful  to  the  doctors 
of  Viborg,  and  especially  to  Dr.  Faithe,  for 
giving  so  generously  of  their  time  and  knowl- 
edge and  for  giving  me  a glimpse  into  the 
practice  of  medicine  in  a small  community.” 

Lynn  Frary  of  Rapid  City  had  his  pre- 
ceptorship at  Webster,  under  Dr.  Loren 
Amundson,  and  gives  his  impressions  as  fol- 
lows: 

“As  well  as  observing  general  practitioners 
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at  work  with  their  clinical  experiences,  I was 
very  much  impressed  by  the  operation  of 
their  group  practice.  This  particular  plan  al- 
lowed for  equal  partnership,  more  leisure 
time  than  I am  sure  could  be  allowed  for  a 
doctor  in  “solo”  practice,  and  continued  to 
give  maximum  benefits  and  care  to  patients 
at  all  times. 

The  value  of  a program  of  this  kind  is  hard 
to  evaluate  since  the  things  done  and  things 
seen  by  each  student  vary  widely.  It  did  give 
us  the  opportunity  to  observe  the  busy  prac- 
titioner in  his  environment  away  from  the 
teaching  center,  and  how  he  practices  med- 
icine.” 

Edward  G.  Allen,  Long  Beach,  California, 
had  this  to  say  about  his  preceptorship  with 
Dr.  Taylor  at  the  Aberdeen  Medical  Center. 
“The  preceptorship  program  offers  valuable 
clinical  exposure  on  a private  practice  basis, 
but  even  more  important  is  the  information 
gained  concerning  the  mechanics  of  actually 
conducting  the  practice  of  medicine,  particu- 
larly in  South  Dakota.  This  is  the  essence 
of  the  program.” 

Esther  Howard 
Medical  Librarian 

Announcement  was  made  at  the  House  of 
Delegates  meeting  that  Assistant  Executive 
Secretary,  Phyllis  Sundstrom,  plans  to  marry 
in  August.  She  plans  to  work  for  the  Asso- 
ciation until  Christmas. 


MEDIC- ALERT 

At  5:08  a.m.  an  elderly  man  in  an  inco- 
herent state  was  brought  to  the  Emergency 
Memorial  Hospital  in  Long  Beach,  California. 

At  5:10  and  one  telephone  call  later  the  hos- 
pital staff  knew  he  was  a diabetic,  and  a 
laryngectomee;  that  he  lived  in  San  Pedro 
and  that  the  persons  to  be  notified  lived  in 
Modesto.  Proper  treatment  was  adminis- 
tered. 

At  5:12  a.m.  the  person  in  Modesto,  Cali- 
fornia, was  informed  of  the  “victim’s”  where- 
abouts. 

All  this  was  possible  because  of  a stainless 
steel  bracelet  with  a red,  engraved  Caduceus 
on  one  side  and  a serial  and  telephone  num- 
ber and  a warning  “Diabetic  and  Laryngec- 
tomee” engraved  on  the  reverse  side. 

There  are  today  in  the  United  States  over 


75,000  persons  wearing  such  bracelets,  em- 
blems, or  medallions,  members  of  the  non- 
profit Medic-Alert  Foundation  International. 

Endorsed  by  the  South  Dakota  State  Med- 
ical Association  as  well  as  by  numerous  other 
state  medical  associations,  law  enforcement 
agencies,  hospitals  and  countless  other  organ- 
izations, there  are  many  recorded  cases  where 
Medic-Alert  bracelets  and  emblems  have  pre- 
vented needless  mistakes,  painful  reactions 
to  contra-indicated  drugs  and  even  death. 

Hospital  staffs  and  more  and  more  private 
physicians  have  become  alerted  to  look  for 
the  Medic-Alert  insignias  and  to  recommend 
the  bracelets  and  emblems  to  patients  with 
hidden  medical  problems  and  acute  allergies. 

In  most  cases,  the  engraved  warning  of  the 
wearer’s  problem  is  sufficient  when  emer- 
gency, sudden  seizure  or  accident  strikes. 
However,  as  added  protection  when  more 
information  is  required,  physicians  may  tele- 
phone to  the  Medic-Alert  headquarters  on  a 
collect  call  basis,  24  hours  a day. 

Medical  and  personal  information  of  each 
member  is  recorded  in  a central  file,  cross- 
filed  under  name  and  serial  number  corres- 
ponding to  one  engraved  on  each  bracelet. 

In  the  case  of  the  elderly  man  mentioned 
above,  information  on  whom  to  contact  was 
desired  and  obtained  by  telephoning  the 
Medic-Alert  number. 

It  is  estimated  that  one  person  in  every 
family  — ■ over  45  million  Americans  — suf- 
fers from  some  hidden  medical  problem  or 
acute  allergy.  In  the  event  of  an  accident 
or  seizure  where  a person  is  unconscious,  de- 
lirious or  in  shock  and  cannot  talk,  the  Medic- 
Alert  bracelet  and  emblem  helps  assure  im- 
mediate and  proper  medical  attention. 

Membership  in  the  Medic- Alert  Foundation 
International  is  obtained  through  a one  time 
only  membership  fee  of  $5.00,  which  includes 
the  bracelet,  emblem  or  medallion. 

Further  information  may  be  obtained  by 
writing  to  Medic-Alert,  Turlock,  California. 


FOR  SALE;  One  of  the  best  general  prac- 
tices in  Northwest  Iowa.  Ten  minutes  to 
open  staff  hospital.  1961  gross  income 
$47,500.00.  Equipment,  practice,  and  drugs 
for  $17,500.00.  Please  write  Grant  D.  Bullock, 
M.D.,  Inwood,  Iowa. 


This  is  yoar 


MEDICAL  ASSOCIATION 


NEWS  • NOTES  • • • BIRTHS  • • • CHANGES  • NEWS 


Pop's  Proverbs 

Just  how  “soft”  a life  are 
you  entitled  to  have?  Do 
you  consider  yourself  in 
the  “Art”  or  the  “Bus- 
iness” of  Medicine? 


STATE  COLLEGE 
SENIOR  COED 
RECEIVES  TOP 
RESEARCH  PRIZE 

Lavonne  Koppmann,  Rapid 
City,  a graduating  senior  in 
medical  technology  at  South 
Dakota  State  College,  has  re- 
ceived top  honors  for  her  re- 
search work. 

Miss  Koppmann,  who  has 
been  taking  her  internship  at 
Colorado  Springs,  Colo.,  re- 
ceived a $50  award  for  the 
best  student  paper  at  the 
Colorado  State  Technology 
Convention  in  Denver  re- 
cently. Miss  Koppmann  also 
received  a $10  award  for  the 
best  scientific  exhibit. 

Her  work  dealt  with  de- 
veloping a screening  test  for 
staphyloccocus.  Upon  com- 
pletion of  her  training  in 
medical  technology,  she  will 
accept  a position  with  the  St. 
Francis  Hospital  in  Honolulu, 
Hawaii. 


DR.  TAYLOR  NAMED 
TO  COMMITTEE 

W.  R.  Taylor.  M.D..  of  the 

Aberdeen  Medical  Center 
has  been  appointed  a mem- 
ber of  the  professional  com- 
mittee to  choose  South  Da- 
kota recipients  of  The  Na- 
tional Foundation’s  1962 
health  scholarships.  Dr.  Tay- 
lor will  represent  the  med- 
ical profession,  and  is  one  of 
five  outstanding  health 
leaders  in  the  state  who  will 
make  up  the  committee. 

The  scholarships  are  being 
offered  to  South  Dakota  high 
school  seniors  and  college 
students  for  study  in  five 
basic  health  professions: 
medicine,  nursing,  physical 
therapy,  medical  social  work 
and  occupational  therapy. 

NINTH  DISTRICT 
HEARS  MURRAY 

The  Ninth  District  Medical 
Society  met  at  Rapid  City, 
May  22,  at  the  Arrowhead 
Country  Club.  Speaker  was 
a Dr.  Murray  from  the  De- 
partment of  Medicine  at  the 
University  of  Minnesota.  He 
spoke  on  “Renal  Vascular 
Hypertension.” 


Dr.  J.  T.  Elston  presided 
over  the  meeting.  New  mem- 
bers elected  to  membership 
were  Drs.  Lowell  Swisher  of 
Kadoka,  and  Harold  Frost  of 
Rapid  City.  It  was  an- 
nounced that  the  annual  fish 
fry  would  be  held  on  August 
9,  at  Spearfish. 

A.  P.  PEEKE.  M.D. 
RECEIVES  ALUMNI 
AWARD 

A.  P.  Peeke.  M.D..  Volga, 
is  the  recipient  of  a “distin- 
guished alumni  award”  from 
his  alma  mater,  Park  College, 
Parkville,  Missouri.  The 
award,  signed  by  Paul  S. 
Kamitsuka,  Alumni  Associa- 
tion president,  and  Paul  Mor- 
rill, president  of  Park  Col- 
lege, reads  as  follows: 

“Alonzo  P.  Peeke,  class  of 
1924,  a man  of  wonderful 
abilities,  great  enthusiasms, 
and  varied  interests.  Settling 
as  a doctor  in  a small  rural 
town  in  South  Dakota  during 
a great  depression,  he  has 
developed  an  outstanding 
practice  and  a health-minded 
community  over  the  years. 
He  is  a prodigious  worker  in 
many  fields.  He  is  active  and 
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outstanding  in  the  medical 
profession,  in  his  church  as 
an  elder,  and  in  the  Masonic 
Order.  All  of  these  have  been 
proud  to  show  him  honor. 
His  hobbies  are  numerous 
and  varied  and  his  wife  and 
six  fine  children  share  his 
interests.  A splendid  doctor, 
an  outstanding  citizen,  a 
Christian  gentleman,  we  are 
proud  to  honor  him.” 


NEW  OFFICERS  NAMED 

New  officers  elected  at  the 
annual  meeting  of  the  South 
Dakota  State  Medical  Asso- 
ciation, held  in  Bismarck, 
North  Dakota,  June  2-5,  in- 
clude Dr.  Magni  Davidson, 
Brookings,  President;  Dr. 
Robert  H.  Hayes,  Winner, 
President-Elect;  Dr.  J.  P. 
Steele,  Yankton,  Vice  Presi- 
dent; and  Dr.  C.  J.  McDonald, 
Sioux  Falls,  Speaker  of  the 
House. 


DERMATOLOGY 
CONGRESS  PROGRAM 
ANNOUNCED 

Dermatological  conditions 
from  A to  Z (acne  to  zoster) 
— and  what  to  do  about 
them  — will  comprise  the 
program  at  the  Twelfth  In- 
ternational Congress  of  Der- 
matology in  Washington, 
D.  C.,  September  9-15,  1962. 


According  to  Dr.  Donald 
M.  Pillsbury,  Congress  Presi- 
dent, the  core  of  the  program 
will  be  15  symposia,  designed 
to  apply  advances  in  basic 
sciences  to  clinical  derma- 
tology. Advance  registrations 
indicate  a record-setting  at- 
tendance for  Congress  par- 
ticipation. 


SWEET  NAMED 
COUNCIL  CHAIRMAN 

E.  P.  Sweet,  M.D.,  of 
Burke,  South  Dakota,  has 
been  named  chairman  of  the 
Council  of  the  South  Dakota 
State  Medical  Association. 
He  will  serve  in  that  position 
for  a period  of  one  year. 


MRS.  E.  A.  JOHNSON 
AUXILIARY  PRESIDENT 
Mrs.  E.  A.  Johnson,  wife  of 
Dr.  E.  A.  Johnson  of  Milbank, 
was  elected  president  of  the 
Women’s  Auxiliary  of  the 
South  Dakota  State  Medical 
Association  at  the  meeting 
held  in  Bismarck,  North  Da- 
kota, on  June  2,  3,  and  4. 


SOCIAL  EVENT  HELD 

The  Third  District  Medical 
Society  held  its  Annual  So- 
cial Meeting  on  June  14,  1962, 
at  the  Brookings  Country 
Club,  Brookings,  South  Da- 
kota. Highlights  of  the  day 


included  golf,  followed  by  a 
social  hour  and  dinner. 

Richard  C.  Erickson,  Field 
Secretary  for  the  State  Med- 
ical Association,  attended  the 
meeting. 


FOREIGN  PHYSICIANS 
TOUR  LILLY 
OPERATIONS 

Fourteen  foreign  phy- 
sicians who  are  studying  for 
one  year  in  the  United  States 
under  the  auspices  of  Eli 
Lilly  and  Company’s  Inter- 
national Fellowship  Program 
recently  paid  a two-day  visit 
to  the  pharmaceutical  com- 
pany. 

The  physicians  were  shown 
Lilly’s  research  and  produc- 
tion operations.  They  also 
visited  the  Lilly  Laboratory 
for  Clinical  Research  at 
Marion  County  General  Hos- 
pital and  the  Lilly  Biological 
Laboratories  at  Greenfield, 
Indiana. 

Since  the  Lilly  fellowship 
program  was  founded  in 
1945,  more  than  130  phy- 
sicians from  thirty-one  na- 
tions have  come  to  this  coun- 
try to  study  their  medical 
specialties  in  leading  hos- 
pitals and  universities.  They 
have  then  returned  to  their 
home  countries  to  pass  on 
their  knowledge. 


CORRECTION 

Two  corrections  are  necessary  in  the  edi- 
torial, “Who  Wants  It?”,  which  appears  on 
page  227  of  the  June  issue.  The  second  sen- 
tence in  the  first  paragraph  should  read,  “At 
the  rally  in  New  York’s  Madison  Square 
Garden,  a tabloid  paper  was  distributed 
claiming  a total  attendance  of  more  than 
150,000  at  the  33  rallies  scheduled  across  the 
country  to  promote  support  of  the  King- 
Anderson  Bill.” 

The  next  to  the  last  sentence  in  the  final 
paragraph  should  read,  “Let’s  take  up  our 


banner  with  renewed  effort  so  that  one  day 
soon  we  can  face  the  Administration  and  say, 
‘Look,  the  doctors  don’t  want  it;  the  insurance 
companies  don’t  want  it;  the  average  worker 
doesn’t  want  it;  and  the  proud  independent 
senior  citizens  don’t  want  it!”’ 

The  editorial  referred  to  above  was  in- 
serted just  a short  time  before  the  Journal 
went  to  press  and  no  proofs  were  submitted 
to  the  Journal  office  by  the  printer.  Conse- 
quently, the  Journal  office  was  unaware  of 
the  errors  until  the  Journal  had  been  printed 
and  distributed. 
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HEALTH  HAZARDS  IN  THE 
AGRICULTURAL  USE  OF 
ECONOMIC  POISONS* 
by 

Homer  R.  Wolfe** 
Wenatchee,  Washington 


The  development  and  use  of  new  pesticides 
during  recent  years  has  been  a great  boon  to 
agriculture  through  the  production  of  more 
and  better  food  for  the  growing  population. 
We  must  bear  in  mind,  however,  that  there 
are  hazards  that  accompany  the  use  of  such 
materials,  particularly  when  they  are  mis- 
used. Each  year  there  are  illnesses  and 
deaths  that  are  attributed  to  pesticides,  espe- 
cially the  more  toxic  organic  phosphorus  com- 
pounds. These  deaths  are  usually  the  result 
of  gross  carelessness  or  accident.  A realiza- 
tion of  the  hazards  inherent  in  pesticide  ma- 
terials, however,  should  not  discourage  their 
use  but  rather  should  stimulate  safer  han- 
dling of  them. 

The  U.  S.  Public  Health  Service  has  been 
attempting  to  encourage  safer  handling  of 
such  materials  and  has  conducted  studies  to 
evaluate  the  potential  health  hazards  asso- 
ciated with  the  intensive  use  of  various  eco- 
nomic poisons.  Studies  at  the  Wenatchee 
Field  Station  have  been  concerned  mainly 
with  three  general  segments  of  the  popula- 


*Reprinted by  permission  from  the  Proceedings  of 
the  Washington  State  Weed  Conference,  Novem- 
ber, 1960. 

**Technology  Branch,  Communicable  Disease  Cen- 
ter, Public  Health  Service,  U.  S.  Department  of 
Health,  Education,  and  Welfare,  Wenatchee, 
Washington. 


tion:  (1)  workers  who  have  more  direct  con- 
tact with  toxic  pesticides,  such  as  the  formu- 
lator,  the  spray  or  dust  machine  operator,  or 
other  workers  exposed  to  residues  on  crops; 
(2)  persons  not  directly  or  intentionally  asso- 
ciated with  the  chemicals,  including  those 
persons  exposed  when  spray  or  dust  drifts 
into  dwellings  during  application  to  adjacent 
fields  or  orchards,  and  children  or  irrespon- 
sible adults  who  come  in  contact  with  so- 
called  “empty”  pesticide  containers  or  those 
who  accidentally  drink  from  a beverage 
bottle  or  other  unlabled  containers  that  have 
been  carelessly  used  for  storage  of  small 
quantities  of  liquid  pesticide;  and  (3)  the  gen- 
eral population,  all  of  whom  are  exposed  to 
residues  in  food. 

Hazard  to  Persons  Who,  Through  Their  Work, 
Have  Direct  Contact  with  Pesticides 
Workers  in  plants  formulating  agricultural 
pesticides  are  often  exposed  to  large  amounts 
of  toxic  chemicals.  However,  they  are  the 
group  that  is  usually  most  aware  of  the  po- 
tential danger  of  exposure  and  are  usually 
provided  with  and  use  protective  equipment 
such  as  respirators  and  clean  overalls.  Also, 
they  are  more  inclined  to  bathe  immediately 
following  a period  of  exposure.  Even  with 
these  precautions,  there  have  been  cases  of 
pesticide  poisoning  in  this  group,  especially 
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where  organic  phosphorus  insecticides  have 
been  involved. 

Also,  the  individual  who  applies  certain 
pesticides  by  spray  or  dust  machine  also  may 
have  a heavy  potential  exposure.  He  should 
be  aware  of  the  danger  involved  and  have  a 
chance  to  protect  himself  if  he  chooses. 
Studies  have  been  conducted  to  determine  the 
potential  exposure  to  spraymen  applying 
various  pesticides.  This  type  of  measurement 
involved  the  assay  of  dermal  exposure  by  at- 
taching absorbent  patches  on  the  skin  of 
workers  during  actual  spray  operations.  Res- 
piratory exposure  was  measured  by  analyz- 
ing the  filter  pads  from  each  worker’s  res- 
pirator and  by  determining,  through  air 
sampling,  the  amount  of  toxicant  in  the  air 
near  the  breathing  zone  of  the  operator. 
Batchelor  and  Walker  (1954),  measuring  po- 
tential exposure  to  parathion  in  orchard  areas 
of  central  Washington,  reported  that  contam- 
ination by  the  dermal  route  was  greater  than 
that  by  the  respiratory  route. 

Durham  and  Wolfe  estimated  that  an  aver- 
age orchard  sprayman  who  wore  no  hat  or  no 
protective  clothing  on  his  arms  would  poten- 
tially be  subjected  during  each  hour  of  spray 
operations  to  about  7.7  per  cent  of  the  toxic 
dose  of  parathion  as  calculated  by  extrapo- 
lation from  data  on  toxicity  studies  in 
laboratory  animals.  Accordirfg  to  this  data, 
one  might  calculate  that  after  approximately 
13  hours  of  spraying  an  individual  could  be- 
come poisoned.  Use  experience  has  shown 
that  this  is  not  necessarily  true,  however.  The 
relative  innocuousness  of  this  large  skin  con- 
tamination may  be  explained  by  slow  and/or 
incomplete  absorption  of  the  pesticide  which 
impinges  on  the  skin.  In  this  connection, 
Rothe  et  al.  have  shown  that  rats  can  with- 
stand more  than  an  LD.jo  (the  dosage  required 
to  produce  a 50  per  cent  mortality  in  ex- 
perimental animals)  of  parathion  daily  for 
many  days  without  significant  injury,  pro- 
vided the  material  is  given  in  their  food  so 
that  the  dose  is  received  gradually  rather 
than  instantaneously,  as  in  the  case  of  a 
single,  acute  dose  given  by  stomach  tube.  In 
other  words,  a part  of  the  reason  that  poison- 
ing is  no  more  frequent  is  that  the  dose  ab- 
sorbed from  the  skin  is  distributed  over  many 
hours.  The  hazard  to  spraymen  is  also  alle- 
viated considerably  by  the  fact  that  most  of 


them  wear  a hat  that  affords  some  protection 
from  drift  onto  the  face  and  neck  area  and 
they  also  often  wear  long  sleeves  for  protec- 
tion of  their  arms. 

Durham  and  Wolfe  also  measured  exposure 
to  one  of  the  most  widely  used  insecticides, 
DDT.  They  estimated  the  potential  exposure 
to  be  only  0.15  per  cent  of  the  toxic  dosage 
per  hour  of  spraying  with  an  air-blast 
machine  in  orchard  areas.  Batchelor  et  al. 
(1956)  calculated  the  potential  exposure  of 
orchard  spraymen  to  dinitroorthocresol  dur- 
ing its  use  as  a blossom-thinning  spray  for 
apples  to  be  about  0.25  per  cent  of  the  toxic 
dose  per  hour  spraying. 

Although  the  largest  portion  of  our  re- 
search concerns  insecticides,  illnesses  al- 
legedly due  to  fungicides  and  herbicides  are 
also  being  studied.  All  available  case  reports 
of  accidental  ingestion  of  these  compounds 
are  being  collected. 

In  the  field  of  herbicides,  Wolfe  et  al.  meas- 
ured the  exposure  to  operators  of  ground 
spray  machines  when  applying  dinitro-o- 
secondary  butyl  phenol  (commonly  referred 
to  as  DNOSBP  or  dinitro  amine)  as  a weed 
control  spray  in  fields  of  peas  and  corn  in 
western  Washington.  The  potential  exposure 
was  calculated  to  be  0.96  per  cent  of  the  toxic 
dose  during  each  hour  of  spraying.  In  Europe, 
there  have  been  a number  of  illnesses  and 
some  deaths  among  ground  spray  machine 
operators  applying  dinitro  compounds  for 
weed  control.  However,  results  of  the  above 
study  of  exposure  and  levels  of  the  compound 
found  in  the  urine  of  the  spraymen  involved 
indicate  that  no  significant  hazard  is  asso- 
ciated with  the  application  of  DNOSBP  for 
weed  control  under  conditions  of  its  use  in 
western  Washington,  providing  it  is  applied 
in  the  recommended  manner.  This  conclusion 
has  been  corroborated  by  use  experience. 

One  of  the  most  widely  used  herbicides  is 
2,  4-D.  This  compound  is  not  very  toxic  to 
experimental  animals.  Its  oral  LDso  to  white 
rats  is  about  500  mg./kg.  as  compared  to  125 
mg./kg.  for  DDT.  Use  experience  with  2,  4-D 
has  generally  been  good  from  the  standpoint 
of  human  health.  There  is  a single  report 
(Goldstein  et  al.,  1959)  of  three  cases  of  peri- 
pheral neuropathy  in  persons  who  had  a his- 
tory of  exposure  to  2,  4-D.  These  three  cases 
were  all  seen  in  a single  hospital  during  a 
three  month  period. 
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In  cases  of  extensive  respiratory  exposure 
or  accidental  ingestion  of  commercial  formu- 
lations of  2,  4-D  herbicides,  the  aliphatic  or 
aromatic  solvents  used  may  cause  certain 
poisoning  symptoms  characteristic  of  the  sol- 
vents but  not  of  2,  4-D. 

Another  facet  of  the  exposure  of  workers 
to  pesticides  involves  residue  on  crops.  The 
ability  of  parathion  residues  on  foliage  to 
poison  crop  workers  has  not  been  generally 
appreciated.  Quinby  and  Lemon  (1958)  re- 
ported eleven  instances  of  parathion  residue 
poisoning  in  crop  workers.  Etiology  was  con- 
firmed by  a lowered  blood  cholinesterase 
level  and  by  improvement  following  atropine. 
Of  a total  of  142  persons  exposed,  75  became 
ill.  These  mild  poisonings  occurred  in 
workers  thinning,  picking,  or  irrigating  crops 
of  apples,  pears,  grapes,  oranges,  and  hops 
treated  with  one  or  more  pounds  of  parathion 
per  acre.  Several  of  the  known  instances  of 
poisoning  involved  exposure  to  foliage  or 
fruit  sprayed  not  more  than  two  days  earlier. 
However,  contact  with  pear  trees,  grape 
vines,  and  orange  trees  caused  poisoning  as 
much  as  12,  33,  and  34  days,  respectively, 
after  application.  Since  the  reporting  of  this 
clinical  and  occupational  type  of  parathion 
poisoning,  there  have  been  found  many  more 
such  outbreaks  involving  hundreds  of 
workers. 

Hazard  to  Persons  Not  Directly  or 

Intentionally  Associated  with  Pesticides, 
Including  the  General  Population 

Another  segment  of  the  population  that  has 
been  considered  in  studies  of  exposure  to 
pesticides  is  the  group  of  persons  not  directly 
or  intentionally  associated  with  pesticide  ap- 
plications. The  hazard  to  residents  from 
spraying  adjacent  orchards  has  been  eval- 
uated by  Summerford  and  co-workers  (1953) 
in  extensive  studies  carried  out  in  1951  and  by 
Hayes  and  colleagues  (1957)  in  studies  done  in 
1952  and  1953.  This  work  involved  study  of 
blood  cholinesterase  levels  and  incidence  of 
illness  among  groups  of  persons  with  dif- 
ferent degrees  of  exposure  to  organic  phos- 
phorus insecticides. 

Blood  cholinesterase  values  were  found  to 
be  depressed  during  the  period  of  exposure 
for  those  groups  of  workers,  including  formu- 
lators  and  spraymen,  having  definite  expo- 
sure. No  change  in  blood  cholinesterase  dur- 


ing the  spray  season  was  seen  in  the  groups  of 
individuals  (including  residents  in  or  near  or- 
chards) with  little  or  no  exposure.  Illness 
suggestive  of  poisoning  was  increased  in  the 
definitely  exposed  groups  during  the  period 
of  their  exposure.  Illness  resembling  mild 
poisoning  was  not  significantly  more  common 
in  persons  (including  those  residing  in  or  ad- 
jacent to  orchards)  living  in  an  agricultural 
community  who  had  no  occupational  or  gross 
accidental  exposure  than  it  was  in  persons 
living  in  a non-agricultural  area,  where  in- 
secticides were  not  used. 

A recent  advance  in  analytical  chemistry 
has  given  us  a new  tool  in  this  area  of  study. 
Elliott  et  ah,  (1960)  developed  a more  sen- 
sitive procedure  for  the  measurement  of  ex- 
posure to  parathion.  This  procedure  involves 
the  assay  of  urinary  excretion  of  p-nitro- 
phenol,  which  is  a parathion  metabolite.  This 
technique  has  been  found  to  give  a more  sen- 
sitive measurement  of  exposure  to  parathion 
than  does  blood  cholinesterase  activity.  By 
using  this  method,  it  was  found  that  workers 
with  higher  degrees  of  parathion  exposure 
generally  excreted  easily  measurable  quan- 
tities of  p-nitrophenol,  even  though  many 
showed  no  effect  of  the  exposure  on  their 
blood  cholinesterase  activity.  On  the  other 
hand,  the  average  p-nitrophenol  excretion  of 
the  orchard  residents  group  was  insignificant. 
This  more  sensitive  measure  of  exposure 
essentially  confirms  earlier  results  with  blood 
cholinesterase  tests  and  symptomatology  that 
the  incidental  exposure  to  residents  in  or 
near  orchards  during  spray  operations  gen- 
erally is  insignificant. 

Another  hazard  that  has  been  evident  for 
many  years  results  from  the  apparent  laxity 
on  the  part  of  some  farmers  to  properly  dis- 
pose of  certain  types  of  toxic  pesticide  con- 
tainers after  they  have  been  emptied.  As  a 
result  of  this  carelessness,  children  often  be- 
come poisoning  victims  when  playing  with 
“empty”  pesticide  containers.  Also,  each  year, 
tragic  preventable  poisonings  occur  when 
children  drink  from  bottles  or  other  con- 
tainers that  have  been  filled  with  insecticide. 
Spray  operators  should  make  a special  effort 
to  dispose  of  empty  pesticide  containers  so 
that  children  or  irresponsible  adults  cannot 
come  in  contact  with  them. 

The  general  population  in  this  country  is 
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exposed  to  pesticide  residues  on  food.  There 
have  been  no  cases  of  illness  in  this  country 
from  insecticide  residues  on  food  when 
formulations  have  been  used  according  to 
directions  (Hayes  1960).  It  is  important,  how- 
ever, that  long-term  toxicity  studies  be  con- 
tinued to  rule  out  the  possible  effects  of 
chronic  exposure. 

Pesticide  Poisoning 

Each  year,  the  U.  S.  Public  Health  Service 
Laboratory  at  Wenatchee,  Washington,  in- 
vestigates a number  of  pesticide  poisoning 
cases  that  occur  in  the  Northwest.  A higher 
incidence  of  poisoning  occurs  in  some  years 
than  others.  For  example,  during  the  1958 
spray  season,  there  occurred  a larger  number 
of  illnesses  due  to  pesticides  in  central  Wash- 
ington. This  included  two  fatalities  and  many 
illnesses,  some  very  serious.  Most  of  the 
poisoning  cases  involved  parathion,  the  most 
widely  used  of  the  more  toxic  pesticides  in 
that  area.  However,  demeton  (Systox)  and 
Phosdrin  were  involved. 

Several  factors  may  have  been  involved  in 
this  higher  occurrence  of  poisoning  observed 
during  1958.  First,  development  of  resistant 
strains  of  insects  and  mites  brought  about 
greater  than  normal  usage  of  pesticides.  Sec- 
ondly, the  1958  spray  season  in  central  Wash- 
ington was  extremely  hot.  There  are  some 
indications  that  poisoning  occurs  more  often 
in  hotter  weather.  This  may  be  because 
spraymen  tend  to  wear  less  protective  cloth- 
ing in  hot  weather.  Increased  skin  absorption 
and  greater  volatilization  of  the  toxicants 
should  also  be  considered.  Thirdly,  spraymen 
may  have  become  a bit  lax  in  observing  safety 
precautions  after  experiencing  several  years 
of  usage  with  no  adverse  effects. 

These  organic  phosphorus  pesticides  poison 
by  inactivating  the  enzyme  cholinesterase, 
which  results  in  an  accumulation  of  excess 
acetyl  choline,  thereby  producing  symptoms 
of  over-stimulation  of  the  parasympathetic 
nervous  system.  Atropine,  which  acts  only 


as  an  antagonist  to  the  excess  acetyl  choline, 
has  proved  to  be  an  effective  antidote  in  cases 
of  poisoning.  In  severe  cases,  artificial  res- 
piration may  be  lifesaving,  since  the  usual 
cause  of  death  is  respiratory  failure.  More 
recently,  a group  of  “true”  antidotes  for  or- 
ganic phosphorus  poisoning  has  been  found. 
The  most  widely  used  of  these  new  anti- 
dotes is  pyridine-2-aldoxime  methiodide  or 
2-PAM.  These  compounds  reactivate  the 
enzyme  which  had  been  inhibited  by  the  or- 
ganic phosphorus  compounds.  A supply  of 
2-PAM  is  available  at  the  laboratory  in 
Wenatchee  as  well  as  at  hospitals  in  several 
locations  in  the  Northwest. 

Summary 

The  U.  S.  Public  Health  Service  has  con- 
ducted studies  to  evaluate  the  potential 
hazard  of  pesticides  to  three  segments  of  the 
population.  The  segment  that  includes  the 
formulator,  spray  or  dust  machine  operator, 
or  other  workers  having  closest  contact  with 
pesticides  was  found  to  have  the  greatest  po- 
tential exposure.  If  they  do  not  follow  the 
recommended  safety  precautions  when  work- 
ing with  hazardous  compounds,  they  may 
risk  illness  or  death.  The  exposure  to  persons 
having  only  incidental  environmental  ex- 
posure as  a result  of  spray  or  dust  applica- 
tions appears  generally  to  be  too  small  to  con- 
stitute a significant  health  hazard.  There 
have  been  no  cases  of  illness  in  this  country 
from  insecticide  residues  on  food  when 
formulations  have  been  used  according  to 
directions,  but  there  have  been  when  recom- 
mendations were  ignored. 

Each  year  tragic  preventable  poisonings 
occur  when  children  come  in  contact  with  so- 
called  “empty”  pesticide  containers  or  drink 
from  beverage  bottles  or  other  containers 
that  have  been  carelessly  used  for  storage  of 
small  quantities  of  liquid  pesticide. 

Progress  has  been  made  toward  finding  a 
new  antidote  for  organic  phosphorus  poison- 
ing. 
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QUALITY  CONTROL  IN  THE  DRUG 
INDUSTRY* 
by 

H.  J.  Loynd** 

Detroit,  Michigan 


For  the  first  time  in  medicine’s  long  his- 
tory, the  physician  has  at  his  disposal  an 
ample  number  of  remedies  that  are  truly 
effective  in  preventing  and  treating  many 
hitherto  unyielding  diseases.  They  are  power- 
ful, direct-acting  agents  that,  more  than  ever 
before,  need  to  be  used  precisely  and  manu- 
factured precisely.  If,  as  Sir  Julian  Huxley 
has  remarked,  modern  medicine  has  given  us 
“death  control,”  then,  surely,  quality  control 
of  its  medicaments  has  helped  to  make  this 
happy  achievement  possible. 

As  defined  in  a statement  of  general  prin- 
ciples, recently  adopted  by  the  Pharmaceu- 
tical Manufacturers  Association,  “Control  of 
quality  in  the  formulation,  manufacture  and 
distribution  of  pharmaceutical,  biological,  and 
other  medicinal  products  is  the  organized 
effort  employed  by  a company  to  provide  and 
maintain  in  the  final  product  the  desired 
features,  properties,  and  characteristics  of 
identity,  purity,  uniformity,  potency,  and 
stability  within  established  levels  so  that  all 
merchandise  shall  meet  professional  require- 
ments, legal  standards,  and  also  such  ad- 
ditional standards  as  the  management  of  a 
firm  may  adopt.” 

Control  Procedures  Are  Basic 
The  procedures  necessary  to  bring  about 

* Reprinted  from  the  Journal  of  the  Indiana  State 
Medical  Association,  Feb.,  1962,  Vol.  55,  No.  2, 
pp.  236-238.  Copyright  1962,  Indiana  State  Med- 
ical Association. 

**President,  Parke,  Davis  & Company,  and  a mem- 
ber of  the  board  of  directors  of  the  Pharmaceu- 
tical Manufacturers  Association. 


these  results  include  all  appropriate  tests  and 
assays  of  the  ingredients  to  be  used  on  the 
final  product,  regardless  of  whether  it  is  a 
drug  as  “old”  as  aspirin  or  as  “new”  as  oral 
poliomyelitis  vaccine.  Control  procedures 
often  begin  with  the  examination  of  samples 
of  the  ingredients  before  purchase  by  lot  is 
made  (usually  where  botanicals  are  to  be 
used),  continue  with  the  testing  of  the  actual 
ingredients  and  final  product,  and  end  with 
the  application  of  the  finishing  or  control 
number  to  the  package  label.  These  proced- 
ures are  the  means  for  obtaining  facts  on 
which  to  base  sound  judgment  regarding  the 
character,  quality,  and  uniformity  of  a med- 
icinal preparation  and  of  the  statements  that 
may  be  made  concerning  it  in  labeling  or  ad- 
vertising. They  are  the  scales  that  weigh  the 
evidence  of  the  strength,  quality  and  purity 
of  each  lot  of  the  product. 

Quality  control  must  be  concerned  with 
every  factor  that  can  affect  the  character  and 
quality  of  the  finished  product,  whether 
single  ingredient  or  compound,  including 
purchasing,  manufacturing,  packaging,  stor- 
age, and  labeling.  Control  procedures  are 
also  applied  to  such  items  as  glass  containers, 
closures  for  bottles  and  liners  in  caps,  filters, 
pyrogenic  substances  in  parenterals,  even  to 
the  glue  used  for  labels.  Labels  themselves, 
in  a good  quality  control  system,  are  kept  un- 
der strict  control  so  that  no  mixups  or  thefts 
will  occur,  with  possibly  serious  conse- 
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quences.  They  are  counted,  secured  at  night, 
and  brought  out  and  placed  on  the  finishing 
line,  where  they  are  counted  again. 

It  is  obvious  that  an  adequate  control  lab- 
oratory must  have  a wide  variety  of  chemical 
and  physical  apparatus  for  conducting  the 
necessary  tests  for  determining  the  identity, 
uniformity,  strength,  and  purity  of  each  lot 
of  each  product.  It  is  equally  obvious  that  it 
must  be  staffed  with  trained  scientists  cap- 
able of  employing  the  chemical,  physical, 
! bacteriological,  pharmacological  and  micro- 
' biological  procedures  required  by  the  par- 
ticular product  or  process.  But  the  group  in- 
volved in  quality  control  work  includes  more 
than  just  those  actually  making  the  goods. 

I There  are  inspectors,  as  well  as  scientists, 

! who  make  their  examinations  at  all  stages  of 
; the  process,  and  there  are  others  who  check 
on  the  material  in  the  warehouse  to  see  that 
i all  stock  is  in  satisfactory  condition. 

I Records  Serve  as  Support 

Supporting  the  entire  control  process,  are 
the  records  that  are  kept  of  all  manufactur- 
ing and  packaging  operations,  weighings, 
measurings,  inspections,  tests  and  assays,  for 
each  production  lot,  with  the  signature  of  the 
person  responsible  for  each  of  the  steps  in 
those  procedures.  These  records  are  often  re- 
tained permanently  by  the  laboratory.  In  ad- 
dition to  their  value  in  helping  to  assure  the 
production  of  a preparation  of  uniform  qual- 
ity, they  provide,  through  the  use  of  batch, 
lot,  or  control  numbers,  a system  of  identifica- 
tion whereby  recalls  can  be  made  if  neces- 
sary. They  also  supply  the  information  re- 
quired by  law  for  the  new  drug  application, 
under  the  Federal  Food,  Drug  and  Cosmetic 
Act,  namely,  “a  full  list  of  the  articles  used 
as  components  of  such  drug;  a full  statement 
of  the  composition  of  such  drug;  a full  des- 
cription of  the  methods  used  in,  and  the  facil- 
ities and  controls  used  for  the  manufacture, 
processing,  and  packing  of  such  drug;  speci- 
mens of  the  labeling  proposed  to  be  used  for 
such  drug.” 

Intricate,  Difficult  — Always  Precise 

This  general  summary  of  quality  control 
in  the  drug  industry  is  only  a brief  outline  of 
an  intricate  and  difficult,  but  always  precise, 
process.  Details  will,  of  course,  vary  widely 
from  plant  to  plant,  depending  on  the  size  of 
the  operation,  the  number  of  employees,  ex- 
tent of  production,  and  the  variety  of  sub- 


stances made.  But  no  matter  what  pattern 
the  control  procedures  may  take  in  any  given 
situation,  they  must  be  able  to  guarantee  the 
quality  of  the  final  product.  Like  all  other 
aspects  of  drug  manufacturing,  quality  con- 
trol procedures  are  under  continuous  critical 
review  looking  toward  all  possible  improve- 
ments in  technics  and  equipment.  New  and 
better  tests  and  methods  of  assay  are  con- 
stantly being  sought,  while  old  ones  are  con- 
stantly undergoing  refinement. 

The  quality  control  laboratory,  when  prop- 
erly conducted,  is  the  area  in  which  the  drug 
manufacturer’s  integrity  is  measured  by  his 
product.  It  is  his  means  of  assuring  the  phy- 
sician of  the  character,  quality  and  uniform- 
ity of  the  medicine  he  prescribes,  down  to  the 
single  dose:  A 5-grain  tablet  must  be  not  only 
of  uniform  stability,  size,  weight,  quality,  and 
purity,  it  must  contain  5 grains  of  medicine, 
no  more  and  no  less,  within  close  limits. 

There  is  more  to  quality  control,  however, 
than  the  routine  application  of  scientific  pro- 
cedures. Medicinals  of  high  quality  are  not 
automatically  produced.  There  must  be  a 
“high  quality”  consciousness  prevalent 
throughout  the  plant;  workers  must  be  kept 
quality  conscious.  The  layout  of  the  plant, 
too,  is  important  in  the  production  of  a 
product  of  high  quality.  It  should,  for  ex- 
ample, be  so  arranged  as  to  avoid  the  danger 
of  cross-contamination  of  materials,  and  per- 
mit the  appropriate  isolation  of  batches  in 
process. 

Reflects  Integrity 

Quality  control  is  an  expensive  and  time- 
consuming  process,  but  the  responsible  drug 
manufacturer  supports  it  generously  because 
he  knows  that  its  proper  functioning  is  a re- 
flection of  his  integrity.  At  the  same  time  it 
affords  a golden  opportunity  for  the  sharp 
operator  to  cut  corners,  since  a product  of  in- 
ferior quality  can  bear  the  outward  appear- 
ance of  a quality  product.  The  counterfeiter, 
of  course,  skips  the  entire  procedure. 

The  conscientious  drug  manufacturer  is  at 
all  times  aware  of  his  responsibilities  to  the 
doctor  and  to  the  patient.  The  physician’s 
confidence  in  his  product  and,  in  turn,  the  pa- 
tient’s confidence  in  his  doctor  are  of  the 
same  order  and  must  not  be  betrayed.  Ade- 
quate quality  control  is  the  best  assurance 
that  these  confidences  will  be  maintained. 
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An  important  announcement 
to  physicians  who  prescribe 
corticosteroids 

Organon’s  new  technical  process  now  makes  one  of  the  newer,  most  highly  potent 
and  well  tolerated  corticosteroids  available  at  greatly  reduced  cost  to  your 
patients  with  allergic,  arthritic  or  other  inflammatory  conditions. 

This  new  product  is  being  marketed  under  the  ti’ade  name  of  Hexadrol,  brand 
of  dexamethasone  ‘Organon’.  Hexadrol  is  now  being  offered  to  your  pharmacist 
at  a price  which  should  make  it  available  to  your  patients  at  a cost  well  within 
the  price  range  of  older  generically  prescribed  corticosteroids.  It  is  supplied  as 
0.75  mg.  white  scored  tablets,  in  bottles  of  100. 

If  you  have  been  prescribing  the  older  corticosteroids — 

such  as  prednisone,  prednisolone,  hydrocortisone  or  cortisone,  and  have  hesitated 
to  prescribe  the  newer  corticosteroids  because  of  economic  consideration  for  your 
patients,  you  can  now  secure  all  of  the  clinical  advantages  of  dexamethasone  at 
approximately  the  same  prescription  expense.  Mg.  for  mg.,  Hexadrol  is  approxi- 
mately 6 times  more  potent  than  triamcinolone  or  methylprednisolone ...  8 times 
more  potent  than  prednisone  or  prednisolone ...  28  times  more  potent  than  hydro- 
cortisone...  and  35  times  more  potent  than  cortisone. 

If  you  are  now  prescribing  the  newer  corticosteroids — 

such  as  triamcinolone,  betamethasone,  paramethasone  or  another  brand  of  dexa- 
methasone, because  of  reduced  risk  of  sodium  and  fluid  retention,  potassium 
depletion,  or  disturbance  of  glucose  metabolism  — you  can  obtain  all  of  these 
benefits  with  Hexadrol,  at  marked  savings  — yet  with  complete  assurance  of 
unsurpassed  quality  and  therapeutic  effect. 

For  complete  information  concerning  HEXADROL— 
including  indications,  dosage,  precautions  and  side  effects  — or  if  you  would  like 
a trial  supply,  ask  your  Organon  Representative,  or  write  to : Director,  Profes- 
sional Services,  Organon  Inc.,  West  Orange,  N.  J. 

*Organon* — your  professional  assurance  of  quality 
Hexadrol® — your  patienfs  assurance  of  economy! 


HEALTH  PROFESSIONALS  ARE 
DRAWING  MORE  CLOSELY  TOGETHER 
TO  IMPROVE  PATIENT  CARE 
(Medicine  At  Work,  May  1962) 

The  prescription,  often  a vital  key  to  health 
sustenance,  is  the  latest  common  denominator 
in  a growing  trend  toward  interprofessional- 
ism in  the  U.  S.  today. 

For  decades,  local  societies  in  the  health 
field  have  met  jointly  from  time  to  time  — 
physicians  with  pharmacists,  with  dentists, 
with  veterinarians.  The  first  major  move 
toward  advancing  the  cause  of  interprofes- 
sionalism generally  took  place  at  the  state 
level  in  1958  when  the  Michigan  Association 
of  the  Professions  brought  together  members 
of  those  groups  with  architects,  engineers  and 
lawyers.  M.A.P.  then  grew  into  the  Amer- 
ican Association  of  the  Professions. 

Now  such  a movement  has  gained  momen- 
tum on  the  community  scene,  as  a joint  or- 
ganization unit  began  operating  last  month 
for  the  county  medical,  pharmaceutical  and 
dental  societies  — all  of  whose  members 
handle  prescriptions  — in  Joliet,  111.  Recent 
developments  elsewhere  add  significance  to 
the  Joliet  “first”: 

In  Connecticut,  a record  number  of  dentists 
and  pharmacists  gathered  last  month  for  a 
symposium  supported  by  the  Sobering  Cor- 
poration, New  Jersey  pharmaceutical  manu- 
facturer, to  discuss  new  drugs  in  dental  prac- 
tice. 

In  St.  Louis  this  Spring,  during  a meeting 
of  the  International  Association  for  Dental 


Research,  intense  audience  interest  was  re- 
corded in  connection  with  papers  describing 
basic  studies  of  physiology,  biophysics  and 
biochemistry  — areas  contributing  to  knowl- 
edge of  the  whole  body,  not  just  the  teeth 
and  mouth. 

At  a conference  in  February,  Dr.  J.  O. 
Knowles,  board  chairman  of  the  American 
Veterinary  Medical  Association,  called  upon 
his  colleagues  to  “take  the  lead”  in  uniting 
organizationally  with  physicians,  dentists  and 
pharmacists.  On  the  average,  a veterinarian 
buys  approximately  $6,000  worth  of  pharma- 
ceuticals annually.  This  tends  to  bring  him 
in  closer  liaison  with  pharmacy. 

Dentists,  according  to  a recent  report  in 
American  Professional  Pharmacist,  yearly 
write  11  million  drug  prescriptions  — with 
the  total  expected  to  reach  18  million  by  1970. 

In  Chicago,  the  American  Dental  Associa- 
tion has  determined  that  nearly  40%  of  the 
nation’s  accredited  hospitals  now  have  estab- 
lished dental  departments  where  physicians 
join  with  dentists  in  the  treatment  of  com- 
mon-concern health  problems. 

The  underlying  reason  for  the  trend  toward 
interprofessionalism,  says  Harold  Hillen- 
brand,  D.D.S.,  Secretary  of  the  A.D.A.,  is  the 
accelerating  pace  of  new  knowledge.  He  says: 
“Over  the  years,  health  care  has  become  an 
increasingly  complex  science  and  art . This 
has  made  the  health  professions  more  inter- 
dependent than  at  any  previous  time  in  his- 
tory.” 
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SAFETY  RULES  CAN  CUT  HIGH 
POISONING  TOLL 

On  an  average  day  in  the  United  States, 
more  than  2,200  accidental  poisonings  occur, 
the  Health  Insurance  Institute  has  reported. 
This  toll  could  be  drastically  reduced  by  the 
widespread  adoption  of  a few  simple  safety 
measures,  said  the  Institute. 

The  U.  S.  National  Health  Survey  has  es- 
timated that  822,000  accidental  poisonings  oc- 
curred in  the  year  ending  June  1959,  and 
302,000  of  these  were  in  children  under  age 
five.  During  1959,  some  1,660  individuals  died 
due  to  accidental  poisoning  and  456  were 
under  age  five. 

The  Institute  said  the  four  classes  of  prod- 
ucts most  often  involved  in  accidental  poison- 
ings are  internal  medicines,  cleaning  and 
polishing  agents,  pesticides,  and  petroleum 
distillate  products. 

The  three  factors  attributable  to  a majority 
of  these  poisonings  are:  products  not  properly 
stored,  products  stored  in  something  other 
than  their  original  container  and  improper 
discarding  of  toxic  products. 


SOUTH  DAKOTA 
Poison  Precautions 

The  Institute  passed  along  the  following 
list  of  precautions  which,  if  conscientiously 
observed,  could  sharply  reduce  the  number  of 
accidental  poisonings  in  children: 

1.  Store  household  preparations  such  as  lye, 
cleaning  and  polishing  agents,  soaps,  and 
kerosene  high  in  cabinets  out  of  the 
reach  of  children  or  in  a locked  cup- 
board. 

2.  Store  all  medicines  in  locked  cabinets. 

3.  Always  return  products  to  safe  storage 
places;  never  leave  in  open. 

4.  Never  store  in  another  container,  par- 
ticularly one  used  for  food. 

5.  Discard  unwanted  medicines  and  house- 
hold products  by  flushing  down  toilet. 

6.  Read  and  heed  labels;  use  according  to 
directions  on  cans. 

7.  Do  not  administer  medicine  in  the  dark 
or  without  carefully  reading  the  label. 

8.  Never  call  medicine  “candy.” 
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Fellow  Pharmacists: 

Then  came  the  rain.  After  three  and  one-half  years  of  severe  drought,  it  has  been  a won- 
derful experience  to  witness  12  inches  of  rain  during  the  month  of  May.  Prospects  are  for  an 
abundant  crop  and  water  supply.  During  the  drought  years,  the  tourists’  pet  question  was 
“Why  do  you  people  remain  in  such  a desolate  dust  bowl?”  My  answer  was  that  curiosity  — 
the  desire  to  see  what  will  happen  next  year  — will  hold  you  the  first  two  years;  by  the  third 
year  you  are  too  poor  to  move. 

This  should  be  a busy  and  important  year  for  our  Association,  which  is  concerned  with  the 
welfare  of  every  Pharmacy  and  Pharmacist  in  South  Dakota.  During  this  year,  I hope  to  have 
the  100  per  cent  cooperation  of  all  South  Dakota  Pharmacists.  We  must  carefully  consider  all 
legislation,  both  State  and  Federal,  that  applies  to  Pharmacy.  It  is  my  hope  that  each  in- 
dividual, by  his  effort  and  interest,  will  do  his  part  to  make  our  organization  more  active  and 
stronger.  Let  us  also  remember  that  it  takes  less  time  to  do  a thing  right  than  to  explain  why 
it  was  done  wrong. 


Sincerely, 

L.  B.  Urton 
President 
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ASHP  ESTABLISHES 
SCIENTIFIC  SERVICES 
DEPARTMENT 

As  a part  of  its  continuing 
expansion  program,  the 
American  Society  of  Hos- 
pital Pharmacists  announces 
the  establishment  of  a De- 
partment of  Scientific  Serv- 
ices. 

The  Department  will  work 
closely  with  the  Council  on 
Scientific  Services,  which  is 
proposed  in  the  new  Con- 
stitution and  Bylaws  now  be- 
ing considered  by  the  So- 
ciety membership. 

In  making  the  announce- 
ment, ASHP  Executive  Sec- 
retary Joseph  A.  Oddis  stated 
“the  newly-created  Depart- 
ment will  be  responsible  for 
publication  of  the  American 
Hospital  Formulary  Service 
and  the  development  of  other 
scientific  projects  to  meet 
the  needs  of  modern  hospital 
pharmacy  practice.” 

George  P.  Provost,  who 
was  Secretary  of  the  Amer- 
ican Hospital  Formulary 
Service,  has  been  appointed 
Acting  Director  of  the  De- 
partment of  Scientific  Serv- 
ices. Named  as  Assistant 
Director  of  the  Department 
is  Charles  B.  Cleveland,  who 
was  Assistant  Secretary  of 


the  Formulary  Service.  Roy 
B.  Plein,  Ph.D.,  of  Seattle, 
Wash.,  is  Consultant  to  the 
Department. 


ACA  SETS 

CONVENTION  DATES 

The  Annual  Convention  of 
the  American  College  of 
Apothecaries  will  be  held  in 
Kansas  City,  Missouri  on 
Tuesday,  Wednesday,  Thurs- 
day and  Friday,  September 
11,  12,  13  and  14th  according 
to  an  announcement  by  Wil- 
kins Harden,  A.C.A.  Presi- 
dent. Hotel  headquarters  for 
the  sessions  will  be  the  Hotel 
Muehlenbach  and  a compre- 
hensive program  of  direct 
interest  to  the  practicing 
pharmacist  has  been  planned 
and  will  be  announced  short- 
ly. Some  of  the  topics  which 
will  be  considered  will  in- 
clude a panel  discussion  of 
the  Pros  and  Cons  of  the  Fee 
Concept.  Some  of  the 
changes  in  methods  of  offer- 
ing pharmaceutical  services 
will  also  be  presented. 

A women’s  program  is  also 
being  planned  and  the  meet- 
ing will  highlight  the  presen- 
tation of  the  J.  Leon  Lascoff 
Memorial  Award  to  the 
pharmacist  who  has  made 
outstanding  contributions  to 


the  advancement  of  profes- 
sional Pharmacy. 

All  pharmacists  are  invited 
to  attend  the  A.C.A.  conven- 
tion and  registration  infor- 
mation is  available  from  the 
office  of  the  College,  39th 
and  Chestnut  Street,  Phila- 
delphia 4,  Pennsylvania. 


JUNIOR  STUDENT 
RECEIVES  AUXILIARY 
SCHOLARSHIP 

Miss  Marlene  Wallace, 

Britton,  Junior  in  the  Di- 
vision of  Pharmacy  at  South 
Dakota  State  College,  was 
the  recipient  of  the  $25 
scholarship  awarded  an- 
nually by  the  Women’s 
Auxiliary  of  the  South  Da- 
kota Pharmaceutical  Asso- 
ciation. 

The  presentation  was  made 
on  May  16  at  a banquet 
which  is  part  of  the  annual 
Women’s  Day  program  on 
the  campus.  Selection  of  the 
recipient  was  made  by  staff 
members  of  the  Division  of 
Pharmacy. 

Reigning,  as  queen,  over 
the  day’s  festivities  was  an- 
other Pharmacy  student. 
Miss  Kay  Coffitt,  Sioux 
Falls.  Miss  Coffitt,  Senior, 
was  graduated  at  the  June 
Commencement  exercises. 
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PAST  APhA 
PRESIDENT  DIES 

Ronald  V.  Robertson,  prac- 
ticing pharmacist  of  Spo- 
kane, Washington,  and  Presi- 
dent of  the  American  Phar- 
maceutical Association  1960- 
61,  died  at  the  age  of  58, 
Sunday,  June  3. 

Mr.  Robertson  was  born  in 
La  Grande,  Oregon,  on  Au- 
gust 5, 1903,  and  he  received 
his  pharmaceutical  educa- 
tion at  Washington  State 
College.  He  was  owner  of 
Spokane’s  original  prescrip- 
tion pharmacy  which  was 
purchased  in  1923  by  his 
father  who  was  also  a phar- 
macist. 

In  addition  to  serving  as 
APhA  President,  Mr.  Robert- 
son had  held  a number  of  of- 
fices in  the  APhA  and  had 
served  as  a member  of  the 
Washington  State  Board  of 
Pharmacy.  He  held  member- 
ship in  many  pharmaceutical 
organizations  and  was  active 
in  civic  affairs. 


STATE  BOARD 

CONDUCTS 

EXAMINATIONS 

The  State  Board  of  Phar- 
macy met  in  Brookings  on 
June  5,  6,  and  7 for  the  pur- 
pose of  conducting  examina- 
tions for  licensure.  Twelve 
candidates  took  written, 
practical  and  oral  examina- 
tions during  the  two  and  one- 
half  day  testing  period.  Two 
others  were  examined  for 
licensure  by  reciprocity. 

Conducting  the  examina- 
tions were  Board  members 
A.  O.  Bittner,  Aberdeen, 
Roger  Eastman,  Platte,  and 
Ted  Hustead,  Wall.  Assist- 
ing with  the  examinations 
were  Bliss  Wilson,  Pierre, 
Secretary  of  the  Board,  and 


Harry  Lee,  Alcester,  Inspec- 
tor for  the  Board. 


NOMINEES  FOR 
APhA  OFFICES 

The  following  list  of  nom- 
inees was  selected  by  the 
House  of  Delegates  of  the 
A.Ph.A.  for  the  1962-63  term. 
For  President:  Nicholas  S. 
Gesoalde,  New  York;  Rob- 
ert J.  Gillespie,  Michigan. 
For  First  Vice  President: 
John  Stadnik,  Florida; 
Ralph  S.  Tilley,  Georgia. 
For  Second  Vice  President: 
Raymond  L.  Dunn,  Con- 
necticut; Mike  Harris, 
Arizona. 

For  Councilor:  Lee  E.  Filer, 
Ohio;  William  B.  Hen- 
nessy,  Michigan;  Emory  J. 
Herndon,  Utah;  Frank  S. 
Reeve,  Indiana;  George 
Sargenti,  California;  Lin- 
wood  F.  Tice,  Pennsyl- 
vania. 

Ballots  will  be  mailed  to 
all  members  of  the  A.Ph.A. 
N.A.B.P.  members  Gillespie, 
Stadnik,  Dunn  and  Herndon 
are  among  the  list  of  nom- 
inees. Past  President  Mc- 
Allister was  elected  as  chair- 
man of  the  House  of  Dele- 
gates at  its  final  session  in 
Las  Vegas. 


RHO  CHI  INITIATES 
NEW  MEMBERS 

Tau  Chapter  of  the  Rho 
Chi  Society,  Pharmacy  honor 
society,  held  an  initiation 
ceremony  and  an  annual  ban- 
quet in  the  Student  Union, 
May  17,  1962. 

Minimum  requirements  for 
membership  include  Junior 
standing  in  Pharmacy  and  a 
grade  point  average  of  B. 

Six  Junior  Pharmacy  stu- 
dents were  initiated.  They 
are:  Delano  D.  Delzer,  Artas; 


Harvey  J.  Eernisse,  Leota, 
Minnesota;  Dennis  R.  Hoog- 
land,  Austin,  Minnesota; 
Marcia  L.  Teig,  Highmore; 
Warren  N.  Verdeck,  Mar- 
shall, Minnesota;  and  Mar- 
lene M.  Wallace,  Britton. 

The  new  officers  elected 
are:  President,  Kenneth 
Buck,  Waterville,  Minnesota; 
Vice  President,  Warren  Ver- 
deck; Secretary-Treasurer, 
Marlene  Wallace;  and  His- 
torian, Harvey  Eernisse.  Dr. 
Gary  Omodt,  Assistant  Pro- 
fessor of  Pharmaceutical 
Chemistry,  was  elected  Fac- 
ulty Advisor. 


SDSC  PROFESSOR 
RETURNS  FROM 
MEXICO 

Kenneth  Redman,  profes- 
sor and  head  of  the  depart- 
ment of  pharmacognosy  at 
South  Dakota  State  College, 
has  returned  to  his  staff 
duties  after  a nine-month 
sabbatical  leave  in  Mexico. 

He  cooperated  in  the  De- 
partment of  State’s  educa- 
tional and  cultural  inter- 
change program  and  gave 
guest  lectures  on  pharmacy 
and  pharmacognosy  as  well 
as  acting  as  a consultant  on 
pharmaceutical  education 
while  visiting  18  universities 
in  Mexico  that  teach  phar- 
macy. 

Most  unusual  educational 
situation  encountered  during 
his  leave,  Redman  reports, 
was  finding  two  universities 
that  teach  pharmacy  to 
women  students  only. 

The  State  College  staff 
member  also  studied  some 
medicinal  plants  and  pre- 
pared manuscripts  on  phar- 
macy during  his  nine-month 
leave.  He  was  accompanied 
by  Mrs.  Redman. 
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CONGRESSMAN 
CELLER  GIVES 
APhA  ASSURANCES 

Congressman  Emanuel 
Celler  has  assured  pharma- 
cists that  his  controversial 
drug  bill  will  not  include 
federal  regulations  of  the 
profession  of  pharmacy. 

The  assurance  came  during 
a question  and  answer  period 
that  followed  testimony  on 
H.R.  6245  by  APhA  Execu- 
tive Director  Apple  on  May 
24.  Dr.  Apple  testified  be- 
fore the  House’s  Antitrust 
Subcommittee  of  the  Com- 
mittee on  the  Judiciary  on 
the  practice  of  pharmacy  and 
why  the  profession  opposes 
significant  portions  of  H.R. 
6245.  The  latter  is  the  House 
companion  to  Senator 
Kefauver’s  drug  antitrust 
bill,  S.  1552. 

Meanwhile  Senator  Alex- 
ander Wiley,  co-sponsor  of 
the  Dodd-Wiley  barbiturate- 
amphetamine  bill  (S.  1939) 
amended  his  measure  on 
May  29  in  accordance  with 
earlier  suggestions  by  APhA. 

Key  part  of  the  APhA  sug- 
gestions, which  also  reflected 
the  opinions  of  the  Wisconsin 
Pharmaceutical  Assn.,  was  a 
new  subsection  stating: 

“The  provisions  of  Section 
508  shall  not  apply  to  prac- 
titioners of  any  profession 
who  are  lawfully  entitled 
under  a state  or  territory  law 
to  either  prescribe,  com- 


pound, or  dispense  any  bar- 
biturate or  amphetamine  for 
patients  within  such  state  or 
territory,  nor  shall  anything 
in  this  Act  be  construed  as 
enlarging,  reducing,  or  other- 
wise altering  professional 
rights  and  privileges  con- 
ferred by  a state  or  territory 
law.” 


HONORS  CONVOCA- 
TION RECOGNIZES 
TOP  STUDENTS 

Nineteen  pharmacy  stu- 
dents were  among  those  who 
received  recognition  for  su- 
perior scholarship  at  the  an- 
nual Honors  Day  Convoca- 
tion held  at  South  Dakota 
State  College,  May  24. 

To  receive  this  recognition, 
seniors  must  be  in  the  upper 
5 per  cent  of  their  class  in 
each  Division,  while  those 
from  other  classes  must  be  in 
the  upper  10  per  cent  and 
have  a grade  point  average 
of  at  least  “B.”  The  Convo- 
cation is  sponsored  by  Sigma 
Xi,  national  scientific  honor 
society. 

Pharmacy  students  who 
were  honored  are  listed  be- 
low, according  to  class. 

Seniors:  Robert  Wik,  Nor- 
beck;  Patricia  Hauck,  Rapid 
City;  Sharon  Larson,  Wa- 
konda;  and  Ronald  Man- 
smith.  Fulda,  Minnesota. 

Juniors:  Kenneth  Buck, 
Waterville,  Minnesota;  De- 
lano Delzer,  Artas;  Marlene 


Wallace,  Britton;  Marcia 
Teig,  Highmore;  Harvey  Eer- 
nisse,  Leota,  Minnesota;  and 
Warren  Verdeck,  Marshall, 
Minnesota. 

Sophomores:  Rodney 
Parry.  Canistota;  Loren 
Schweigert.  Gregory;  Doug- 
las Kapaun,  Sioux  Falls;  and 
Robert  Schnell,  Sioux  Falls. 

Freshmen:  Theodore  West- 
ley,  Aberdeen;  Kirk  Wilson, 
Newell;  Keith  Roberts. 
Pierre;  William  I s a k s e n , 
Salem;  and  Norman  Muilen- 
burg,  Edgerton,  Minnesota. 


DID  YOU  KNOW? 

That  in  the  first  13  weeks 
of  1962  there  have  been  some 
171,000  cases  of  measles  re- 
ported in  the  United  States, 
according  to  the  U.  S.  Public 
Health  Service. 

That  this  is  some  20,000 
more  cases  than  were  re- 
ported in  the  first  quarter  of 
1961,  and  some  4,000  cases 
above  the  median  figure  for 
1957-1961. 

That  the  incidence  of  most 
other  diseases  is  down  this 
year,  including  hepatitis 
which  fell  from  23,000  cases 
in  the  first  13  weeks  of  1961 
to  18,000  cases  for  the  same 
period  this  year. 

That  the  number  of  polio 
cases  has  dropped  from  103 
to  76;  that  strep  throats  and 
scarlet  fever  have  fallen 
from  124,000  to  115,000;  and 
that  diptheria  went  from  200 
down  to  134. 
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Transactions  of  the 
South  Dakota  State 
Medical  Association 
Eighty-first  Annual  Session 
June  2,  3,  4,  5,  1962 


1962-1963  OFFICERS 
President 

Magni  Davidson,  M.D. Brookings 

President-Elect 

R.  H.  Hayes,  M.D.  Winner 

Vice-President 

J.  P.  Steele,  M.D. Yankton 

Secretary-Treasurer 

(1964) 

A.  P.  Reding,  M.D. Marion 

AMA  Delegate 
(1964) 

A.  P.  Reding,  M.D. Marion 

Alternate  AMA  Delegate 
(1964) 

R.  H.  Quinn,  M.D.  Sioux  Falls 

Chairman  of  the  Council 

E.  P.  Sweet,  M.D. Burke 

Speaker  of  the  House 

C.  J.  McDonald,  M.D. Sioux  Falls 

Councilor-at-Large 

C.  J.  McDonald,  M.D. Sioux  Falls 

COUNCILORS 
First  District  (Aberdeen) 

E.  J.  Perry,  M.D.  (1965) Redfield 

Second  District  (Watertown) 

J.  J.  Stransky,  M.D.  (1965) Watertown 

Third  District  (Brookings-Madison) 

M.  C.  Tank,  M.D.  (1963)  Brookings 

Fourth  District  (Pierre) 

L.  C.  Askwig,  M.D.  (1965)  Pierre 

Fifth  District  (Huron) 

Paul  Hohm,  M.D.  (1963) Huron 

Sixth  District  (Mitchell) 

P.  P.  Brogdon,  M.D.  (1963) Mitchell 


Seventh  District  (Sioux  Falls) 

E.  T.  Lietzke,  M.D.  (1963) Beresford 

Eighth  District  (Yankton) 

T.  H.  Sattler,  M.D.  (1965) Yankton 

Ninth  District  (Black  Hills) 

J.  T.  Elston,  M.D.  (1964) Rapid  City 

Tenth  District  (Rosebud) 

E.  P.  Sweet,  M.D.  (1964) Burke 

Eleventh  District  (Northwest) 

H.  E.  Lowe,  M.D.  (1964)  Mobridge 

Twelfth  District  (Whetstone) 

E.  A.  Johnson,  M.D.  (1964) Milbank 

STANDING  COMMITTEES 

(For  a Complete  List  of  Committee  Members, 
Please  Refer  to  Pages  78  and  79) 


1962-1963 
Scientific  Work 

C.  B.  McVay,  M.D.,  Chr. Yankton 

Legislation 

R.  H.  Quinn,  M.D.,  Chr.  (1964) Sioux  Falls 

Publications 


R.  E.  Van  Demark,  M.D.,  Chr.  (1964) 

Sioux  Falls 

Medical  Defense 

A.  P.  Reding,  M.D.,  Chr.  (1966) Marion 

Medical  School  Affairs 
Medical  Education  and  Hospitals 

C.  B.  McVay,  M.D.  (1965)  Yankton 

Medical  Economics 

R.  L.  Lillard,  M.D.,  Chr.  (1964) Winner 

Necrology 

R.  E.  Bormes,  M.D.,  Chr.  (1963) Aberdeen 

Public  Health 

N.  E.  Wessman,  M.D.,  Chr.  (1963)  ..Sioux  Falls 
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Cancer 

P.  V.  McCarthy,  M.D.,  Chr.  (1963)  ...  Aberdeen 

Tuberculosis 

Robert  E.  Nelson,  M.D.,  Chr.  (1964) 

Sioux  Falls 

Maternal  & Child  Welfare 

Fred  Stahmann,  M.D.,  Chr.  (1965)  Sioux  Falls 


Diabetes 

Clifford  Gryte,  M.D.,  Chr.  (1963) Huron 

Executive  Committee 

Magni  Davidson,  M.D.,  Chr.  Brookings 

Grievance  Committee 

R.  A.  Buchanan,  M.D.,  Chr.  (1965)  Huron 

Mental  Health 


R.  B.  Leander,  M.D.,  Chr.  (1964) .... Sioux  Falls 

Benevolent  Fund 

W.  E.  Donahoe,  M.D.,  Chr.  (1963)  . Sioux  Falls 
Rheumatic  Fever  and  Heart  Disease 
J.  W.  Argabrite,  M.D.,  Chr.  (1964)  Watertown 
SPECIAL  COMMITTEES 
Radio  Broadcasts  and  Telecasts  Committee 

William  Taylor,  M.D.,  Chr. Aberdeen 

American  Medical  Education  Foundation 

S.  F.  Sherrill,  M.D.,  Chr. Belle  Fourche 

Editorial 

R.  E.  Van  Demark,  M.D.,  Chr. Sioux  Falls 

Medical  Licensure 

G.  R.  Bartron,  M.D.,  Chr. Watertown 

Veterans  Administration  & Military  Affairs 

R.  R.  Giebink,  M.D.,  Chr.  Sioux  Falls 

Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D. Vermillion 

Prepayment  and  Insurance  Plans 

Paul  Hohm,  M.D.,  Chr.  Huron 

Rural  Medical  Service 

A.  P.  Peeke,  M.D.,  Chr. Volga 

Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr. Madison 

Workmen's  Compensation 

R.  R.  Giebink,  M.D.,  Chr. Sioux  Falls 

Clinical  Pathology  Committee 

W.  A.  Geib,  M.D.,  Chr Rapid  City 

Rehabilitation  Committee 

George  Smith,  M.D.,  Chr. Sioux  Falls 

Press  Radio  Committee 

P.  P.  Brogdon,  M.D.,  Chr.  Mitchell 

Care  of  the  Indigent 

H.  P.  Adams,  M.D.,  Chr. Huron 

Committee  on  Civil  Defense 

Courtney  Anderson,  M.D.,  Chr. Sioux  Falls 

Committee  for  Improvement  of  Patient  Care 
D.  J.  Buchanan,  M.D.,  Chr.  (1965) Huron 


Committee  on  School  Health 

W.  R.  Anderson,  M.D.,  Chr. Sioux  Falls 

Committee  on  Budget  and  Audit 

A.  P.  Reding,  M.D.,  Chr. Marion 

Committee  on  Aging 

Warren  Jones,  M.D.,  Chr.  Sioux  Falls 

Committee  on  Coroner's  Law 

W.  A.  Geib,  M.D.,  Chr Rapid  City 

Committee  on  Traffic  Safety 

H.  L.  Saylor,  M.D.,  Chr. Huron 

Medical  - Legal  Conference  Committee 

C.  L.  Swanson,  M.D.,  Chr. Pierre 

Liaison  Committee  with  the  South  Dakota 
Pharmaceutical  Association 
R.  H.  Hayes,  M.D.,  Chr. Winner 


AUDIT  AND  APPROPRIATIONS 
COMMITTEE  MEETING 
Saturday,  June  2,  1962 
GP  Hotel 

Bismarck,  North  Dakota 

The  meeting  was  called  to  order  at  12:30  P.M.  on 
Saturday,  June  2,  at  the  GP  Hotel,  Bismarck,  North 
Dakota. 

Present  at  the  meeting  were  A.  P.  Reding,  M.D., 
John  C.  Foster,  and  Richard  C.  Erickson. 

The  Committee  recommends  to  the  Council  and 
the  House  of  Delegates  that  the  report  of  the  CPA 
Audit  be  accepted;  and  secondly  that  the  budget 
which  was  recommended  by  the  Committee  at  its 
previous  meeting  be  adopted  by  the  House  of  Dele- 
gates without  change. 


1962-1963  BUDGET 


ESTIMATED  INCOME  — GENERAL 

. FUND 

State  Dues 

$40,000.00 

Annual  Meeting 

5,300.00 

Interest 

200.00 

Miscellaneous 

1,000.00 

Car  Reimbursement 

690.00 

Refunds 

500.00 

$47,690.00 

ESTIMATED  DISBURSEMENTS 
GENERAL  FUND 

— 

Salary,  Executive  Secretary 

$ 7,500.00 

Salary,  Other 

9,000.00 

Social  Security 

450.00 

Legal  & Audit 

600.00 

Telephone  & Telegraph 

1,200.00 

Office  Supplies  & Equipment 

3,000.00 

Dues  & Subscriptions 

1,300.00 

Officers  & Committee  Travel 

2,500.00 

Annual  Meeting 

500.00 

Public  Relations 

4,500.00 

Rent 

2,400.00 

Unemployment  Taxes 

40.00 

Postage 

1,200.00 

Legislative  Expense 

3,000.00 

Benevolent  Fund 

400.00 

Medical  School  Endowment 

200.00 

Ladies  Auxiliary 

600.00 

Refunds 

300.00 

Car  Expenses  (Mortgage) 

860.00 

Staff  Travel 

5,000.00 

Clinical  Pathology  Program 

1,000.00 

Reserve 

1,500.00 

Balance  to  Surplus 

640.00 

$47,690.00 
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JOURNAL 
Estimated  Income 


Advertising 

$34,000.00 

Subscriptions 

1,200.00 

Salary  Reimbursements 

150.00 

Miscellaneous 

750.00 

$36,100.00 

JOURNAL 

Estimated  Disbursements 

Salary,  Business  Manager 

$ 3,600.00 

Salary,  Editors 

1,440.00 

Salary,  Staff 

3,200.00 

Social  Security 

104.00 

Legal  & Audit 

100.00 

Rent 

1,800.00 

Telephone  & Telegraph 

175.00 

Office  Supplies  & Equipment 

24,000.00 

Taxes 

30.00 

Unemployment  Taxes 

20.00 

Postage 

250.00 

Travel  Expenses 

750.00 

Balance  to  Surplus 

631.00 

$36,100.00 

GROUP  LIFE  INSURANCE 

Estimated  Income 

Premiums 

$30,000.00 

Estimated  Disbursements 

Payment  to  Insurance  Company 

$29,100.00 

Postage 

40.00 

Legal  & Audit 

50.00 

Supplies 

50.00 

Balance  to  Surplus 

760.00 

$30,000.00 

AMA  DUES 

Income  and  disbursements  cancel  each  other. 

Estimated  amount  to  handle 

$13,300.00 

BUILDING  FUND 

Estimated  Income 

Blue  Shield  Rent 

$ 4,700.00 

Association  Rent 

2,400.00 

National  Foundation  Rent 

900.00 

Journal  Rent 

1,800.00 

Board  of  Examiners  Rent 

300.00 

Nurses  Association  Rent 

900.00 

OAA  Rent 

1,800.00 

$12,800.00 

BUILDING  FUND 

Estimated  Disbursements 

Janitor  and  Repair 

$ 1,000.00 

Utilities 

1,600.00 

Interest 

2,700.00 

Repayment  of  Loans 

3,500.00 

Balance  of  Contract 

2,500.00 

Taxes  and  Insurance 

1,000.00 

Legal  and  Audit 

500.00 

$12,800.00 

OLD  AGE  ASSISTANCE  MEDICAL  CARE 
(Joint  Program  of  SDSMA  and  S.  D.  Med.  Service) 
Estimated  Administrative  Income 

Deductions  from  fees  to  physicians  $13,000.00 


Estimated  Administrative  Disbursements 


Salaries 

$ 7,480.00 

Rent 

1,800.00 

Postage 

800.00 

Supplies  & Equipment 

1,500.00 

Physician  Fee  Adjustments 

150.00 

Legal  & Audit 

600.00 

Social  Security 

150.00 

Telephone  & Telegraph 

200.00 

Travel 

300.00 

Unemployment  Taxes 

20.00 

$13,000.00 

FIRST  COUNCIL  MEETING 
June  2,  1962 
GP  Hotel 

Bismarck,  North  Dakota 

The  first  meeting  of  the  Council  of  the  South 
Dakota  State  Medical  Association  was  called  to 
order  at  3:00  P.M.  on  Saturday,  June  2,  at  the  GP 
Hotel  in  Bismarck,  North  Dakota,  by  chairman 
M.  C.  Tank,  M.D. 

The  following  members  of  the  Council  were 
present:  Drs.  C.  J.  McDonald,  Magni  Davidson, 
A.  P.  Reding,  A.  A.  Lampert,  C.  Rodney  Stoltz, 
E.  J.  Perry,  J.  J.  Stransky,  M.  C.  Tank,  L.  C. 
Askwig,  Paul  Hohm,  P.  P.  Brogdon,  T.  H.  Sattler, 
J.  T.  Elston,  E.  P.  Sweet,  H.  E.  Lowe,  and  E.  A. 
Johnson. 

Dr.  Lampert  moved  to  dispense  with  the  reading 
of  the  minutes  of  the  previous  meeting  inasmuch 
as  they  have  been  published  in  the  South  Dakota 
Journal  of  Medicine.  The  motion  was  seconded  by 
Dr.  Reding  and  carried. 

Mr.  Foster  reopened  the  discussion  on  the  Phys- 
icians and  Surgeons  Underwriters  Association.  Dr. 
Lampert  moved  that  the  Council  withdraw  their 
approval  of  the  plan  submitted  by  the  Physicians 
and  Surgeons  Underwriters  Corporation.  The  mo- 
tion was  seconded  by  Dr.  Elston  and  carried.  It 
was  suggested  that  an  item  be  put  in  the  Grab  Bag 
explaining  this  action  to  the  members  of  the  As- 
sociation and  that  Karl  Goldsmith  draft  the  letter 
to  be  sent  to  the  Company. 

A discussion  was  held  on  the  recommendations 
of  the  Liaison  Committee  with  the  Osteopathic 
Association.  Each  Councilor  explained  the  action 
taken  on  the  proposal  in  their  respective  district. 
Dr.  Lampert  moved  that  the  following  recommen- 
dation be  presented  to  the  House  of  Delegates  at 
the  first  House  meeting. 

The  Council  recommends  to  the  House  of  Dele- 
gates that  in  order  to  establish  a better  professional 
atmosphere  between  the  practice  of  medicine  and 
the  practice  of  osteopathy  that  the  physicians  in 
this  State  be  allowed 

1.  At  their  discretion,  to  consult  with  osteopathic 
physicians  on  an  ethical  basis; 

2.  To  permit  osteopathic  participation  in  post- 
graduate training  courses  conducted  by  State  and 
local  medical  societies,  and  in  the  case  of  such  local 
medical  societies,  at  their  discretion; 

3.  And  that  because  staff  privileges  in  hospitals 
are  authorized  only  by  the  Boards  of  Directors  of 
such  hospitals  and  by  the  staffs  recommending 
such  acceptance  to  them,  that  any  South  Dakota 
hospital  may  accept  qualified  osteopathic  prac- 
titioners on  their  staff. 

This  body  wishes  to  draw  the  attention  of  the 
House  of  Delegates  to  the  fact  that  these  changes 
in  relationships  with  practitioners  of  osteopathy 
are  permissive  with  the  individual,  local  society, 
or  hospital,  and  are  not  to  be  considered  man- 
datory. 

The  motion  was  seconded  by  Dr.  Davidson  and 
carried. 

Mr.  Foster  explained  the  activities  that  have 
been  carried  out  by  the  State  Association  op- 
posing the  King-Anderson  Bill. 

A discussion  was  held  on  the  name  to  be  sub- 
mitted to  the  Governor  for  appointment  to  the 
Basic  Science  Board.  Dr.  Perry  moved  that  the 
name  of  Dr.  Walter  Hard  be  submitted  for  this 
appointment.  Dr.  Lampert  seconded  the  motion 
and  it  was  carried. 

The  Council  then  considered  nominations  to  be 
forwarded  to  the  Governor  for  appointment  to  the 
Board  of  Medical  Examiners.  Dr.  Hohm  nominated 
Dr.  R.  A.  Buchanan  of  Huron.  Dr.  Stoltz  nom- 
inated Dr.  P.  P.  Brogdon  of  Mitchell.  Dr.  Perry 
nominated  Dr.  Magni  Davidson  of  Brookings.  Dr. 
Stoltz  moved  that  the  name  of  the  three  nominees 
be  forwarded  to  the  Governor  and  that  our  desires 
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be  indicated  in  this  matter.  Dr.  Elston  seconded 
the  motion  and  it  was  carried. 

Mr.  Foster  discussed  the  Bow  Bill  which  has 
been  introduced  in  Congress.  Dr.  Davidson  moved 
that  consideration  of  this  bill  be  tabled  for  the 
present  time.  Dr.  Hohm  seconded  the  motion  and 
it  was  carried. 

Mr.  Foster  explained  the  AMA-ERF  campaign 
which  has  replaced  the  AMEF  campaign.  Dr. 
Stoltz  moved  that  the  Association  discontinue  the 
AMA-ERF  campaign  and  concentrate  on  the  State 
level  on  the  South  Dakota  Medical  School  Endow- 
ment Fund  campaign;  that  a letter  be  directed  to 
the  American  Medical  Association  explaining  our 
position  on  this  matter.  The  motion  was  seconded 
by  Dr.  Reding  and  carried. 

Mr.  Foster  explained  the  donation  made  in  past 
years  to  the  National  Society  for  Medical  Research. 
Dr.  Stoltz  moved  that  the  State  Association  con- 
tribute $75.00  to  the  Society.  The  motion  was  sec- 
onded by  Dr.  Lampert  and  carried. 

Mr.  Foster  discussed  the  proposal  submitted  to 
the  Council  by  the  Combined  Insurance  Company 
for  a loss  of  time  group  plan.  Dr.  Lampert  moved 
that  the  proposal  be  submitted  to  the  Committee 
on  Medical  Economics  for  their  study,  with  a 
request  that  they  submit  a detailed  report  at  the 
September  Council  meeting;  that  they  request 
representatives  of  both  the  Combined  Insurance 
Company  and  the  Harold  Diers  Company  to  attend 
their  Committee  meeting  and  present  their  views. 
The  motion  was  seconded  by  Dr.  McDonald  and 
carried. 

The  Community  Service  Award  was  discussed. 
The  Yankton  District  Medical  Society  submitted 
the  name  of  Dr.  R.  F.  Hubner  of  Yankton.  Dr. 
Stoltz  moved  that  Dr.  Hubner  be  presented  with 
the  Community  Service  Award  for  1962. 

Mr.  Foster  read  the  report  of  the  Committee  on 
Audit  and  Appropriations. 


SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION  CONSOLIDATED 
STATEMENT  OF  OPERATIONS 
YEAR  ENDED  APRIL  30,  1962 

The  Committee  recommends  to  the  Council  and 
the  House  of  Delegates  that  the  report  of  the  CPA 
Audit  be  accepted;  and  secondly  that  the  budget 
which  was  recommended  by  the  Committee  at  its 
previous  meeting  be  adopted  by  the  House  of  Dele- 
gates without  change. 

Receipts: 


State  dues 
Annual  meeting 
Amer.  Med.  Asso.  dues 
Ins.  premiums  collected 
Interest  earned 
Miscellaneous  income 
Salary  reimbursement 
Blue  Shield  — car  ex- 
pense reimbursement 
Refunds 

Dividend  — Group  life 
insurance 
Advertising 
Reprints 
Subscriptions 
Rent 
Loans 

Total  receipts 
Expenses: 

Salary — executive 
Salary — editor 
Salaries — others 
Social  security  tax 
expense 

Legal  and  audit 
Rent 

Telephone  & telegraph 
Office  and  operating 
expenses 


$39,887.50 

2,564.53 

11,242.50 

41,855.95 

362.65 

268.81 

1,067.50 

690.00 
845.21 

870.58 

23,437.56 

547.47 

1,170.33 

9,560.00 

150.00 


$134,520.59 

$11,100.00 

720.00 

12,737.63 

535.28 

701.18 

3,000.00 

1,284.59 

25,141.38 


Dues  and  subscriptions 
Officer’s  travel 
Executive  secretary  — ■ 
travel  and  expense 
Annual  meeting  expense 
Public  relations 
American  Medical 
Association  dues 
Insurance  premiums 
remitted 

Taxes,  license,  insurance 
and  maintenance 
Postage 

Ladies  auxiliary  expense 
Donations  and  gifts 
Depreciation  expense 
Interest  expense 
Heat,  electricity  and 
water 

Commissions  paid 
Refunds 


Total  expenses 


1,404.00 

2,252.30 

5,559.06 

6,983.25 

942.53 

11,452.50 

37,119.88 

858.69 

1,006.62 

493.71 

426.00 

5,758.03 

2,937.23 

1,779.71 

787.37 

389.35 


135,370.29 


($  849.70) 


Dr.  Reding  moved  that  the  Council  accept  the 
CPA  Audit.  Dr.  Davidson  seconded  the  motion 
and  it  was  carried.  Dr.  Stoltz  moved  that  the 
budget  be  referred  to  the  House  of  Delegates  for 
adoption  without  change.  The  motion  was  sec- 
onded by  Dr.  McDonald  and  carried. 

A discussion  was  held  on  the  scholarships 
awarded  to  medical  school  students  each  year  by 
the  State  Medical  Association.  Dr.  Stoltz  moved 
that  the  scholarships  awarded  by  the  Association 
should  be  limited  to  resident  students  from  the 
State  of  South  Dakota.  Dr.  Perry  seconded  the 
motion  and  it  was  carried. 

A discussion  was  held  on  the  Distinguished 
Service  Award.  Dr.  Sattler  suggested  the  name 
of  Dr.  Edwin  Shaw  of  the  University  of  South  Da- 
kota Medical  School  for  this  award.  Dr.  Reding 
moved  that  the  Association  award  their  1962  Dis- 
tinguished Service  Award  to  Dr.  Shaw.  Dr.  Mc- 
Donald seconded  the  motion  and  it  was  carried. 

Mr.  Foster  discussed  the  recommendations  sub- 
mitted by  the  Liaison  Committee  with  the  South 
Dakota  Pharmaceutical  Association. 

1.  The  South  Dakota  State  Medical  Asociation 
and  the  South  Dakota  State  Pharmaceutical  As- 
sociation hereby  petition  the  pharmaceutical 
manufacturers,  through  the  Pharmaceutical  Manu- 
facturers Association,  to  eliminate  the  volume  of 
unsolicited  sample  drugs  mailed  to  physicians, 
replacing  such  shipments  with  single  samples. 
Provision  could  then  be  made  for  a request  by  the 
physician  in  writing  for  additional  samples  as  he 
may  deem  desirable. 

2.  In  considering  the  problems  which  exist,  or 
are  inherent,  in  relations  between  pharmacists  and 
physicians,  the  SDSMA  and  SDSPA  agree  that 
machinery  is  available  either  through  the  Griev- 
ance Committees  of  the  Associations  or  the 
licensing  Boards  representing  the  two  professions, 
to  adequately  cope  with  such  problems.  Because 
these  problems  can  be  solved  through  these 
mechanisms,  it  is  felt  that  no  legislative  action 
need  be  instituted  to  accomplish  the  above. 

3.  It  is  recommended  that  when  problems  or 
problem  areas  appear  between  the  two  organiza- 
tions, that  a written  request  for  consideration  by 
the  Joint  Committee  be  directed  to  it  through  the 
executive  offices  of  either  association.  After  study, 
the  Committee  would  be  in  a position  to  make 
recommendations  to  the  parent  organization. 

Dr.  Brogdon  moved  to  accept  Item  itl.  Dr. 
Lampert  seconded  the  motion  and  it  was  carried. 
Dr.  Lampert  moved  that  the  Council  adopt  Item 
#2.  Dr.  Brogdon  seconded  the  motion  and  it  was 
carried.  Dr.  Stransky  moved  that  the  Council 
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adopt  Item  #3.  Dr.  Brogdon  seconded  the  motion 
and  it  was  carried. 

Mr.  Foster  discussed  the  problem  that  has  arisen 
regarding  the  property  tax  abatement  on  the  Med- 
ical Association  building.  Dr.  Lampert  moved  that 
the  matter  be  followed  through  the  Minnehaha 
County  Commissioners  and  if  this  action  does  not 
prove  favorable,  that  the  matter  be  taken  to 
Circuit  Court  for  a final  decision.  The  motion 
was  seconded  by  Dr.  Davidson  and  carried. 

A discussion  on  the  oral  polio  vaccine  was  held. 
Dr.  Brogdon  moved  that  the  Council  recommend 
to  the  District  Medical  Societies  that  mass  im- 
munization clinics  for  the  oral  polio  vaccine  be 
sponsored  by  the  Districts  and  that  the  local  chap- 
ters of  the  National  Foundation  be  asked  to  co- 
operate in  providing  personnel  for  record  keep- 
ing and  other  administrative  purposes.  The  motion 
was  seconded  by  Dr.  Johnson  and  carried. 

Dr.  Sattler  moved  that  the  Association  recom- 
mend the  appointment  of  the  following  to  the 
Board  of  Directors  of  the  South  Dakota  Division  of 
the  American  Cancer  Society:  Eastern  District, 
Edward  G.  Huppler,  M.D.,  Watertown;  Northern 
District,  George  F.  McIntosh,  M.D.,  Eureka;  West 
River  District,  L.  C.  Askwig,  M.D.,  Pierre.  The  mo- 
tion was  seconded  by  Dr.  Stoltz  and  carried. 

Dr.  Stoltz  moved  that  the  Council  recommend 
to  the  Committee  on  Medical-Legal  Conference 
that  the  Medical-Legal  Conference  be  held  in  Sioux 
Falls  on  September  15,  and  that  the  South  Dakota 
Chapter  of  the  American  Academy  of  General 
Practice  be  invited  to  meet  in  Sioux  Falls  on  the 
16th  of  September  and  that  the  fall  meeting  of 
the  Council  also  be  held  on  the  16th.  The  motion 
was  seconded  by  Dr.  Brogdon  and  carried. 

The  meeting  adjourned  5:00  P.M. 


SECOND  COUNCIL  MEETING 
June  4,  1962 
GP  Hotel 

Bismarck,  North  Dakota 

The  meeting  was  called  to  order  by  M.  C.  Tank, 
M.D.,  Chr.  Present  for  roll  call  were  Drs.  C.  J. 
McDonald,  Magni  Davidson,  J.  P.  Steele,  E.  J. 
Perry,  J.  J.  Stransky,  M.  C.  Tank,  L.  C.  Askwig, 
T.  H.  Sattler,  E.  P.  Sweet,  H.  E.  Lowe,  and  E.  A. 
Johnson. 

Dr.  Perry  moved  to  dispense  with  the  reading 
of  the  minutes  of  the  previous  meeting  inasmuch 
as  they  will  be  published  in  the  South  Dakota 
Journal  of  Medicine.  The  motion  was  seconded 
by  Dr.  Lowe  and  carried. 

Dr.  Perry  then  nominated  Dr.  E.  P.  Sweet  for 
Chairman  of  the  Council.  Dr.  Magni  Davidson 
moved  that  nominations  be  closed  and  that  a 
unanimous  ballot  be  cast  for  Dr.  Sweet.  The  mo- 
tion was  seconded  by  Dr.  Stransky  and  carried. 
Dr.  Sweet  then  took  over  the  Chair  to  conduct 
the  rest  of  the  meeting. 

Mr.  Foster  spoke  briefly  concerning  the  Phys- 
icians and  Surgeons  Underwriters  Corporation  and 
their  group  plan. 

Dr.  Stransky  moved  that  Dr.  C.  J.  McDonald  and 
John  C.  Foster  be  appointed  by  the  Council  as  a 
committee  to  select  the  gift  for  Phyllis  Sundstrom 
as  indicated  by  the  House  of  Delegates.  Dr.  Perry 
seconded  the  motion  and  it  was  carried. 

Mr.  Foster  reviewed  the  plans  that  have  been 
made  at  this  time  for  the  1963  annual  meeting  to 
be  held  in  Yankton. 

A discussion  was  held  on  the  possibility  of 
changing  the  time  the  president  might  appoint  the 
Nominating  Committee  or  the  method  of  appoint- 
ment. 

Dr.  Sweet  moved  that  the  Bylaws  Committee 
be  instructed  to  draft  an  amendment  to  the  Bylaws 
providing  that  the  Nominating  Committe  be  named 
by  the  president  prior  to  the  January  Council 
meeting  and  that  the  respective  Districts  be  ad- 


vised as  to  who  these  members  will  be  at  that 
time,  that  Wo  or  more  candidates  be  proposed  by 
the  Nominating  Committee  for  the  office  of  Vice 
President.  The  motion  was  seconded  by  Dr.  Tank. 
Dr.  Stransky  moved  that  the  motion  be  tabled  until 
the  September  Council  meeting.  The  motion  was 
seconded  by  Dr.  McDonald  and  carried. 

Dr.  McDonald  moved  that  the  president  of  the 
Association  be  instructed  by  the  Council  to  appoint 
the  Nominating  Committee  from  the  delegates 
selected  by  each  individual  District  Society  and 
that  these  suggested  delegates  be  appointed  to  the 
Nominating  Committee  at  the  time  of  the  annual 
meeting.  The  motion  was  seconded  by  Dr.  Johnson. 

After  additional  discussion.  Dr.  McDonald  moved 
that  the  whole  matter  be  tabled  until  the  Septem- 
ber Council  meeting.  The  motion  was  seconded  by 
Dr.  Tank  and  carried. 

Dr.  Stransky  moved  that  the  Council  direct  a 
letter  to  Dr.  Arthur  A.  Lampert  at  the  end  of  his 
term  as  Delegate  to  the  American  Medical  Asso- 
ciation expressing  the  appreciation  of  the  Council 
and  thanking  him  for  the  excellent  job  he  has  done 
as  Delegate  to  the  American  Medical  Association 
over  the  past  several  years.  The  motion  was  sec- 
onded by  Dr.  McDonald  and  carried. 

The  meeting  adjourned  at  5:30  P.M. 


FIRST  HOUSE  OF  DELEGATES  MEETING 
June  2,  1962 
GP  Hotel 

Bismarck,  North  Dakota 

The  first  meeting  of  the  House  of  Delegates  was 
called  to  order  by  Dr.  C.  J.  McDonald,  president 
of  the  State  Medical  Association,  at  7:45  P.M.  in 
the  Hidatsa  Room  of  the  GP  Hotel  in  Bismarck, 
N.  D. 

Present  for  roll  call  were  Drs.  C.  J.  McDonald, 
Magni  Davidson,  A.  P.  Reding,  A.  A.  Lampert,  C. 
Rodney  Stoltz,  E.  J.  Perry,  M.  C.  Tank,  L.  C.  Ask- 
wig, Paul  Hohm,  P.  P.  Brogdon,  T.  H.  Sattler,  J.  T. 
Elston,  E.  P.  Sweet,  H.  E.  Lowe,  E.  A.  Johnson, 
W.  R.  Taylor,  R.  Berzins,  Abner  Willen,  D.  Scheller, 
H.  R.  Wold,  R.  C.  Jahraus,  H.  Werthmann,  Y.  H. 
Charbonneau,  T.  B.  McManus,  E.  H.  Mueller, 
Charles  Monson,  R.  R.  Giebink,  E.  T.  Lietzke,  C.  A. 
Stern,  Robert  Quinn,  V.  H.  Cutshall,  J.  B.  Gregg, 
W.  R.  Anderson,  J.  P.  Steele,  R.  J.  Foley,  W.  A. 
Geib,  R.  A.  Boyce,  C.  A.  Johnson,  and  H.  H.  Brauer. 

Dr.  Sattler  moved  to  dispense  with  the  reading 
of  the  minutes  of  the  last  meeting,  inasmuch  as 
they  have  been  published  in  the  South  Dakota 
Journal  of  Medicine.  The  motion  was  seconded  by 
Dr.  Davidson  and  carried. 

Dr.  Davidson  moved  that  the  reports  of  the  Of- 
ficers and  Councilors  not  be  read  and  that  they  be 
referred  to  the  proper  Reference  Committees  for 
study.  The  motion  was  seconded  by  Dr.  Tank  and 
carried. 

Mr.  Foster  read  the  recommendation  of  the 
Council  to  the  House  of  Delegates  from  the  Liaison 
Committee  with  the  Osteopathic  Association. 

The  Council  recommends  to  the  House  of  Dele- 
gates that  in  order  to  establish  a better  professional 
atmosphere  between  the  practice  of  medicine  and 
the  practice  of  osteopathy  that  the  physicians  in 
this  State  be  allowed 

1.  At  their  discretion,  to  consult  with  osteopathic 
physicians  on  an  ethical  basis; 

2.  To  permit  osteopathic  participation  in  post- 
graduate training  courses  conducted  by  State  and 
local  medical  societies,  and  in  the  case  of  such  local 
medical  societies,  at  their  discretion; 

3.  And  that  because  staff  privilages  in  hospitals 
are  authorized  only  by  the  Boards  of  Directors  of 
such  hospitals  and  by  the  staffs  recommending 
such  acceptance  to  them,  that  any  South  Dakota 
hospital  may  accept  qualified  osteopathic  prac- 
titioners on  their  staff. 

This  body  wishes  to  draw  the  attention  of  the 
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House  of  Delegates  to  the  fact  that  these  changes 
in  relationships  with  practitioners  of  osteopathy 
are  permissive  with  the  individual,  local  society,  or 
hospital,  and  are  not  to  be  considered  mandatory. 
This  recommendation  was  referred  to  the  Ref- 
erence Committee  on  Special  Committees  and  Mis- 
cellaneous Business. 

Mr.  Foster  read  the  recommendations  to  the 
House  of  Delegates  from  the  Council  concerning 
the  CPA  Audit  and  proposed  budget.  The  Com- 
mittee recommends  to  the  Council  and  the  House 
of  Delegates  that  the  report  of  the  CPA  Audit  be 
accepted;  and  secondly  that  the  budget  which  was 
recommended  by  the  Committee  at  its  previous 
meeting  be  adopted  by  the  House  of  Delegates 
without  change. 


CPA  AUDIT 

SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION  CONSOLIDATED  STATEMENT 
OF  OPERATIONS 
YEAR  ENDED  APRIL  30.  1962 

Receipts: 


State  dues 
Annual  meeting 
American  Medical 
Association  dues 
Ins.  premiums  collected 
Interest  earned 
Miscellaneous  income 
Salary  reimbursement 
Blue  Shield  — car  ex- 
pense reimbursement 
Refunds 

Dividend  — Group  life 
insurance 
Advertising 
Reprints 
Subscriptions 
Rent 
Loans 

Total  receipts 

Expenses: 

Salary — executive 
Salary — editor 
Salaries — others 
Social  security  tax 
expense 
Legal  and  audit 
Rent 

Telephone  & telegraph 
Office  and  operating 
expenses 

Dues  and  subscriptions 
Officer’s  travel 
Executive  secretary  — 
travel  and  expense 
Annual  meeting  expense 
Public  relations 
American  Medical 
Association  dues 
Ins.  premiums  remitted 
Taxes,  license,  insurance 
and  maintenance 
Postage 

Ladies  auxiliary  expense 
Donations  and  gifts 
Depreciation  expense 
Interest  expense 
Heat,  electricity  and 
water 

Commissions  paid 
Refunds 


Total  expenses 

Net  Loss  io  Net  Worth 


$39,887.50 

2,564.53 

11,242.50 

41,855.95 

362.65 

268.81 

1,067.50 

690.00 
845.21 

870.58 

23,437.56 

547.47 

1,170.33 

9,560.00 

150.00 


$134,520.59 


$11,100.00 

720.00 
12,737.63 

535.28 

701.18 

3,000.00 

1,284.59 

25,141.38 

1,404.00 

2,252.30 

5,559.06 

6,983.25 

942.53 

11,452.50 

37,119.88 

858.69 

1,006.62 

493.71 

426.00 
5,758.03 
2,937.23 

1,779.71 

787.37 

389.35 


135,370.29 


($  849.70) 


This  recommendation  was  referred  to  the  Ref- 
erence Committee  on  Special  Committees  and  Mis- 
cellaneous Business. 

Mr.  Foster  read  the  recommendations  of  the  un- 
official committee  on  utilization  which  were  made 
to  the  House  of  Delegates. 

INFORMAL  JOINT  COMMITTEE  MEETING 

After  considerable  discussion  on  over-utilization 
of  Blue  Cross  and  Blue  Shield,  the  committee  in 
its  unofficial  capacity,  has  recommended  to  the 
State  Hospital  Association  and  the  State  Medical 
Association  that  they  appoint  a Joint  Committee, 
probably  of  three  persons  from  each  Association, 
to  consider  the  size  and  scope  of  the  problem  of 
over-utilization  and  to  recommend  to  the  two 
bodies  what  actions  need  be  taken  to  improve  the 
situation. 

Some  of  the  points  discussed  by  the  informal 
committee  were  the  possible  oversupply  of  hos- 
pital beds;  diagnostic  admissions;  people  being 
hospitalized  based  on  coverage;  short  admissions 
where  no  disease  is  found;  sales  and  acquisition 
practices  of  Blue  Cross;  the  value  of  experience 
rating  versus  community  rating  on  Blue  Cross; 
double  coverage  factors;  placing  of  hospital  costs 
where  they  belong;  increasing  of  doctors’  charges 
on  a variable  payment  program,  such  as  Blue 
Shield’s  Plan  Three. 

The  Committee  respectfully  submits  the  above 
minutes  as  a recommendation  to  each  of  the  Asso- 
ciations and  recommends  that  copies  be  sent  to  the 
President  and  executive  offices  of  each  Association 
for  action. 

This  report  was  referred  to  the  Reference  Com- 
mittee on  Special  Committees  and  Miscellaneous 
Business. 

Mr.  Foster  read  the  recommendation  of  the 
Council  to  the  House  of  Delegates  concerning  the 
appointment  of  Special  Committees  for  Liaison  be- 
tween the  State  Medical  Association  and  the  Dental 
Association  and  the  Veterinary  Association.  Dr. 
Reding  moved  that  the  Council  recommend  to  the 
House  of  Delegates  that  they  establish  two  Special 
Committees  to  function  as  Liaison  Committees 
with  the  Dental  and  Veterinary  Association.  Dr. 
Stoltz  seconded  the  motion  and  it  was  carried. 
This  recommendation  was  referred  to  the  Ref- 
erence Committee  on  Special  Committees  and  Mis- 
cellaneous Business. 

Dr.  Jack  Gregg  of  Sioux  Falls  moved  that  Dr. 
W.  E.  Donahoe  and  Dr.  S.  A.  Donahoe  of  Sioux 
Falls  be  named  Life  Members  of  the  State  Associa- 
tion. The  motion  was  seconded  by  Dr.  Davidson 
and  carried. 

Dr.  Geib  moved  that  Dr.  M.  O.  Pemberton  and 
Dr.  N.  E.  Mattox  of  Deadwood,  and  Dr.  J.  R. 
Byrne  of  Edgemont  be  named  Life  Members  of  the 
State  Medical  Association.  The  motion  was  sec- 
onded by  Dr.  Tank  and  carried. 

Dr.  McDonald  named  the  following  physicians 
to  serve  on  the  Nominating  Committee:  Drs.  W.  R. 
Taylor,  T.  J.  Wrage,  J.  A.  Anderson,  R.  C.  Jahraus, 
T.  B.  McManus,  E.  H.  Mueller,  J.  B.  Gregg,  R.  J. 
Foley,  E.  P.  Sweet,  C.  A.  Johnson,  W.  A.  Geib,  and 
H.  H.  Brauer.  Dr.  Geib  as  chairman. 

The  Reference  Committee  on  Credentials  was 
appointed  as  follows:  Drs.  P.  P.  Brogdon,  chairman; 
E.  A.  Johnson  and  E.  P.  Sweet.  The  Reference 
Committee  on  Reports  of  Officers  and  Councilors 
was  appointed  as  follows:  Drs.  R.  R.  Giebink,  chair- 
man; Abner  Willen,  and  E.  J.  Perry.  Appointed  to 
the  Reference  Committee  on  Resolutions  and 
Memorials  were  Drs.  C.  A.  Johnson,  chairman; 
Hubert  Werthmann,  and  C.  A.  Stern,  Appointed 
to  the  Reference  Committee  on  Standing  Commit- 
tees were  Drs.  V.  Cutshall,  chairman;  Y.  H.  Char- 
bonneau,  and  Charles  Monson.  Appointed  to  the 
Reference  Committee  on  Special  Committees  and 
Miscellaneous  Business  were  Drs.  J.  P.  Steele, 
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chairman;  Robert  Quinn,  and  R.  Berzins. 

Mr.  Foster  announced  the  meeting  places  of  the 
Reference  Committees. 

Dr.  Davidson  moved  that  the  meeting  adjourn 
at  8:15  P.M. 


SECOND  HOUSE  OF  DELEGATES  MEETING 
June  3,  1962 
GP  Hotel 

Bismarck,  North  Dakota 

The  second  meeting  of  the  House  of  Delegates 
was  called  to  order  at  2:00  P.M.  by  Speaker  of  the 
House,  Dr.  C.  Rodney  Stoltz.  Present  for  roll  call 
were  Drs.  C.  J.  McDonald,  Magni  Davidson,  A.  P. 
Reding,  A.  A.  Lampert,  C.  Rodney  Stoltz,  E.  J. 
Perry,  J.  J.  Stransky,  M.  C.  Tank,  L.  C.  Askwig, 
Paul  Hohm,  P.  P.  Brogdon,  T.  H.  Sattler,  J.  T. 
Elston,  E.  P.  Sweet,  H.  E.  Lowe,  E.  A.  Johnson, 
W.  R.  Taylor,  T.  J.  Wrage,  Jr.,  Abner  Willen,  D. 
Scheller,  R.  C.  Jahraus,  Y.  H.  Carbonneau,  T.  B. 
McManus,  E.  H.  Mueller,  C.  H.  Monson,  R.  R.  Gie- 
bink,  E.  T.  Lietzke,  C.  A.  Stern,  Robert  Quinn, 
Vernon  Cutshall,  J.  B.  Gregg,  W.  Anderson,  J.  P. 
Steele,  R.  J.  Foley,  W.  A.  Geib,  R.  A.  Boyce,  S.  F. 
Sherrill,  E.  T.  Ruud,  C.  A.  Johnson,  and  H.  H. 
Brauer. 

Dr.  Geib  read  the  report  of  the  Nominating  Com- 
mittee. The  Nominating  Committee  submitted  the 
name  of  C.  L.  Vogele,  M.D.  for  Councilor  from 
the  Aberdeen  District  Medical  Society.  Dr.  W.  R. 
Taylor  nominated  Dr.  E.  J.  Perry  of  Redfield.  A 
written  ballot  was  taken  and  Dr.  Perry  was  de- 
clared elected  as  Councilor  from  the  First  District 
Medical  Society. 

The  Nominating  Committee  submitted  the  name 
of  Dr.  J.  J.  Stransky  as  Councilor  from  the 
Watertown  District  Medical  Society.  Dr.  Geib 
moved  the  adoption  of  this  portion  of  the  report. 
Dr.  Steele  seconded  the  motion  and  it  was  carried. 

The  Nominating  Committe  submitted  the  name 
of  Dr.  L.  C.  Askwig  of  Pierre  as  Councilor  from 
the  Pierre  District  Medical  Society.  Dr.  Geib 
moved  the  adoption  of  this  portion  of  the  report. 
Dr.  Jahraus  seconded  the  motion  and  it  was  car- 
ried. 

The  Nominating  Committee  submitted  the  name 
of  Dr.  J.  P.  Steele  of  Yankton  as  Councilor  from 
the  Yankton  District  Medical  Society.  Dr.  Geib 
moved  the  adoption  of  this  portion  of  the  report. 
The  motion  was  seconded  by  Dr.  Sattler  and  car- 
ried. 

The  Nominating  Committee  submitted  the  name 
of  Dr.  E.  T.  Lietzke  as  Councilor  from  the  Seventh 
District  Medical  Society.  Dr.  Geib  moved  the  adop- 
tion of  this  portion  of  the  report.  The  motion 
was  seconded  by  Dr.  Taylor  and  carried. 

The  Nominating  Committee  submitted  the  name 
of  Dr.  Magni  Davidson  as  President  of  the  South 
Dakota  State  Medical  Association.  Dr.  Geib  moved 
the  adoption  of  this  portion  of  the  report.  The 
motion  was  seconded  by  Dr.  Tank  and  carried. 

The  Nominating  Committee  submitted  the  name 
of  Dr.  R.  H.  Hayes  for  President-Elect.  Dr.  Geib 
moved  the  adoption  of  this  portion  of  the  report. 
The  motion  was  seconded  by  Dr.  Sweet  and  car- 
ried. 

The  Nominating  Committee  submitted  the  names 
of  Drs.  P.  P.  Brogdon,  E.  J.  Perry  and  J.  P.  Steele 
for  Vice  President.  Dr.  Perry  requested  that  his 
name  be  withdrawn  as  a candidate  for  this  office. 

A written  ballot  was  taken  and  Dr.  J.  P.  Steele 
was  elected  as  Vice  President. 

The  Nominating  Committee  submitted  the  name 
of  Dr.  C.  Rodney  Stoltz  as  Speaker  of  the  House. 
Dr.  Perry  nominated  Dr.  C.  J.  McDonald  for  this 
office.  A written  ballot  was  taken  and  Dr.  Mc- 
Donald was  elected  as  Speaker  of  the  House. 

The  Nominating  Committee  submitted  the  name 
of  Dr.  A.  A.  Lampert  as  Delegate  to  the  AMA. 


Dr.  Stern  nominated  Dr.  A.  P.  Reding.  A written 
ballot  was  taken  and  Dr.  Reding  was  elected  to  this 
office.  Dr.  Lampert  moved  that  the  Secretary  be 
instructed  to  cast  a unanimous  ballot  for  Dr.  Red- 
ing. The  motion  was  seconded  by  Dr.  Brogdon  and 
carried. 

The  Nominating  Committee  submitted  the  name 
of  Dr.  Robert  Quinn  as  Alternate  Delegate  to  the 
AMA.  Dr.  Geib  moved  the  adoption  of  this  por- 
tion of  the  report.  The  motion  was  seconded  by 
Dr.  McManus  and  carried. 

The  Nominating  Committee  submitted  the  city  of 
Sioux  Falls  as  the  site  of  the  1965  annual  meeting. 
Dr.  Geib  moved  the  adoption  of  this  portion  of  the 
report.  Dr.  Gregg  seconded  the  motion  and  it  was 
carried. 

Dr.  Geib  moved  the  adoption  of  the  Nominating 
Committee’s  report  as  amended.  The  motion  was 
seconded  by  Dr.  Steele  and  carried. 

Dr.  Steele  then  nominated  Dr.  Sattler  to  com- 
plete his  unexpired  term  as  Councilor  from  the  8th 
District  Medical  Society.  Dr.  Sattler  nominated 
Drs.  Clark  Johnson  and  T.  H.  Willcockson  for  this 
office.  A written  ballot  was  taken  and  Dr.  Sattler 
was  elected  as  Councilor  from  the  8th  District 
Medical  Society. 

Dr.  Brogdon  read  the  Report  of  the  Reference 
Committee  on  Credentials. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  CREDENTIALS 

The  Credentials  of  the  Delegates  to  the  South 
Dakota  State  Medical  Association  were  checked 
and  the  following  delegates,  alternate  delegates, 
officers,  and  councilors  were  present: 

Drs.  McDonald,  Magni  Davidson,  Reding,  Lam- 
pert, Stoltz,  Perry,  Tank,  Askwig,  Hohm, 
Brogdon,  Sattler,  Elston,  Sweet,  Lowe,  John- 
son, Taylor,  Berzins,  Willen,  Scheller,  Wold, 
Jahraus,  Werthmann,  Charbonneau,  McManus, 
Mueller,  Monson,  Giebink,  Lietzke,  Stern, 
Quinn,  Cutshall,  Gregg,  Anderson,  Steele, 
Foley,  Geib,  Boyce,  Johnson,  Brauer. 

A quorum  was  present  for  the  meeting  of  the 
House  of  Delegates  and  the  Credentials  of  those 
in  attendance  were  in  order. 

Total  registration  for  the  convention  was  79 
South  Dakota  physicians. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON 
CREDENTIALS  • 

P.  P.  Brogdon,  M.D.,  Chairman 
E.  A.  Johnson,  M.D. 

E.  P.  Sweet,  M.D. 

Dr.  Brogdon  moved  the  adoption  of  the  report. 
The  motion  was  seconded  by  Dr.  Hohm  and  car- 
ried. 

Dr.  Giebink  read  the  Report  of  the  Reference 
Committee  on  Reports  of  Officers  and  Councilors. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  OFFICERS  AND  COUNCILORS 

Our  Committee  reviewed  the  Reports  of  the  Of- 
ficers and  Councilors.  The  Committee  noted  that 
the  reports  of  the  6th  and  10th  District  were  late, 
but  feel  that  they  should  be  added  to  this  report. 

The  Committee  feels  that  the  Officers  and  Coun- 
cilors did  an  outstanding  job  during  the  past  year 
and  that  the  thanks  and  appreciation  of  the  House 
of  Delegates  should  be  extended  to  them. 

I move  the  adoption  of  this  report. 

Respectfully  submitted, 
REFERENCE  COMMITTEE  ON 
REPORTS  OF  OFFICERS 
AND  COUNCILORS 
R.  R.  Giebink,  M.D.,  Chairman 
Abner  Willen,  M.D. 

E.  J.  Perry,  M.D. 

Dr.  Giebink  moved  the  adoption  of  this  report. 
The  motion  was  seconded  by  Dr.  Tank  and  carried. 

Dr.  C.  A.  Johnson  read  the  Report  of  the  Ref- 
erence Committee  on  Resolutions  and  Memorials. 
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REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  RESOLUTIONS  AND  MEMORIALS 

WHEREAS,  the  North  Dakota  State  Medical 
Association  and  the  Ladies  Auxiliary  to  the  North 
Dakota  State  Medical  Association  have  been  so 
thorough  in  making  arrangements  for  the  success 
of  the  combined  meetings, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  give  its  voice  in  appreciation 
and  thanks  to  the  North  Dakota  State  Medical 
Association  members  and  their  wives. 

WHEREAS,  the  management  of  the  Grand 
Pacific  Hotel  and  the  motels  in  Bismarck  have 
been  so  cooperative  in  providing  facilities  for  the 
sucess  of  the  1962  joint  meeting  of  the  North  and 
South  Dakota  State  Medical  Associations, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  and  appre- 
ciation to  the  Grand  Pacific  Hotel  and  the  motels 
in  Bismarck,  North  Dakota. 

WHEREAS,  The  Bismarck  Tribune  and  Radio 
Stations  KBOM  and  KQDI  have  been  most  co- 
operative in  presenting  the  public  news  of  the  1962 
annual  meeting  of  the  South  Dakota  State  Med- 
IC3I  ^Vssocistion 

BE  IT  RESOLVED  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the  Bis- 
marck Tribune  and  Radio  Stations  KBOM  and 
KQDI. 

WHEREAS,  the  Bismarck  Chamber  of  Com- 
merce has  provided  excellent  service  in  making  it 
possible  for  the  success  of  the  working  arrange- 
ments, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  and  appre- 
ciation to  the  Bismarck  Chamber  of  Commerce. 

WHEREAS,  the  Scientific  Committees  of  the 
South  Dakota  State  Medical  Association  and  the 
North  Dakota  State  Medical  Association  have 
done  an  outstanding  job  in  arranging  the  joint 
scientific  program  for  the  1962  annual  meeting. 

BE  IT  RESOLVED,  that  the  South  Dakota 
State  Medical  Association  extend  its  appreciation 
to  the  Scientific  Committees  of  the  North  and 
South  Dakota  State  Medical  Associations. 

WHEREAS,  the  Office  Staff  of  the  North  Dakota 
State  Medical  Association  has  extended  unlimited 
help  to  the  success  of  this  meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the  Office 
Staff  of  the  North  Dakota  State  Medical  Associa- 
tion. 

Respectfully  submitted, 

COMMITTEE  ON  RESOLUTIONS 
AND  MEMORIALS 
C.  A.  Johnson,  M.D. 

Dr.  Johnson  moved  the  adoption  of  this  portion  of 
the  report.  The  motion  was  seconded  by  Dr.  Sattler 
and  carried.  Dr.  Johnson  read  the  second  portion 
of  the  report. 

The  Reference  Committee  moves  that  $200.00  be 
taken  from  the  General  Fund  and  that  said  money 
be  donated  to  the  St.  Mary’s  School  of  Practical 
Nursing,  Pierre,  South  Dakota,  in  memory  of  Dr. 
T.  F.  Riggs  by  the  physicians  of  the  South  Dakota 
State  Medical  Association.  Dr.  Johnson  moved  the 
adoption  of  this  portion  of  the  report.  The  motion 
was  seconded  by  Dr.  Tank.  Dr.  Wrage  moved 
that  the  memorial  resolution  be  amended  to  say 
that  the  $200.00  be  given  to  the  South  Dakota  Med- 
ical School  Endowment  Association.  The  motion 
was  seconded  by  Dr.  Scheller.  The  amendment  to 
the  original  motion  was  carried.  The  original 
motion,  as  amended  was  then  voted  on  and  carried. 

Dr.  Vernon  Cutshall  read  the  Report  of  the 
Reference  Committee  on  Standing  Committees. 

REPORTS  ON  STANDING  COMMITTEES 
REPORT  OF  THE  COMMITTEE 
ON  SCIENTIFIC  WORK 

The  Reference  Committee  recommends  the  ac- 


ceptance of  this  report. 

REPORT  OF  THE  PUBLICATIONS  COMMITTEE 

The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report. 

REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  DEFENSE 

The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report. 

REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  SCHOOL  AFFAIRS 

MEDICAL  EDUCATION  AND  HOSPITALS 

The  Reference  Committee  recommends  that  the 
Committee  on  Medical  School  Affairs,  Medical 
Education  and  Hospitals  implement  the  situation 
(tissue  study  control)  and  bring  recommendations 
to  the  Council  Meeting  next  January.  The  Ref- 
erence Committee  recommends  the  acceptance  of 
this  report  with  the  above  recommendation. 

REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  ECONOMICS 

The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report. 

REPORT  OF  THE  COMMITTEE 
ON  NECROLOGY 

The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report. 

REPORT  OF  THE  COMMITTEE 
ON  PUBLIC  HEALTH 

The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report,  but  also  refers  the  House 
of  Delegates  to  the  recommendation  of  the  Ref- 
erence Committee  which  appears  at  the  end  of  the 
Report  of  the  Committee  on  Medical  School  Af- 
fairs, Medical  Education  and  Hospitals. 

REPORT  OF  THE  COMMITTEE 
ON  CANCER 

The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report. 

REPORT  OF  THE  COMMITTEE 
ON  MATERNAL  AND  CHILD  WELFARE 

The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report. 

REPORT  OF  THE  EXECUTIVE  COMMITTEE 

The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report. 

REPORT  OF  THE  GRIEVANCE  COMMITTEE 

The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report,  and  respectfully  refers  the 
House  of  Delegates  to  the  recommendation  which 
appears  at  the  end  of  the  Report  of  the  Committee 
on  Medical  School  Affairs,  Medical  Education  and 
Hopitals. 

REPORT  OF  THE  COMMITTEE 
ON  MENTAL  HEALTH 

The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report. 

REPORT  OF  THE  BENEVOLENT  FUND 
COMMITTEE 

The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report. 

REPORT  OF  THE  COMMITTEE 
ON  RHEUMATIC  FEVER  AND  HEART  DISEASE 

The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report. 

REPORT  OF  THE  COMMITTEE 
ON  DIABETES 

The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report. 

REPORT  OF  THE  COMMITTEE 
ON  TUBERCULOSIS 

The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON 
STANDING  COMMITTEES 
V.  Cutshall,  M.D.,  Chairman 
Y.  H.  Charbonneau,  M.D. 

Charles  Monson,  M.D. 

Dr.  Cutshall  moved  the  adoption  of  the  report 
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as  amended.  The  motion  was  seconded  by  Dr. 
Sweet  and  carried. 

Dr.  Steele  read  the  Report  of  the  Reference  Com- 
mittee on  Special  Committees  and  Miscellaneous 
Business. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  SPECIAL  COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 

The  Reference  Committee  has  considered  the 
report  of  the  Committee  on  Tuberculosis  and 
recommends  approval  of  this  report. 

The  Reference  Committee  has  considered  the 
report  of  the  Committee  on  Radio  Broadcasts  and 
Telecasts  and  recommends  the  adoption  of  this 
report. 

The  Reference  Committee  has  considered  the 
report  of  the  Committee  on  AMEF  and  recom- 
mends the  adoption  of  this  report. 

The  Reference  Committee  has  considered  the  re- 
port of  the  Editorial  Committee  and  recommends 
the  adoption  of  this  report. 

The  Reference  Committee  has  considered  the 
report  of  the  Committee  on  Medical  Licensure 
and  recommends  the  adoption  of  this  report. 

The  Reference  Committee  has  considered  the 
report  of  the  Committee  on  Rural  Medical  Service 
and  recommends  the  adoption  of  this  report. 

The  Reference  Committee  has  considered  the  re- 
port of  the  Committee  on  the  Spafford  Memorial 
Fund  and  recommends  the  adoption  of  this  report. 

The  Reference  Committee  has  considered  the  re- 
port of  the  Committee  on  Prepayment  and  Insur- 
ance Plans  and  recommends  the  adoption  of  this 
report. 

The  Reference  Committee  has  considered  the 
report  of  the  Committee  on  Nursing  Training  and 
recommends  the  adoption  of  this  report. 

The  Reference  Committee  has  considered  the 
report  of  the  Clinical  Pathology  Committee  and 
recommends  the  adoption  of  the  report. 

The  Reference  Committee  has  considered  the 
report  of  the  Committee  on  Civil  Defense  and 
recommends  the  adoption  of  this  report. 

The  Committee  has  considered  the  report  of  the 
Committee  for  Improvement  of  Patient  Care.  The 
Committee  feels  that  the  committee  report  contains 
some  very  worthwhile  suggestions  and  should  re- 
ceive careful  consideration  from  the  members  as  a 
whole  and  that  specific  action  on  many  of  their 
suggestions  should  be  forthcoming  from  the  floor. 
We  recommend  the  acceptance  of  the  report. 

The  Reference  Committee  has  considered  the 
report  of  the  Committee  on  School  Health.  We 
recommend  acceptance  of  the  report  as  submitted 
with  special  attention  called  to  the  word  “must.” 

The  Reference  Committee  has  considered  the  re- 
port of  the  Budget  and  Audit  Committee  and 
recommends  the  acceptance  of  the  report. 

The  Reference  Committee  has  considered  the 
report  of  the  Committee  on  Aging  and  recommends 
the  acceptance  of  this  report. 

The  Reference  Committee  has  considered  the 
report  of  the  Committee  on  Coroner’s  Law  and 
recommends  the  acceptance  of  the  report. 

The  Reference  Committee  has  considered  the  re- 
port of  the  Committee  on  Traffic  Safety  and  recom- 
mends the  acceptance  of  this  report. 

The  Reference  Committee  has  considered  the 
report  of  the  Committee  on  the  Medical-Legal  Con- 
ference and  recommends  the  acceptance  of  this 
report. 

The  Reference  Committee  has  considered  the 
report  of  the  Committee  on  Radio  and  Press  and 
recommends  the  acceptance  of  this  report. 

The  Reference  Committee  has  considered  the  re- 
port of  the  Committee  on  Liaison  with  the  South 
Dakota  Pharmaceutical  Association.  The  Council 
has  considered  this  report  and  has  recommended 
the  acceptance  of  the  recommendations  by  the 
House  of  Delegates.  We  recommend  the  accept- 
ance of  this  report. 


The  Reference  Committee  has  considered  the 
report  of  the  Committee  on  Care  of  the  Indigent. 
We  recommend  the  acceptance  of  this  report. 

The  Reference  Committee  has  considered  the 
report  of  the  Committee  on  Workmen’s  Compen- 
sation. We  recommend  the  approval  of  the  report 
in  its  entirety  and  refer  it  with  special  commen- 
dation to  the  Committee  on  Legislation  for  action 
and  implementation  prior  to  the  September  Coun- 
cil meeting. 

The  Reference  Committee  has  considered  the 
report  of  the  Informal  Joint  Committee  concerning 
over-utilization.  The  Committee  approves  the  re- 
port with  commendation  to  the  two  Associations 
and  recommends  that  more  meetings  of  this  type 
be  held  and  that  special  attention  be  paid  to  the 
problem  of  over-utilization  of  hospital  benefits. 

The  Reference  Committee  has  considered  the 
CPA  Audit  and  recommends  the  acceptance  of  this 
audit. 

The  Reference  Committee  has  considered  the 
budget  as  approved  by  the  Council  and  recom- 
mends the  acceptance  of  the  budget  without 
change. 

The  Reference  Committee  has  considered  the  re- 
port of  the  Liaison  Committee  with  the  Osteopathic 
Association.  We  recommend  the  adoption  of  this 
report. 

The  Reference  Committee  has  considered  the 
recommendation  of  the  Council  concerning  the 
establishment  of  Special  Committees  for  Liaison 
with  the  Dental  Association  and  Veterinary  Asso- 
ciation. We  recommend  the  adoption  of  the  report 
from  the  Council. 

I move  the  adoption  of  this  report  as  a whole. 
Respectfully  submitted, 

REFERENCE  COMMITTEE  ON 
SPECIAL  COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 
J.  P.  Steele,  M.D. 

Robert  Quinn,  M.D. 

Rainis  Berzins,  M.D. 

Dr.  Steele  moved  the  adoption  of  the  report. 
The  motion  was  seconded  by  Dr.  Sherrill.  Dr. 
Sattler  moved  that  the  Report  of  the  Committee 
on  School  Health  be  amended  to  include  the  words 
“or  Special  Committee.”  The  motion  was  seconded 
by  Dr.  McManus,  and  carried.  Dr.  Steele  moved 
the  adoption  of  the  amended  report.  The  motion 
was  seconded  by  Dr.  Cutshall  and  carried. 

Dr.  Stoltz  read  a resolution  from  the  North  Da- 
kota State  Medical  Association. 

RESOLUTION 

WHEREAS,  THE  NORTH  DAKOTA  STATE 
MEDICAL  ASSOCIATION  IS  NOW  COM- 
MORATING  THE  SEVENTY-FIFTH  YEAR  OF 
MEDICAL  SERVICE  TO  THE  STATE  OF  NORTH 
DAKOTA,  AND 

WHEREAS,  THE  SOUTH  DAKOTA  STATE 
MEDICAL  ASSOCIATION  HAS  GRACIOUSLY 
JOINED  WITH  US  IN  THE  CELEBRATION  OF 
THIS  MEMORABLE  OCCASION, 

NOW,  THEREFORE,  BE  IT  RESOLVED  THAT 
THE  NORTH  DAKOTA  STATE  MEDICAL  ASSO- 
CIATION EXTENDS  GREETINGS  AND  SINCERE 
APPRECIATION  TO  THE  SOUTH  DAKOTA 
STATE  MEDICAL  ASSOCIATION  FOR  ITS  CO- 
OPERATION AND  PARTICIPATION  IN  THIS 
MEETING. 

BE  IT  FURTHER  RESOLVED  A COPY  OF 
THIS  RESOLUTION  BE  DIRECTED  TO  THE 
HOUSE  OF  DELEGATES  OF  THE  SOUTH  DA- 
KOTA STATE  MEDICAL  ASSOCIATION. 
SIGNED: 

E.  H.  Boerth,  M.D. 

President,  North  Dakota  State 
Medical  Association 
Lee  A.  Christoferson,  M.D. 
Speaker,  House  of  Delegates, 
North  Dakota  State  Medical 
Association 
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Mr.  Foster  announced  to  the  House  of  Delegates 
that  Phyllis  Sundstrom  would  be  married  in 
August.  Dr.  Tank  moved  that  a resolution  of 
thanks,  gratitude  and  appreciation  of  the  House  of 
Delegates  of  the  South  Dakota  State  Medical  Asso- 
ciation be  forwarded  to  Miss  Phyllis  Sundstrom, 
the  composing  of  such  resolution  to  be  carried  out 
by  the  executive  secretary.  The  motion  was  sec- 
onded by  Dr.  Steele  and  carried. 

Dr.  Boyce  moved  that  the  Council  of  the  South 
Dakota  State  Medical  Association  be  instructed 
by  the  House  of  Delegates  to  form  a committee  to 
purchase  a token  of  appreciation  for  Miss  Phyllis 
Sundstrom,  not  spending  less  than  $100.00.  The 
motion  was  seconded  by  Dr.  Davidson  and  carried. 

Dr.  Sattler  brought  up  the  matter  of  liability  in 
completing  driver’s  permit  applications  and  Dr. 
Steele  suggested  that  the  letter  from  Karl  Gold- 
smith concerning  this  matter  be  included  in  a pub- 
lication of  the  Association  for  the  information  of 
the  members. 

Dr.  McDonald  then  presented  Dr.  C.  Rodney 
Stoltz  with  a Past-President’s  Award. 

Dr.  Stoltz  then  administered  the  oath  of  office 
to  Dr.  Magni  Davidson  as  incoming  president  of 
the  State  Association  and  introduced  the  newly 
elected  officers  to  the  House  of  Delegates. 

Mr.  Foster  made  a few  announcements  concern- 
ing the  activities  of  the  annual  meeting. 

The  meeting  adjourned  on  motion  at  4:00  P.M. 

PRESIDENTIAL  OATH  OF  OFFICE 

I solemnly  swear  that  I shall  carry  out  the  duties 
of  the  President  of  the  South  Dakota  State  Medical 
Association  to  the  best  of  my  ability.  I shall  strive 
constantly  to  maintain  the  ethics  of  the  medical 
profession  and  to  promote  the  public  health  and 
welfare.  I shall  dedicate  myself  and  my  office  to 
improving  health  standards  and  to  the  task  of 
bringing  increasingly  improved  medical  care  to 
the  people  of  South  Dakota.  I shall  uphold  the 
Constitution  and  Bylaws  of  the  AMA  and  the 
South  Dakota  State  Medical  Association.  I shall 
champion  the  cause  of  freedom  in  medical  practice 
and  freedom  for  all  my  fellow  Americans. 

I do  solemnly  swear  that  I will  discharge  the 
duties  of  this  office  to  the  best  of  my  ability,  so 
help  me  God. 


REPORTS  OF  OFFICERS 
AND  COUNCILORS  AS 
ADOPTED  BY  THE  HOUSE 
OF  DELEGATES 

REPORT  OF  THE  PRESIDENT 

I attended  all  of  the  Council  meetings  of  the 
Executive  Committee  during  the  year. 

On  May  24,  1961,  I attended  by  invitation  the 
banquet  of  the  Minnesota  State  Medical  Associa- 
tion at  St.  Paul.  On  June  4,  I attended  the  Re- 
gional Conference  on  Legislation  of  the  American 
Medical  Association  in  Minneapolis.  Later  in  June, 
I brought  greetings  from  the  Medical  Association 
to  the  Golden  Jubilee  of  McKennan  Hospital  in 
Sioux  Falls.  In  July,  I attended  the  dedication 
ceremonies  of  the  new  Guidance  Center  in  Sioux 
Falls  and  brought  a message  of  greeting  from  the 
South  Dakota  State  Medical  Association.  Also 
during  that  month  I attended  the  Black  Hills  Dis- 
trict’s fish  fry  and  picnic  in  Spearfish,  South  Da- 
kota, and  made  an  official  visit  to  the  Brookings- 
Madison  District.  In  September,  I visited  both  the 
Watertown  and  Aberdeen  District  Medical  So- 
cieties. In  October,  I attended  a special  meeting 
of  the  Yankton  District  Medical  Society. 

As  President  of  the  Association,  I was  asked  to 
be  general  chairman  of  the  Emergency  Resources 
Conference  in  Sioux  Falls  on  October  16th.  Also 
on  that  same  day,  I appeared  on  television  in  Sioux 


Falls,  and  was  interviewed  as  president  of  the 
South  Dakota  State  Medical  Association.  In  No- 
vember, I attended  the  meeting  of  the  Pierre  Dis- 
trict Medical  Society.  In  February,  1962,  I attended 
the  regular  meetings  of  the  Huron,  Mitchell,  and 
Whetstone  Valley  District  Medical  Societies.  In 
March  I attended  the  meeting  of  the  Rosebud  Dis- 
trict and  the  opening  of  the  new  Indian  hospital 
at  Rosebud,  South  Dakota.  In  April,  at  the  meeting 
of  the  Student  American  Medical  Association  of 
the  University  of  South  Dakota,  I presented  a 
check  from  the  American  Medical  Education 
Foundation  for  $7,383.00  to  Dr.  Walter  Hard,  Dean 
of  the  South  Dakota  School  of  Medicine.  On  April 
9,  I attended  the  luncheon  meeting  of  the  Sioux 
Valley  Underwriters  Association  where  a discus- 
sion of  the  King-Anderson  Bill  was  held. 

In  all  my  visits  about  the  State,  I found  that 
there  seems  to  be  an  increasing  interest  in  medical 
politics.  I found  no  support  among  the  doctors 
for  the  King-Anderson  Bill.  I would  also  like  to 
commend  the  members  of  the  Association  for  their 
cooperation  and  excellent  support  in  our  new  Old 
Age  Assistance  Program,  which  was  increased 
from  payments  of  $1,100  per  month  to  $34,000  per 
month,  to  the  physicians  in  the  State. 

I have  enjoyed  the  past  year  immensely  and 
again  would  like  to  thank  you  all  for  the  privilege 
of  being  president  of  the  South  Dakota  State  Med- 
ical Association. 

Respectfully  submitted, 

C.  J.  McDonald,  M.D. 

President 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  PRESIDENT-ELECT 

The  President-Elect  has  attended  all  meetings  of 
the  Council  and  Executive  Committee  during  the 
year.  I have  also  carried  out  all  other  duties  as- 
signed to  this  office. 

Respectfully  submitted, 

Magni  Davidson,  M.D. 
President-Elect 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  VICE  PRESIDENT 

This  report  is  hardly  a medical  one  since  the 
time  elapsing  since  May  1961  to  September  1961 
was  most  short  indeed. 

Of  some  interest  were  the  bitter  contests  which 
our  association  and  the  individual  waged  with  the 
welfare  group  of  the  State  of  South  Dakota  regard- 
ing Old  Age  Assistance  fees.  We  felt  that  we  came 
away  with  a victory,  and  I suppose  that  they  pos- 
sibly felt  that  they  did.  However,  one  thing  re- 
moved. We  did  finally  decide,  over  the  wish  of 
the  Welfare  Bureau,  that  we  would  use  the  organ- 
ized medium  of  South  Dakota  doctors,  the  South 
Dakota  State  Medical  Association,  to  mediate  our 
business  with  it.  I personally  feel  that  we  must 
maintain  direction  of  the  program  even  though  we 
are  getting  it  crammed  down  our  throats. 

About  this  time  the  great  socialized  medicine 
agency,  the  U.  S.  Army,  called  me  and  I have  been 
practicing  socialized  medicine  ever  since.  It  is  not 
bad  considering  it  is  in  a society  which  is 
regimented  (as  you  all  recall).  Just  ask  any  GI 
or  family  how  he  likes  socialized  medicine.  He 
usually  will  point  out  that  the  price  is  right. 

I apologize  for  being  unable  to  function  as  the 
vice  president  but  I feel  that,  even  though  I dis- 
like active  duty,  my  obligation  is  an  important  one. 
Many  of  our  young  doctors  who  were  recalled  were 
recalled  because  many  doctors  had  not  served  their 
initial  military  obligation.  They  were  justifiably 
bitter  and  I have  to  agree  with  them.  This  should 
not  happen  among  doctors.  It  is  one  problem  to 
which  we  may  have  to  give  our  organized  thought. 
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Civil  Defense  is  still  a problem  here  as  elsewhere. 
I am  pleased  to  read  that  South  Dakota  physicians 
have  gained  in  the  effort  to  arrange  for  a planned 
defense. 

Fort  Riley  remains  a veritable  garden  spot  of 
Kansas  and  is  undoubtedly  the  country  club  of  the 
Army.  I hope  to  spend  some  days  in  South  Dakota 
soon  now. 

Respectfully  submitted, 

Robert  H.  Hayes,  M.D. 

Vice  President 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  SECRETARY-TREASURER 

As  your  officer,  I have  attended  all  Executive 
Committee  and  Council  Meetings  during  the  year. 
The  duties  of  my  office  were  carried  out  with  our 
able  and  competent  Executive  Secretary,  John  C. 
Foster;  Assistant  Executive  Secretary,  Phyllis 
Sundstrom,  and  the  entire  headquarters  staff. 

Respectfully  submitted, 

A.  P.  Reding,  M.D. 
Secretary-Treasurer 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  DELEGATE  TO  THE  AMA 

During  the  year  I have  attended  the  AMA’s  annual 
and  Interim  Sessions  held  at  New  York  and  Den- 
ver, Colorado.  Reports  of  the  two  meetings  have 
been  detailed  in  the  July  and  January  issues  of  the 
South  Dakota  Journal  of  Medicine  and  Pharmacy. 
Respectfully  submitted, 

A.  A.  Lampert,  M.D. 

AMA  Delegate 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  ALTERNATE  DELEGATE 
TO  THE  AMA 

It  was  my  privilege,  as  your  Alternate  Delegate, 
to  attend  the  110th  annual  meeting  of  the  AMA  in 
New  York  City,  June  25-30,  1961. 

Osteopathy,  medical  discipline,  communications, 
surgical  assistants,  drug  legislation,  general  prac- 
tice residencies,  relations  with  allied  health  pro- 
fessions and  services,  and  poliomyelitis  vaccine 
were  among  the  major  subjects  covered  by  the  115 
resolutions  and  28  reports  acted  upon  by  the  House 
of  Delegates. 

The  proceedings  of  the  House  of  Delegates  were 
published  in  detail  in  the  AMA  News.  AMA  Jour- 
nal and  the  South  Dakota  Journal  of  Medicine  and 
Pharmacy. 

As  your  Alternate  Delegate,  I attended  the 
Fifteenth  Clinical  Meeting  of  the  AMA  in  Denver, 
Colorado  on  November  26-30,  1961.  Two  important 
matters  acted  upon  by  the  House  of  Delegates 
were:  (1)  Organization  of  the  American  Medical 
Political  Action  Committee,  known  as  AMPAC. 
The  House  heartily  approved  the  purposes  and 
goals  of  this  committee  and  urged  all  physicians, 
their  wives,  and  interested  friends  to  join  AMPAC 
and  other  political  action  committees  in  their  own 
states  and  communities.  The  South  Dakota  Political 
Action  Committee  under  the  chairmanship  of  your 
AMA  Delegate,  A.  A.  Lampert,  M.D.,  held  a meet- 
ing at  the  headquarters  office  in  Sioux  Falls  on 
December  17,  1961  to  coordinate  our  state  com- 
mittee with  the  national  committee,  AMPAC.  (2) 
The  House  agreed  with  the  intent  of  five  resolu- 
tions which  expressed  strong  dissatisfaction  with 
recent  statements  by  a spokesman  for  the  Amer- 
ican College  of  Surgeons,  and  it  also  approved  a 
Board  of  Trustees  Report  informing  the  House  that 
arrangements  had  been  made  for  a January  meet- 
ing with  the  ACS  Board  of  Regents  to  discuss  that 
organization’s  recent  statements  and  policy 
positions.  The  report  expressed  hope  that  the 


meeting  “will  lead  to  a unification  of  effort  in  be- 
half of  American  Medicine.” 

A summary  of  the  actions  of  the  House  was 
published  in  the  December  11th  issue  of  the  AMA 
News.  The  AMA  Journal  and  the  South  Dakota 
Journal  of  Medicine  and  Pharmacy  published  the 
proceedings  of  the  House  of  Delegates  following 
the  meeting;  therefore,  no  further  report  is  neces- 
sary. 

May  I express  my  appreciation  to  the  South 
Dakota  State  Medical  Association  for  allowing  me 
to  serve  as  your  Alternate  Delegate  at  these  meet- 
ings. 

Respectfully  submitted, 

A.  P.  Reding,  M.D. 

Alternate  Delegate  to  the  AMA 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

As  the  Speaker  of  the  House  of  Delegates  my 
duties  are  just  beginning.  However,  as  your 
Speaker  I have  attended  a Council  meeting  in  Jan- 
uary of  1962,  although  I was  unable  to  attend  the 
September  meeting.  I have  acted  on  the  business 
brought  before  the  Executive  Committee  as  a 
member  of  that  committee. 

A communication  to  all  members  of  the  House 
of  Delegates  will  be  forthcoming  before  the  annual 
meeting  regarding  the  function  and  operation  of 
the  House  of  Delegates  over  the  signature  of  the 
Speaker. 

Respectfully  submitted, 

C.  Rodney  Stoltz,  M.D. 

Speaker  of  the  House 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  EXECUTIVE  SECRETARY 

Activities  of  the  Executive  Office  have  speeded 
up  in  tempo  during  the  fiscal  year  1961-62.  Per- 
sonnel changes  and  additions  have  produced  some 
shifting  of  duties.  On  February  1st,  Richard  Erick- 
son left  his  position  as  Assistant  Executive  Director 
of  Blue  Shield  only  to  return  April  1st  in  that  posi- 
tion as  well  as  Field  Secretary  for  the  Association. 
Robert  Green,  who  succeeded  Mr.  Erickson,  be- 
came office  accountant  for  both  Blue  Shield  and 
the  Association  when  Mr.  Erickson  returned.  Miss 
Phyllis  Sundstrom,  in  addition  to  being  Assistant 
Executive  Secretary  of  the  Association,  was  named 
Director  of  the  Old  Age  Assistance  program.  Two 
new  employees  were  added;  one  for  the  O.A.A. 
program,  one  splitting  her  time  between  O.A.A. 
and  Blue  Shield.  We  also  received  notice  from 
Miss  Sundstrom  that  she  plans  to  marry  in 
August. 

Public  Relations 

During  the  fiscal  year,  the  Association  formed 
a speakers’  bureau  on  “Medical  Care  for  the 
Aging.”  A meeting  was  held  in  Sioux  Falls  to 
provide  information  for  the  speakers  and  a number 
of  presentations  scheduled  for  the  speakers.  Ad- 
ditional speeches  coming  after  the  end  of  the  fiscal 
year  have  also  been  scheduled. 

The  Executive  Secretary  spoke  on  the  subject 
of  Medical  Care  for  the  Aged  before  9 groups  total- 
ing 587  people,  plus  making  an  appearance  with 
Dr.  Eric  Mueller  on  KSOO-TV  on  the  same  sub- 
ject. In  addresses  on  other  subjects,  he  spoke  to 
16  groups  totaling  1,018  people.  Subjects  covered 
included  auto  safety,  medical  licensure.  Blue  Shield 
benefits  and  Old  Age  Assistance  Medical  Care. 
Two  appearances  were  made  on  KSOO-TV  to  in- 
troduce speakers  on  other  subjects. 

A resolution  campaign  was  instituted  during  the 
year  which  resulted  in  more  than  sixty  organiza- 
tions indicating  their  opposition  to  HR  4222. 

Headquarters  Building 

During  the  year,  more  of  the  building  costs  were 
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paid  off  as  reflected  in  the  audit.  All  interest  pay- 
ments have  been  met  on  time. 

We  received  some  unduly  poor  publicity  on  our 
request  for  tax  exemption  on  the  building,  which 
came  as  the  result  of  a complete  lack  of  considera- 
tion by  the  Sioux  Falls  City  Attorney.  Further 
action  will  be  taken  on  this  matter  at  a later  date 
inasmuch  as  the  Attorney-General  has  already 
ruled  that  we  should  be  considered  exempt. 

Liaison  With  District  Societies 

In  a continuing  attempt  to  keep  the  State  office 
in  touch  with  twelve  district  societies,  your  execu- 
tive secretary  has  attended  16  local  meetings  while 
Miss  Sundstrom  and  Mr.  Erickson  each  attended 
one  additional. 

Committee  Work 

The  executive  office  is  constantly  concerned 
with  the  work  of  association  committees  serving  as 
secretariat  for  most  of  them.  During  the  year,  these 
committees  necessitated  attendance  by  the  execu- 
tive secretary  and  other  staff  members  at  21  com- 
mittee meetings  in  all  parts  of  the  state.  The 
executive  staff  traveled  well  over  50,000  miles  dur- 
ing the  year  to  accomplish  attendance  at  meetings, 
talks,  etc. 

Liaison  With  Other  Groups 

In  order  to  keep  the  Medical  Association  abreast 
of  the  doings  of  allied  organizations  and  state  agen- 
cies, the  executive  secretary  participated  in  33 
meetings  on  behalf  of  the  Association.  These 
ranged  from  advisory  posts  to  the  Minnehaha 
Guidance  Center  to  participation  in  establishment 
of  the  medical  self  help  program.  A number  of 
these  meetings  were  concerned  with  the  establish- 
ment of  the  O.A.A.  program. 

The  executive  secretary  also  represented  the 
Association  at  meetings  of  national  scope  which 
totaled  17  during  the  year.  These  apply  to  Blue 
Shield  as  well  as  the  Association.  In  addition  to 
these  sessions,  there  were  6 meetings  of  the  Blue 
Shield  or  the  Medical  Board  in  the  State. 

Blue  Shield 

During  the  past  twelve  months,  we  have  seen  a 
continued  gain  in  the  size  and  stature  of  our  Blue 
Shield  program.  A year  ago  we  had  14,966  sub- 
scribers; on  April  30,  1962,  we  had  approximately 
18,000.  Total  persons  in  the  state  covered  by  Blue 
Shield  is  now  in  excess  of  60,000.  Our  annual 
earned  income  rose  from  $435,000.00  to  $655,368.68. 
During  the  year,  we  paid  medical  and  surgical 
claims  totaling  $530,759.54. 

Old  Age  Assistance  Medical  Care 

This  program  was  started  August  1st,  admin- 
istered through  the  Association  and  Blue  Shield 
office.  As  in  any  new  programs,  there  have  been 
numerous  “bugs”  to  iron  out.  However,  the  major 
problems  have  been  or  are  being  solved.  The  pro- 
gram brought  in  $187,222.08  in  payments  for  serv- 
ices rendered  during  the  first  nine  month.  Of  this 
amount,  $11,621.46  was  retained  in  the  office  for 
administrative  purposes. 

Medicare 

The  Medical  Care  Program  for  Dependents  of 
Military  Personnel  held  fairly  constant  during  the 
year.  In  1960-1961  the  program  totaled  $54,990.00, 
this  year  $53,581.57.  Administrative  costs  were  re- 
duced from  6%  to  5.6%. 

Medical  Journal 

Following  a poor  financial  year,  the  Journal  has 
begun  to  recover  somewhat.  In  order  to  meet 
losses  from  previous  months,  it  has  been  necessary 
to  reduce  the  size  of  the  Journal  and  keep  reading 
content  to  a minimum.  It  would  appear  that  im- 
provements can  be  made  during  the  coming  year. 

Mrs.  Judee  Schlosser  has  taken  over  as  assistant 
editor,  handling  layout,  correspondence,  and  gen- 
eral supervision  of  the  publication. 

Recomendalions 

The  executive  secretary  makes  no  special  recom- 
mendations, feeling  that  such  recommendations 


will  come  from  committee  and  other  reports. 

Respectfully  submitted, 

John  C.  Foster 
Executive  Secretary 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCIL 

There  were  three  regular  meetings  held  during 
the  year,  in  May,  September  and  January.  The 
minutes  of  each  of  these  meetings  have  been  pub- 
lished in  the  South  Dakota  Journal  of  Medicine 
and  Pharmacy.  Therefore,  I do  not  believe  that  it 
is  necessary  to  go  into  detail  concerning  these 
meetings  at  this  time,  except  to  say  that  the  South 
Dakota  State  Medical  Association  took  action  con- 
cerning polio  vaccine,  tissue  study  controls  in  small 
hospitals,  recorded  its  full  support  of  the  AMA, 
studied  the  recommendations  of  the  Liaison  Com- 
mittee with  the  Osteopathic  Association  and  the 
recommendation  of  the  Grievance  Committee  on 
the  AMA  Report  on  Medical  Discipline,  adopted 
the  recommendations  of  the  Executive  Committee 
on  a program  opposing  King-Anderson  type  legis- 
lation, and  studied  the  proposed  budget  of  the 
State  Medical  Association. 

Respectfully  submitted, 

M.  C.  Tank,  M.D. 

Chairman  of  the  Council 
The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
FIRST  DISTRICT 

MEMBERSHIP:  48  members 
OFFICERS: 

President,  A.  C.  Vogele,  M.D. 

Vice  President,  R.  Berzins,  M.D. 

Secretary-Treasurer,  B.  C.  Gerber,  M.D. 
COUNCILOR: 

E.  J.  Perry,  M.D. 

CENSORS: 

B.  F.  King,  M.D. 

M.  E.  Sanders,  M.D. 

C.  L.  Vogele,  M.D. 

DELEGATES: 

W.  R.  Taylor,  M.D. 

R.  Berzins,  M.D. 

ALTERNATES: 

J.  N.  Berbos,  M.D. 

G.  H.  Steele,  M.D. 

B.  C.  Murdy,  M.D. 

The  Aberdeen  District  Medical  Society  holds 
monthly  dinner  meetings  on  the  first  Wednesday 
of  each  month  from  September  to  June.  The  fol- 
lowing is  a list  of  speakers: 

September:  Dr.  Paul  R.  Leon  of  Aberdeen  spoke 
on  “Radio-Iodine  in  Thyroid  Disease.” 

October:  Dr.  C.  J.  McDonald,  President  of  the 
South  Dakota  State  Medical  Association,  made 
his  annual  visit. 

November:  Annual  Hunting  Meeting.  Guests 
from  the  Mayo  Clinic  presented  these  papers: 

Dr.  Wm.  H.  Bickel  — “Some  Aspects  of  Frac- 
tures” 

Dr.  J.  L.  Juergens  — “Present  Day  Treatment 

of  Hypertension” 

Dr.  Roy  Jackman  — “Differential  Diagnosis  of 

Ulcerating  Lesions  of  the  Anus  and  Rectum.” 

December:  Dr.  Ed  Gerrish  of  Mobridge,  South 
Dakota,  spoke  on  “Intestinal  Obstruction  in  In- 
fants and  Children.” 

January:  Everett  Claus,  D.D.S.  of  Denver, 
Colorado,  spoke  on  “Pathology  of  the  Oral  Cavity.” 

February:  Dr.  Paul  Bunker  spoke  on  “Unrecog- 
nized Foreign  Bodies  in  the  Respiratory  and  Diges- 
tive Tracts.” 

March:  Dr.  D.  G.  Stonington,  University  of  Colo- 
rado, spoke  on  “Pediatric  Urinary  Tract  Infec- 
tions.” 
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April:  Dr.  Don  McNaughton,  Area  Medical  Of- 
ficer for  the  U.  S.  Public  Health  Service  was  the 
speaker. 

May:  Dr.  Otto  Trippel,  Northwestern  University, 
spoke  on  “Surgery  of  the  Vascular  System.” 

Respectfully  submitted, 

E.  J.  Perry,  M.D.,  Councilor 
First  District 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
SECOND  DISTRICT 

Membership:  24 
Officers: 

President — C.  F.  Ryan,  M.D. 

Vice  President — G.  E.  Tracy,  M.D. 

Secretary-Treasurer — P.  Nelson,  M.D. 

"Dfil  CfO'f  * 

A.  Willen,  M.D.  (1  year) 

T.  J.  Wrage,  Jr.,  M.D.  (2  years) 

Alternates: 

C.  J.  Clark,  M.D. 

G.  R.  Bartron,  M.D. 

The  Watertown  District  Medical  Society  holds 
monthly  dinner  meetings  on  the  first  Tuesday  of 
each  month  from  September  to  June.  In  addition 
to  the  regular  business  meetings,  the  following 
programs  were  presented  during  the  year. 

October,  1961:  Official  visitation  of  Dr.  Charles 
McDonald,  President  of  the  South  Dakota  State 
Medical  Association  and  Mr.  John  Foster,  Execu- 
tive Secretary  of  the  South  Dakota  State  Medical 
Association. 

November,  1961:  Dr.  G.  R.  Bartron  detailed  the 
revised  disaster  plan  to  be  followed  by  members  of 
the  District  Medical  Society.  Dr.  T.  J.  Wrage 
showed  a film  on  Communism. 

December,  1961:  Election  of  officers. 

January,  1962:  Dr.  Burke  Brewster  presented  a 
talk  on  glaucoma. 

April,  1962:  Mr.  James  Pearson  talked  on  emer- 
gency hospitals.  In  the  near  future,  the  Civil  De- 
fense Department  will  be  setting  up  such  a hos- 
pital for  inspection  by  the  district  society. 

All  meetings  of  the  Council  during  the  year  were 
attended  by  the  councilor. 

Respectfully  submitted, 

John  J.  Stransky,  M.D.,  Councilor 
Second  District 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
THIRD  DISTRICT 

The  first  meeting  was  held  on  Thursday,  April 
the  13th,  1961  at  the  City  Cafe  in  Arlington,  South 
Dakota,  followed  by  a scientific  and  business  ses- 
sion at  Dr.  Scheller’s  office.  There  was  an  official 
visitation  of  the  South  Dakota  Association  Presi- 
dent and  Mr.  John  Foster,  Executive  Secretary. 
Following  their  talks,  there  was  a scientific  talk 
by  Dr.  Richard  Hosen  of  Sioux  Falls.  He  spoke  on 
bacteriological  sensitivity  techniques  as  used  in  the 
Donahoe  Clinic  and  the  application  of  this  infor- 
mation to  treatment  of  infants.  The  regular  bus- 
iness session  was  called  to  order  by  the  President. 
The  secretary  and  treasurer’s  reports  were  read 
and  the  application  for  membership  of  Dr.  James 
Reagan  was  read  before  the  society  and  unan- 
imously accepted.  Mr.  Foster  brought  up  the  mat- 
ter of  newspaper  advertising  and  there  was  discus- 
sion regarding  this. 

The  second  meeting  of  the  Third  District  Medical 
Society  was  on  June  the  15th  at  the  Madison 
Country  Club.  Vice-president  Otey  presided  and 
introduced  the  new  State  President,  Dr.  McDonald. 
We  heard  a short  talk  on  past,  present  and  future 
plans  of  the  South  Dakota  Medical  Society.  John 
Foster,  who  was  also  present,  talked  briefly  on 


Old  Age  Assistance  programs  and  the  secretary 
was  instructed  to  write  a letter  to  congressman 
Ben  Reifel,  enclosing  a resolution  passed  by  the 
Women’s  Auxiliary  over  the  signature  of  the  Third 
District  Secretary,  restating  the  members’  op- 
position to  HR  4222  or  like  legislation.  This  was 
unanimously  passed  also.  We  agreed  to  sponsor 
the  1962  prize  essay  contest  in  cooperation  with  the 
American  Association  of  Physicians  and  Surgeons, 
with  the  same  committee  in  charge  as  formerly. 
Following  the  business  meeting.  Dr.  Breit  of  Sioux 
Falls  presented  a fine  lecture  and  lantern  slides 
for  illustration  of  his  talk,  on  the  treatment  of 
cancer  of  the  skin  or  lip. 

The  Third  District  Medical  Society  met  again  on 
August  the  10th  at  the  Brookings  Country  Club. 
After  an  afternoon  of  golf,  prizes  were  awarded. 
Dr.  R.  E.  Greenfield  of  Sioux  Falls  presented 
lantern  slides  and  a movie  of  Great  Bear  Lake  in 
Canada.  There  was  no  regular  business  meeting  at 
this  time. 

The  Medical  Society  met  again  on  October  19th, 
1961  at  the  Sawnee  Hotel  in  Brookings,  following 
which  executive  secretary  John  Foster  talked  on 
Old  Age  Assistance  programs  and  details  of  the 
working  difficulties  encountered.  He  also  explained 
Blue  Shield  fee  regulations  with  the  proposal  for  a 
three  level  scale  which  the  members  discussed. 
Following  this  there  was  an  illustrated  talk  on 
maxillo-facial  injuries  by  Dr.  Kendall  Burns  of 
Sioux  Falls.  Then  the  regular  business  meeting 
was  opened.  Following  the  reports  of  the  Secre- 
tary-Treasurer, Dr.  Roberts  explained  to  the  mem- 
bers, more  particularly  those  from  Madison  and 
Brookings,  the  available  emergency  200-bed  hos- 
pital which  could  be  transported  to  the  Madison 
area  in  case  of  disaster  in  this  area.  It  was  sug- 
gested that  Madison  organize  a staff  to  operate  this 
unit  in  case  of  necessity.  It  was  further  suggested 
that  this  staff  be  made  available  to  the  Brookings 
area  if  needed  with  the  reciprocal  provision  that 
the  Brookings  staff  might  also  be  used  by  Madison. 

The  next  meeting  of  the  Society  was  December 
the  7th,  1961  at  the  Indian  Tea  Room  at  Flandreau. 
Following  the  dinner,  all  those  present  were 
favored  by  a talk  by  the  assistant  superintendent 
of  the  Indian  School  and  the  problems  and  future 
plans  in  the  field  of  education.  The  business  meet- 
ing was  called  to  order  by  Vice  President  Otey  and 
a motion  was  made,  seconded  and  carried  that  the 
previous  motion  to  participate  in  the  annual  essay 
contest  be  rescinded.  The  application  of  Dr.  Bruce 
C.  Lushbough  for  membership  in  the  Society  was 
unanimously  accepted.  Dr.  Davidson  reported  his 
attendance  at  the  meeting  in  Minneapolis  spon- 
sored by  the  U.  S.  Chamber  of  Commerce.  This 
meeting  was  called  to  outline  the  action  against  the 
passage  of  HR  4222  which  is  the  administration 
sponsored  bill  to  establish  health  care  for  persons 
over  65  under  the  Social  Security  Program.  Then 
we  had  the  election  of  officers  for  1962.  Dr.  Otey 
was  unanimously  elected  to  serve  as  president; 
Walter  H.  Patt,  Brookings,  as  vice  president;  and 
the  present  secretary-treasurer  was  re-elected. 
1961  delegates,  alternates  and  censors  were  car- 
ried over  for  the  next  two  years.  The  meeting  was 
adjourned. 

The  next  meeting  of  the  Third  District  Medical 
Society  was  February  22,  1962  at  Madison,  South 
Dakota.  The  members  were  addressed  by  Phyllis 
Sundstrom  in  the  absence  of  Mr.  Foster,  and  it  was 
requested  that  a resolution  be  drafted  and  sent  to 
the  senators  and  congressmen  and  to  the  chair- 
man of  the  House  Ways  and  Means  Committee  on 
the  attitude  of  the  society  regarding  HR  4222.  This 
was  moved,  seconded  and  the  resolution  was 
drafted.  Dr.  Muggly  talked  at  length  about  the  TB 
problem  and  the  care  of  the  patients  in  the  State 
and  invited  comments  of  the  members  of  the  so- 
ciety. A letter  from  John  Foster  presented  a 
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recommendation  of  a liaison  committee  with  the 
osteopathic  association  to  the  council.  After  much 
discussion  on  this  it  was  moved  and  seconded  that 
the  recommendation  of  the  liaison  committee  be 
rejected.  This  passed  by  an  8 to  6 vote.  The  meet- 
ing was  adjourned. 

The  final  meeting  in  this  report  was  held  in 
Arlington,  Thursday,  April  the  12th,  1962  with 
about  20  members  and  guests  at  the  City  Cafe  in 
Arlington.  The  program  was  a trial  flight  for  two 
of  our  speakers  of  the  Speakers  Bureau  about 
House  Bill  4222,  given  by  Dr.  Belatti  of  Madison 
and  Dr.  Bruce  Lushbough  of  Brookings.  They  gave 
excellent  talks  and  interesting  answers  to  ques- 
tions with  respect  to  the  House  Bill  HR  4222.  Dr. 
Peeke  introduced  the  Director  of  the  Department 
of  Medicine  and  Religion  from  the  AMA  Staff,  Rev. 
Paul  V.  McCleave.  This  is  a new  department  of 
the  AMA.  He  discussed  the  function  and  the  role 
of  the  clergy  and  physician  in  the  treatment  of 
the  whole  patient,  outlining  steps  that  were  being 
taken  to  coordinate  the  efforts  of  both  groups  in 
that  direction.  Following  this,  the  business  meet- 
ing was  held.  Two  communications  were  read,  one 
from  Dr.  Blasingame  about  House  Bill  HR  4222. 
It  was  suggested  that  we  contact  our  legislators 
during  the  Easter  recess  of  Congress. 

This  has  been  a very  interesting  year  for  the 
society.  Most  of  our  business  meetings  have  been 
taken  up  by  cussing  and  discussing  HR  4222  which 
I suppose  was  one  of  the  major  interests  of  all 
societies. 

Respectfully  submitted, 

Myron  C.  Tank,  M.D.,  Councilor 
Third  District 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
FOURTH  DISTRICT 

The  membership  of  the  Pierre  District  Society 
consists  of  16  active  members,  1 military,  1 hon- 
orary, one  semi-military,  one  eligible  for  member- 
ship and  5 delinquent  members. 

During  the  year  four  medical  meetings  were 
held,  one  a scientific  meeting  with  Dr.  Maurice 
Lev  of  Chicago,  Illinois  giving  a program  on  Con- 
genital Heart  Disease.  The  other  meetings  were 
combined  dinner  and  business  meetings. 

Appropriate  resolutions  and  letters  were  trans- 
mitted to  the  South  Dakota  members  of  the  U.  S. 
Senate  and  House  of  Representatives  on  HR  4222. 

The  officers  of  the  society  were  all  re-elected 
for  the  current  year. 

The  Councilor  attended  all  the  meetings  of  the 
Council  and  of  the  House  of  Delegates  held  during 
the  year. 

Respectfully  submitted, 

L.  C.  Askwig,  M.D.,  Councilor 
Fourth  District 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
FIFTH  DISTRICT 

The  Huron  Medical  Society  held  four  meetings 
during  the  year  1961.  The  meetings  were  all  held 
in  Huron,  South  Dakota  and  showed  excellent  at- 
tendance and  good  interest  in  the  problems  at 
hand. 

The  O.A.A.  and  M.A.A.  programs  were  the  main 
topic  at  the  first  two  meetings.  After  due  discus- 
sion, it  was  recommended  that  the  councilor  sug- 
gest a $3.50  coefficient  value  to  be  given  to  these 
two  programs  based  on  our  Relative  Value  Scale. 

Much  discussion  and  planning  was  made  in 
reference  to  the  polio  immunizations  that  will  be 
our  responsibility  when  the  oral  polio  vaccine  be- 
comes available.  This  was  handled  by  a newly  ap- 
pointed committee,  which  was  given  ideas  and 


suggestions  out  of  which  to  formulate  a plan.  This 
carried  through  three  meetings. 

The  November  meeting  was  set  up  with  Dr. 
James  A.  Gillespie  as  the  visitor  to  discuss  the 
cancer  registry  for  this  area.  Weather  cancelled 
his  appearance  and  it  was  therefore  decided  to 
have  the  doctor  return  at  a later  date. 

The  final  meeting  in  December  was  for  the  pur- 
pose of  cleaning  up  all  old  business  and  to  elect 
officers  for  1962.  The  following  officers  were  elec- 
ted: 

President — Fred  Leigh,  M.D. 

Vice  President — William  Hansen,  M.D. 

Sec.-Treasurer — Edward  Hanisch,  M.D. 

Board  of  Censors — Clifford  Gryte,  M.D. 

It  is  felt  that  our  society  was  very  active  in  the 
general  problems  of  the  State  Medical  Society. 

Respectfully  submitted, 

Paul  Hohm,  M.D.,  Councilor 
Fifth  District 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
SIXTH  DISTRICT  MEDICAL  SOCIETY 

The  Sixth  District  had  two  formal  meetings  dur- 
ing the  year,  the  first  being  October,  1961. 

This  meeting  was  attended  by  fourteen  of  our 
members.  It  was  a dinner  meeting  and  a discussion 
of  the  OAA  Medical  Program  was  presented  by  our 
Executive  Secretary,  Mr.  John  Foster. 

Another  dinner  meeting  was  held  February  22, 
1962,  and  there  were  fourteen  members  present. 
This  meeting  was  visited  by  our  State  President, 
Dr.  McDonald. 

New  officers  were  elected  at  this  meeting,  and 
they  are  as  follows: 

President — Dr.  E.  H.  Mueller 
Vice  President — Dr.  F.  D.  Gillis,  Jr. 

Secretary- Treasurer — Dr.  John  Lloyd,  Jr. 

Dr.  McDonald  talked  on  the  OAA  program.  A 
discussion  was  held  on  the  consideration  of  a 
recommendation  by  the  Liaison  Committee  to  the 
Osteopathic  Association.  There  was  a lack  of 
unanimous  thought  on  the  matter,  and  it  was 
tabled  until  a later  date. 

A resolution  was  passed  opposing  HR  4222,  and 
copies  of  the  resolution  were  sent  to  Hon.  Wilbur 
Mills,  Chairman  of  the  House  Ways  and  Means 
Committee;  Hon.  E.  Y.  Berry;  Hon.  Ben  Reifel; 
Hon.  Karl  Mundt;  and  Hon.  Francis  Case. 

Respectfully  submitted, 

Preston  Brogdon,  M.D. 

Councilor,  Sixth  District 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
SEVENTH  DISTRICT 

Membership:  100  Active  Members 
11  VA  Members 
6 Members  on  Leave  of  Absence 

Meetings  are  held  in  the  conference  room  of  the 
Westward  Ho  Country  Club  on  the  first  Tuesday 
of  each  month,  with  the  exception  of  the  summer 
months  of  June,  July,  and  August. 

April  4,  1961:  Dr.  J.  Harris,  Professor  in  Chief, 
Department  of  Ophthalmology,  University  of  Min- 
nesota, spoke  on  “Current  Thoughts  on  Patho- 
genesis of  Ocular  Complications  in  Diabetes  Mel- 
litus.”  Dr.  C.  R.  Stoltz,  President  of  the  South  Da- 
kota State  Medical  Association,  commented  on  the 
Kerr-Mills  Bill,  urging  contact  with  our  congress- 
m,en.  The  Seventh  District  will  run  an  ad  in  the 
Argus-Leader,  expressing  the  physician’s  opinion. 

May  2,  1961:  No  formal  program  was  held,  but 
delegates  were  instructed  regarding  the  State  Med- 
ical Meeting  in  June. 

No  meetings  were  held  during  the  summer 
months. 
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September  5,  1961:  Dr.  R.  T.  Heaney,  Department 
of  Medicine,  Creighton  University,  spoke  on  “Os- 
teoporosis.” A Liaison  Committee  was  appointed  to 
work  with  the  Bar  Association  on  better  courtroom 
relationships.  John  Foster  explained  OAA  opera- 
tions and  claims. 

October  3,  1961:  Functions  and  purpose  of  the 
United  Fund  Solicitation  in  the  community  was 
explained.  Fluoridation  was  discussed  and  ar- 
rangements will  be  made  to  obtain  an  authority  to 
speak  to  the  district. 

November  7,  1961:  A film,  “The  Next  Step,”  on 
polio  vaccine,  was  presented  through  the  courtesy 
of  the  Pfizer  Laboratories. 

December  5,  1961:  Dr.  W.  B.  Armstrong  of  the 
University  of  Minnesota,  spoke  on  “Dental  Health 
and  Adequate  Fluoride  Intake.”  Discussion  fol- 
lowed, resulting  in  a resolution  being  passed,  re- 
questing the  city  to  take  immediate  steps  to  initiate 
fluoridation  in  the  city. 

January  2,  1962:  Dr.  Benjamin  Bofenkamp  of 
Minneapolis  spoke  on  “Office  Management  of 
Otolaryngological  Diseases.”  The  District  Society 
voted  to  change  its  meeting  place  to  the  Westward 
Ho  Country  Club,  following  presentation  of  a sur- 
vey. The  increase  of  district  dues  was  discussed 
and  passed.  Delegates  were  instructed  relative  to 
the  special  “Blue  Shield”  meeting  to  be  held  in 
Huron,  South  Dakota. 

February  6,  1962:  Dr.  Edmund  Burke  of  Des 
Moines,  Iowa,  talked  on  “Pediatric  Urology.”  The 
question  of  incorporation  of  the  Seventh  District 
was  tabled  indefinitely.  John  Foster  discussed  the 
King-Anderson  Bill. 

March  6,  1962:  Dr.  Albert  Lorincz,  Department  of 
Obstetrics  and  Gynecology,  Creighton  University, 
spoke  on  “Approaches  to  Dysfunctional  Bleeding.” 

April  3,  1962:  Mr.  Hugh  Morris  of  Sioux  Falls 
spoke  on  “Investment  Procedures  and  Practices.” 
Copies  of  the  Revised  Constitution  and  By-Laws 
will  be  given  every  member  for  his  study  and  will 
be  voted  upon  at  the  May  meeting. 

Respectfully  submitted, 

N.  E.  Wessman,  M.D.,  Councilor 
Seventh  District 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
EIGHTH  DISTRICT 

The  first  meeting  was  held  April  13,  1961.  The 
scientific  program  was  presented  by  Doctor  Gil 
Schreiner,  Department  of  Pediatrics,  University  of 
Nebraska,  who  spoke  on  the  Diagnosis  and  Treat- 
ment of  Meningitis  in  Children.  Doctor  R.  J.  Foley 
was  elected  as  a 3rd  delegate  to  the  House  of 
Delegates  from  the  Yankton  District. 

The  second  meeting  was  held  July  13,  1961.  The 
speaker  for  the  evening  was  Doctor  Robert  Frost 
from  Omaha,  Nebraska,  who  spoke  on  The  Re- 
habilitation of  Strokes.  A letter  was  read  from 
the  AMA  on  distribution  of  literature  against  so- 
cialized medicine.  Doctor  Stanage  and  Doctor 
Reaney  were  appointed  as  a committee  to  in- 
vestigate newspaper  mats  from  the  AMA  against 
socialized  medicine. 

The  third  meeting  was  held  November  16,  1961 
at  Sacred  Heart  Hospital.  The  first  speaker  was 
Mr.  John  C.  Foster  of  Sioux  Falls,  who  gave  a dis- 
cussion on  the  O.A.A.  Medical  Assistance  Program. 
Doctor  McDonald,  President  of  the  State  Medical 
Association,  gave  an  interesting  talk  on  Medicare 
and  O.A.A.  He  requested  that  the  Grievance  Com- 
mittee be  used  more  and  also  talked  about  the 
Medical  Defense  Committee.  The  following  were 
elected  officers: 

President — E.  J.  Moore,  M.D. 

Vice  President — K.  A.  Dregseth,  M.D. 

Secretary — R.  J.  Foley,  M.D. 

Treasurer — R.  F.  Thompson,  M.D. 


During  a discussion  of  the  State  Meeting  to  be 
held  in  Yankton  in  1963,  Doctor  Steele  suggested 
the  dates  of  June  8-12.  The  following  committees 
were  nominated  and  unanimously  approved: 

General  Chairman — G.  H.  Steele,  M.D. 

Program  Committee — C.  B.  McVay,  M.D., 

Chairman;  Marian  Auld,  M.D.;  L.  G.  Behan, 

M.D. 

Stag — G.  H.  Steele,  M.D.  and  C.  F.  Johnson, 

M.D. 

Education  Exhibit  in  Connection  with  the 

University — G.  W.  Knabe,  M.D. 

Housing — Merritt  Auld,  M.D.  and  W.  F. 

Stanage,  M.D. 

Exhibits — R.  F.  Thompson,  M.D.  and  R.  F. 

Hubner,  M.D. 

Doctor  Steele  spoke  regarding  acceptance  of  Blue 
Shield  programs  of  large  employers  and  accepting 
Blue  Shield  on  a national  basis. 

The  fourth  meeting  was  held  January  25,  1962  at 
Vermillion,  South  Dakota.  The  dinner  was  held 
at  the  Prairie  and  the  business  meeting  at  the  Med- 
ical School.  A.  M.  Lassek,  M.D.,  Ph.D.,  Professor  of 
Neuroanatomy,  Boston  University,  gave  an  in- 
teresting lecture  on  the  Pyramidal  Tract.  Doctor 
Steele  was  nominated  as  the  new  vice  president 
and  elected  unanimously  following  the  resignation 
of  Doctor  Dregseth.  Doctor  Steele  reported  from 
the  House  of  Delegates  which  met  in  Huron,  Jan- 
uary 14,  1962.  Our  delegation  was  uninstructed 
and  voted  against  accepting  Blue  Shield  on  a 
national  basis. 

Respectfully  submitted, 

T.  H.  Sattler,  M.D.,  Councilor 
Eighth  District 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
NINTH  DISTRICT 

The  following  is  a summary  of  the  activities  of 
the  Black  Hills  District  Medical  Society  from  June, 
1961  through  April  of  1962.  The  Black  Hills  District 
Medical  Society  met  six  times  during  the  1961-1962 
year;  the  first  meeting  of  the  year  following  the 
annual  meeting  of  the  State  Medical  Association 
being  on  June  8,  in  Rapid  City.  A letter  from  Dr. 
James  Cline  was  introduced  which  dealt  basically 
with  the  care  of  tuberculous  patients  within  the 
state  of  South  Dakota.  He  recommended  that 
existing  private  hospitals  in  the  East  and  West 
River  areas  contract  for  care  of  tuberculous  pa- 
tients and  that  the  state  tuberculosis  sanatorium 
at  Sanator  be  closed.  This  recommendation  was 
forwarded  to  the  Tuberculosis  Committee  of  the 
State  Medical  Association.  The  scientific  program 
for  June  was  a film  on  “Cancer  Detection  Exam- 
ination.” 

The  August  meeting  was  held  in  the  Spearfish 
Community  Park,  where  the  annual  fish  fry  under 
the  auspices  of  Dr.  Lyle  Hare  was  held.  President 
Roper  of  the  District  Society  introduced  Dr.  C.  J. 
McDonald,  President  of  the  South  Dakota  State 
Medical  Association,  who  presented  the  Dis- 
tinguished Service  Award  of  the  South  Dakota 
State  Medical  Association  to  Gregg  M.  Evans, 
Ph.D.,  Chairman  of  the  Basic  Science  Board.  Dr. 
McDonald  then  read  a testimonial  to  Dr.  Evans. 
A previously  appointed  special  committee,  to  study 
problems  of  Indian  health  care,  then  presented 
their  report  to  the  Society,  expressing  the  opinion 
that  the  distribution  and  staffing  of  Indian  hos- 
pitals in  this  state  was  not  realistic  and  that 
private  hospitals  in  areas  of  heavy  Indian  popula- 
tion were  saddled  with  a heavy  burden  of  indigent 
health  care.  The  committee  recommended  that  a 
Public  Health  Service  general  dispensary  be  estab- 
lished at  the  Sioux  Sanatorium  in  Rapid  City  to 
meet  a pressing  indigent  Indian  health  problem. 
Copies  of  this  committee  report  were  forwarded 
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to  Senator  Case  and  were  in  turn  forwarded  by 
Senator  Case  to  the  Department  of  Health,  Edu- 
cation and  Welfare.  James  R.  Shaw,  Chief  of  the 
Division  of  Indian  Health,  wrote  a lengthy  com- 
ment on  the  committee  report  and  suggested  that 
an  officer  from  the  Aberdeen  area  visit  the  Black 
Hills  to  discuss  the  problem  with  the  District  Med- 
ical Society  and  the  committee.  In  February  of 
1962,  Dr.  Wherrit,  Assistant  Area  Medical  Officer 
in  charge  of  Indian  Health  from  the  area  office  in 
Aberdeen,  discussed  at  length  this  Indian  problem 
in  the  Rapid  City  area.  There  were  no  definite 
conclusions  reached  following  lengthy  discussion; 
however,  it  was  clear  that  the  Public  Health 
Service  could  not  establish  a general  dispensary 
to  provide  for  indigent  Indian  health  care  inas- 
much as  the  indigent  Indian  population  in  most 
areas,  being  off  reservation,  is  not  eligible  for  Pub- 
lic Health  medical  care.  The  Public  Health  service 
considers  these  indigent  patients  to  be  the  respon- 
sibility of  the  counties  in  which  they  reside. 

The  scientific  program  was  presented  by  Drs. 
C.  Hodgson  and  Ralph  R.  Smith  of  the  Mayo  Clinic 
in  symposium  form  dealing  with  “The  Pitfalls  in 
Diagnosis  of  Certain  Cardiopulmonary  Diseases.” 

The  October  12th  meeting  was  held  in  Rapid 
City.  A scientific  program  was  presented  by  Dr. 
Maurice  Lev  of  Chicago,  who  presented  an  excel- 
lent discussion  on  the  “Pathologic  Physiology  and 
Pathology  of  Congenital  Heart  Disease.”  Dr.  Lam- 
pert  presented  a brief  report  of  the  recent  council 
meeting  in  Sioux  Fall  as  a matter  of  information 
to  the  District.  Following  Dr.  Lamport’s  report,  it 
was  moved  and  seconded  that  the  Secretary  of  the 
District  be  instructed  to  write  a letter  to  the  Execu- 
tive Secretary,  indicating  that  the  Black  Hills  Dis- 
trict Medical  Society  supported  the  position  of  the 
American  Medical  Association  in  its  stand  against 
legislation  for  medical  care  for  the  aged  under 
Social  Security.  An  announcement  from  AMA  con- 
cerning the  conference  on  Disaster  Medical  Care 
to  be  held  in  Chicago  in  November  was  read. 
Funds  were  made  available  in  the  District  for  a 
delegate  to  this  Disaster  Care  program;  however, 
the  District  was  unable  to  provide  a representative. 

The  December  12th  meeting  was  held  in  Rapid 
City.  The  scientific  program  was  presented  by  Dr. 
Paul  Arnesen,  Professor  of  Orthopedics,  University 
of  Minnesota  School  of  Medicine,  who  discussed 
“Diagnosis  and  Management  of  Low  Back  Pain.” 
The  resolution  of  the  Cerro  Gordo  County  Med- 
ical Society  of  Iowa,  concerning  medical  care  for 
the  aged,  was  read  and  discussed  and  an  amended 
resolution  similar  to  that  of  the  Cerro  Gordo  So- 
ciety was  prepared  stating  that  the  physicians  of 
the  Black  Hills  District  support  the  AMA’s  position 
regarding  care  for  aged  under  Social  Security  pro- 
gram. Copies  of  this  resolution  were  sent  to  Sen- 
ators Case  and  Mundt,  to  Congressmen  Berry  and 
Reifel,  and  to  C.  J.  McDonald,  President  of  the 
South  Dakota  State  Medical  Association.  Letters 
of  acknowledgment  were  subsequently  received 
from  Senators  Case  and  Mundt,  and  Congressman 
Berry,  reaffirming  their  continued  support  of  the 
Medical  Association  against  such  social  legislation. 
John  Foster  presented  the  King  County  Medical 
Blue  Shield  plan  to  the  District,  a matter  of  vital 
importance  considering  the  recent  influx  of  Boeing 
employees  into  the  Black  Hills  area,  as  a result  of 
the  extensive  missile  project.  The  King  County 
Blue  Shield  plan  was  adopted  by  the  District  with 
almost  unanimous  support.  During  Mr.  Foster’s 
visit,  he  also  spent  considerable  time  with  the  med- 
ical assistants  and  business  managers  of  clinics  in- 
structing them  in  problems  of  the  present  Old  Age 
Assistance  Program.  Election  of  officers  was  held 
at  this  meeting.  The  following  is  a slate  of  officers 
elected: 

John  T.  Elston,  M.D.,  Rapid  City,  President 

Conrad  Blunck,  M.D.,  Rapid  City,  Vice  President 


Hubert  H.  Theissen,  M.D.,  Rapid  City,  Secretary- 
Treasurer 

Delegates: 

W.  A.  Geib,  M.D. 

T.  R.  Jacobson,  M.D. 

R.  A.  Boyce,  M.D. 

S.  F.  Sherrill,  M.D. 

R.  J.  Bareis,  M.D. 

Alternate  Delegates: 

A.  M.  Semones,  M.D. 

J.  F.  Leed,  M.D. 

R.  C.  Finley,  M.D. 

J.  L.  Richie,  M.D. 

R.  A.  Kovarik,  M.D. 

The  February  8th  meeting  was  held  in  Rapid 
City.  The  scientific  presentation  was  made  by 
Konald  A.  Prem,  Assistant  Professor  of  OB-GYN, 
University  of  Minnesota,  who  discussed  “Current 
Thinking  On  The  Stein-Leventhal  Syndrome.”  Be- 
cause of  age,  Drs.  N.  E.  Mattox  and  M.  O.  Pember- 
ton were  nominated  to  the  status  of  Honorary 
Membership;  the  matter  to  be  brought  to  the 
Council  of  the  State  Association  in  June.  A special 
committee  was  appointed  to  make  arrangements 
for  a symposium  to  be  held  in  the  Black  Hills  Dis- 
trict in  October.  The  symposium  is  to  be  a day 
long  program  dealing  with  problems  in  fluid  and 
electrolyte  balance,  the  speakers  to  be  provided  by 
the  Lederle  Co.  The  recommendation  of  the  liaison 
committee  with  the  Osteopathic  Association  to  the 
Council  of  the  State  Medical  Association  was  read 
and  a special  committee  consisting  of  Drs.  A.  A. 
Lamport,  W.  A.  Geib,  F.  R.  Williams,  B.  S.  Clark 
and  J.  N.  Hamm  was  appointed  to  make  a special 
study  of  the  osteopathic  situation  in  the  Black  Hills 
District.  The  committee  was  instructed  to  report 
at  the  April  meeting  so  that  delegates  could  be  in- 
formed and  instructed  prior  to  the  State  meeting  in 
Bismarck  in  June  of  1962.  There  was  a great  deal 
of  discussion  concerning  the  osteopathic  problem 
in  this  district.  One  of  the  pressing  problems  is  at 
Custer,  South  Dakota,  where  a new  hospital  is 
under  construction.  Dr.  Reinheil,  Medical  Director 
of  Sanator,  who  also  does  part-time  private  prac- 
tice in  the  town  of  Custer,  reported  on  the  local 
problem.  He  noted  that  many  of  the  people  in 
Custer  desire  that  the  local  osteopaths  be  allowed 
to  practice  in  the  new  Community  Hospital  and 
felt  that  a statement  of  policy  by  the  District  Med- 
ical Society  was  extremely  important.  Dr.  B.  S. 
Clark  of  Spearfish  cited  a similar  future  problem 
in  the  town  of  Spearfish.  A resolution  was  passed 
reaffirming  and  approving  the  Blood  Banking  Pro- 
gram and  facilities  as  presently  constituted  and 
furnished  by  St.  John’s  McNamara  Hospital  Blood 
Bank  and  cooperating  blood  banks  in  the  Black 
Hills  area. 

The  April  12th  meeting  of  the  district  was  held 
in  the  Veterans  Administration  Center  in  Hot 
Springs.  A scientific  presentation  was  made  by 
C.  A.  McWhorter,  M.D.,  Professor  of  Pathology  at 
the  University  of  Nebraska,  who  discussed  “Death 
Occuring  Under  Unusual  Circumstances.”  Dr.  Mc- 
Whorter reviewed  the  existing  antiquated  coroner 
systems  as  they  exist  in  most  states  including  Ne- 
braska and  South  Dakota.  He  described  a more 
ideal  and  efficient  medical  examiners  system  and 
emphasized  the  need  for,  and  urged  physicians  to 
encourage,  new  legislation  in  the  various  states  to 
modernize  the  Medico-legal  system.  Mr.  Person, 
Assistant  Planning  and  Training  Officer  of  the 
State  Civil  Defense  office  in  Pierre,  discussed  the 
Civil  Defense  mobile  hospitals  which  are  presently 
distributed  about  the  state.  Plans  for  setting  up 
one  of  these  hospitals  as  a training  unit  are  to  be 
prepared  and  adequate  training  within  the  various 
cities  of  the  Black  Hills  District  is  to  be  provided 
within  the  next  few  months.  Dr.  Geib  next  pre- 
sented a report  from  the  District  Committee  to 
study  relationships  between  the  medical  and  osteo- 
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pathic  professions.  A resolution  was  presented 
which  could  be  adopted  in  part  or  as  a whole.  After 
discussion,  it  was  decided  that  the  total  district 
membership  should  be  appraised  of  this  com- 
mittee’s report  by  letter  and  that  a mail  poll  be 
taken  to  get  a more  complete  expression  of  opinion 
in  the  district.  The  resolution  is  to  be  brought  to 
a final  vote  at  the  May  meeting  in  Rapid  City  after 
the  entire  membership  has  been  given  an  oppor- 
tunity to  study  the  report.  Mr.  Richard  Erickson, 
Assistant  Executive  Director  of  the  State  Associa- 
tion visited  the  meeting  and  brought  with  him  a 
resolution  similar  to  the  resolution  passed  by  the 
District  Society  in  December  1961  reaffirming  the 
District  Society’s  opposition  to  HR  4222  87th  Con- 
gress (King- Anderson  Bill).  This  resolution  was 
adopted,  signed  and  forwarded  to  the  Congres- 
sional delegation  and  letters  have  subsequently 
been  received  from  the  Congressional  delegation 
concerning  these  resolutions.  Due  to  conflict  with 
the  State  Medical  Association  meeting  in  Bismarck 
in  June,  the  next  District  meeting  is  scheduled  for 
Tuesday,  May  22nd. 

During  the  year  the  following  new  members 
were  admitted  to  the  District  Medical  Society: 

Dr.  G.  J.  Mangulis,  Philip,  South  Dakota 
(Transfer  from  Pierre  District) 

Dr.  R.  P.  Millea 
Dr.  A.  M.  Jatoi 
Dr.  T.  H.  Fox 
Dr.  C.  E.  Tesar 
Dr.  L.  K.  Cowan 
Dr.  A.  B.  Anderson 
Dr.  L.  J.  Freimark 
Dr.  C.  D.  Gwinn 
Dr.  J.  S.  Gunter 
Dr.  William  Janss 

Leave  of  absence  of  one  year  because  of  illness 
was  granted  L.  E.  Carson,  M.D.,  of  Lead.  G.  J. 
Ressel,  M.D.,  of  Lead  was  also  granted  leave  of 
absence  for  post  graduate  training.  Elected  to 
Honorary  Membership  were  Drs.  J.  R.  Byrne,  Edge- 
mont;  M.  O.  Pemberton  and  N.  E.  Mattox,  Dead- 
wood. 

Deaths  in  the  District:  N.  T.  Owen,  M.D.,  Rapid 
City. 

Respectfully  submitted, 

John  T.  Elston,  M.D.,  (Councilor 
Ninth  District 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
TENTH  DISTRICT 

A total  of  five  meetings  were  held  throughout 
the  year.  As  in  previous  years,  scientific  sessions 
were  held  along  with  the  dentists,  pharmacists,  and 
veterinarians  in  the  District.  The  September,  No- 
vember, January,  and  May  meetings  were  held  at 
the  Elks  Club  in  Winner,  S.  D.  The  March  meeting 
was  held  at  the  Rosebud  Indian  Hospital  and  was 
attended  by  our  president.  Dr.  McDonald,  and  by 
Mr.  John  Foster. 

At  each  meeting,  films  and  talks  were  presented 
by  various  members  of  our  interprofessional  so- 
ciety which  were  of  common  interest  to  the  group. 

We  of  the  Tenth  District  have  missed  the  leader- 
ship of  Dr.  Robert  Hayes  since  he  was  called  to 
active  duty  with  the  National  Guard,  of  which  he 
is  commanding  officer,  and  look  forward  to  his 
return  in  August  of  this  year. 

Respectfully  submitted, 

E.  P.  Sweet,  M.D. 

Councilor 
Tenth  District 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
ELEVENTH  DISTRICT 

At  a District  meeting  in  February,  1962,  the  elec- 
tion of  new  officers  was  held,  and  they  are  as 
follows: 

President — G.  C.  Torkildson,  M.D. 

Secretary- Treaurer — B.  P.  Nolan,  M.D. 

Delegate — C.  A.  Johnson,  M.D. 

Alternate — J.  A.  Lowe,  M.D. 

John  Foster  was  present  and  spoke  on  recent 
proposed  Federal  Medical  Legislation  and  spoke 
briefly  on  the  O.A.A.  Program. 

Respectfully  submitted, 

Harold  E.  Lowe,  M.D.,  Councilor 
Eleventh  District 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
TWELFTH  DISTRICT 

The  Twelfth  District  Medical  Society  had  three 
meetings  during  the  year.  One  was  held  at  Webster. 
A second  meeting  was  held  at  Sisseton,  at  which 
time  Social  Security  disability  claims  were  dis- 
cussed by  three  men  from  the  state  office. 

On  Thursday,  March  1st  at  a meeting  in  Mil- 
bank,  C.  J.  McDonald,  M.D.,  State  Association 
president,  made  his  official  visitation  to  the  dis- 
trict. Executive  Secretary  J.  C.  Foster  discussed 
programs  of  the  association.  I.  D.  Eirinberg,  M.D., 
discussed  and  showed  slides  on  dermatological 
problems. 

Respectfully  submitted, 

E.  A.  Johnson,  M.D.,  Councilor 
Twelfth  District 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR  AT  LARGE 

As  Councilor  at  Large  and  being  a member  of 
the  Council,  I attended  the  January  Council  meet- 
ing although  I was  unable  to  attend  the  Septem- 
ber Council  meeting.  This  has  constituted  my 
primary  duties  as  Councilor  at  Large. 

Respectfully  submitted, 

C.  Rodney  Stoltz,  M.D. 

Councilor  at  Large 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORTS  OF  COMMITTEES 
AS  ADOPTED  BY  THE 
HOUSE  OF  DELEGATES 

REPORT  OF  THE  COMMITTEE 
ON  SCIENTIFIC  WORK 

The  Committee  on  Scientific  Work  has  partici- 
pated in  assisting  to  arrange  the  1962  joint  South 
Dakota-North  Dakota  State  Medical  Association 
meeting  which  will  take  place  in  Bismarck  in  June 
of  1962.  The  Scientific  Work  Program  will  take 
place  on  June  4th  and  5th. 

With  the  cooperation  of  Dr.  Robert  Tudor  and 
his  committee  from  North  Dakota  and  with  the 
cooperation  of  both  medical  societies  and  their 
presidents  and  executive  secretaries  the  following 
program  has  been  submitted: 

Dr.  Irving  Cooper,  New  York — Neurosurgery 
Dr.  Michael  DeBakey — Cardiovascular  Sur- 
gery 

Dr.  H.  E.  Michelson — Dermatology 
Dr.  L.  W.  Larson — President,  A.M.A. 

Dr.  C.  S.  Keefer 
Dr.  Kermit  Krantz 
Dr.  Alton  Ochsner 
Dr.  T.  H.  Thygerson 
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Panels  will  be  held  each  afternoon  which  will 
include  all  speakers  from  the  morning. 
Respectfully  submitted, 

COMMITTEE  ON  SCIENTIFIC  WORK 
R.  H.  Quinn,  M.D.,  Chairman 
C.  J.  McDonald,  M.D. 

A.  P.  Reding,  M.D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COMMITTEE 
ON  LEGISLATION 

There  was  one  committee  meeting  on  February 
10th  at  the  Association’s  office  in  Sioux  Falls. 
Members  of  the  Ladies  Auxiliary  were  invited  to 
attend. 

The  following  items  were  discussed  at  that  time: 

Implementation  of  the  Program  on  National 

Legislation  Recommended  by  the  Council. 

1.  Resolutions  Campaign 

2.  Conference  of  Organizations 

3.  Speakers  Bureau 

4.  Letter  Writing  Campaign 

5.  News  Media  Contacts 

6.  Program  of  Action  for  the  Auxiliary 

The  results  of  this  meeting  were  very  beneficial. 
A Speakers  Bureau  was  set  up  and  attended  by 
nineteen  physicians  and  Auxiliary  members.  These 
people  have  spoken  on  the  King-Anderson  Bill  to 
various  groups  throughout  the  state. 

The  Committee  discussed  the  setting  up  of  a 
public  meeting  to  tell  the  public  about  Medical 
Care  for  the  Aged  Under  Social  Security.  This 
meeting  was  held  on  May  5th  in  Sioux  Falls  with 
the  main  speakers  being  Fulton  Lewis,  Jr.  and 
Representative  Ben  Reifel.  There  were  over  550 
attending  this  meeting. 

Respectfully  submitted, 
COMMITTEE  ON  LEGISLATION 
M.  C.  Tank,  M.D.,  Chairman 
E.  T.  Ruud,  M.D. 

H.  Russell  Brown,  M.D. 

R.  F.  Hubner,  M.D. 

R.  H.  Quinn,  M.D. 

T.  A.  Angelos,  M.D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  PUBLICATIONS  COMMITTEE 

During  the  past  fiscal  year,  the  South  Dakota 
Journal  of  Medicine  and  Pharmacy  published  952 
pages,  a decrease  of  508  pages  over  the  year  before. 

Editorial,  scientific,  and  new  material,  a total 
of  430  % pages,  showed  a decrease  of  276  % pages 
over  the  previous  year. 

The  advertising  showed  a decrease  of  231  % 
pages,  for  a total  this  past  year  of  521  % pages. 
Again,  this  decrease  in  advertising  is  the  result 
of  diminished  advertising  from  the  drug  companies 
due  to  the  intense  criticism  received  by  the  com- 
panies at  congressional  investigation. 

Respectfully  submitted, 
PUBLICATIONS  COMMITTEE 
R.  E.  Van  Demark,  M.D.,  Chairman 
G S.  Paulson,  M.D. 

Robert  Rank,  M.D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  DEFENSE 

A meeting  was  held  in  the  association  office  on 
May  25,  1961  with  these  members  present;  Doctors 
C.  B.  MeVay;  L.  J.  Pankow;  J.  W.  Donahoe;  A.  P. 
Reding,Chairman;  Attorney  Ellsworth  Evans  and 
Dr.  C.  J.  McDonald,  President.  Dr.  G.  F.  Wood,  Jr., 
was  absent. 

Attorneys  for  the  plaintiff  and  the  defendant  of 
a pending  law  suit  presented  their  information  on 
the  case  to  the  committee.  At  the  meeting  after 


the  lawyers  had  finished,  the  committee  deemed 
it  advisable  to  ask  the  doctors  involved  to  appear 
before  the  committee  to  discuss  the  matter. 

The  second  meeting  was  called  on  June  9th,  1961 
with  all  members  present  except  Dr.  G.  F.  Wood, 
Jr.,  and  Attorney  Ellsworth  Evans.  The  case  was 
reviewed  with  the  doctors  involved.  The  decision 
of  the  committee  was:  that  there  was  no 
negligence  on  the  part  of  the  doctors  as  claimed 
by  the  plaintiff.  The  doctors,  the  attorneys  for  the 
plaintiff  and  defendants  were  so  advised. 

It  is  evident  that  the  legal  and  medical  profes- 
sions of  South  Dakota  are  aware  of  the  joint  com- 
mittee. However,  the  committee  feels  that  both 
professions,  as  well  as  our  patients,  could  gain 
fruitful  benefits  if  the  services  of  the  committee 
were  utilized  more  often. 

Respectfully  submitted, 

COMMITTEE  ON  MEDICAL  DEFENSE 
A.  P.  Reding,  M.D.,  Chairman 
L.  J.  Pankow,  M.D. 

J.  W.  Donahoe,  M.D. 

C.  B.  MeVay,  M.D. 

G.  F.  Wood,  Jr.,  M.D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  SCHOOL  AFFAIRS.  MEDICAL 
EDUCATION  AND  HOSPITALS 

The  meeting  was  held  at  The  Inn  in  Huron, 
South  Dakota,  on  January  13,  1962,  and  was  called 
to  order  by  Chairman  C.  B.  MeVay,  M.D.  Present 
were  Drs.  R.  C.  Jahraus;  T.  J.  Wrage,  Jr.;  F.  R. 
Williams;  W.  H.  Saxton;  and  Walter  Hard. 

The  minutes  of  the  previous  meeting  were  read 
by  Phyllis  Sundstrom.  On  motion,  the  minutes 
were  approved  as  read. 

Dr.  Williams  moved  that  John  Foster  be  instruc- 
ted to  write  a letter  to  each  District  Secretary  in- 
forming them  of  the  availability  of  Dean  Walter  L. 
Hard  to  appear  at  District  meetings  and  speak  on 
the  needs  of  the  medical  school  and  student  re- 
cruitment. The  motion  was  seconded  by  Dr.  Sax- 
ton and  carried. 

Dr.  Wrage  moved  that  the  Committee  recom- 
mend to  the  Council  that  they  provide  for  two 
scholarships  of  $100  each,  one  to  a freshman  and 
one  to  a sophomore  in  the  Medical  School.  The 
motion  was  seconded  by  Dr.  Jahraus  and  carried. 

Dr.  Jahraus  moved  that  the  Committee  recom- 
mend to  the  Council  that  an  additional  tuition 
scholarship,  in  the  amount  of  $350.00,  be  provided 
to  be  awarded  to  an  incoming  freshman  student. 
The  recipient  of  this  scholarship  will  be  deter- 
mined by  the  Scholarship  Committee  of  the  Med- 
ical School  on  the  basis  of  scholastic  ability  and 
need.  The  motion  was  seconded  by  Dr.  Wrage  and 
carried. 

Dr.  Williams  moved  that  the  Committee 
recommend  to  the  Council  that  $100.00  be  pro- 
vided for  expenses  of  the  delegate  from  the  Med- 
ical School  to  the  annual  meeting  of  SAMA.  The 
motion  was  seconded  by  Dr.  Jahraus  and  carried. 

Dr.  Hard  discussed  the  matter  of  a retirement 
program  for  members  of  the  faculty  of  the  Med- 
ical School  and  also  salaries  for  the  faculty.  Dr. 
Jahraus  moved  that  a statement  be  drafted  for 
presentation  to  the  Board  of  Regents  by  the  Coun- 
cil, endorsing  a retirement  program  for  the  faculty 
of  the  Medical  School.  The  motion  was  seconded 
by  Dr.  Wrage  and  carried. 

Dr.  Hard  discussed  AMEF  contributions  by 
physicians.  He  indicated  that  possibly  contribu- 
tions will  be  approximately  $1,000  less  than  in 
1960. 

Dr.  Hard  discussed  the  matter  of  body  bequests. 
Dr.  Williams  moved  that  Dr.  Hard  be  authorized  to 
prepare  a statement  of  information  on  this  subject 
to  be  sent  to  physicians  in  the  State.  The  motion 
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was  seconded  by  Dr.  Wrage  and  carried. 

Dr.  Hard  announced  the  date  of  the  annual  din- 
ner dance  for  the  Medical  School  as  April  6,  at  the 
Westward  Ho  Country  Club  in  Sioux  Falls. 

The  meeting  adjourned  at  10:45  P.M. 
Respectfully  submitted, 

COMMITTEE  ON  MEDICAL  SCHOOL 
AFFAIRS,  MEDICAL  EDUCATION 
AND  HOSPITALS 
C.  B.  McVay,  M.D.,  Chairman 
T.  J.  Wrage,  M.D. 

R.  C.  Jahraus,  M.D. 

W.  H.  Saxton,  M.D. 

F.  R.  Williams,  M.D. 

Warren  Jones,  M.D. 

The  Reference  Committee  recommends  that  the  Com- 
mittee on  Medical  School  Affairs,  Medical  Education  and 
Hospitals  implement  the  situation  (tissue  study  control) 
and  bring  recommendations  to  the  Council  meeting  next 
January.  The  Reference  Committee  recommends  the  ac- 
ceptance of  this  report  with  the  above  recommendation. 

REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  ECONOMICS 

Chief  activity  of  this  committee  was  investiga- 
tion of  a professional  liability  program  sponsored 
by  Physicians  and  Surgeons  Underwriters  Corpora- 
tion of  Minneapolis.  Investigation  by  the  chairman 
and  committee  meetings  resulted  in  approval  of  the 
program  by  the  Council.  Program  for  solicitation 
of  the  members  awaits  the  plans  by  the  P & S 
Corp.  president. 

This  was  the  only  activity  carried  out  by  this 
committee  for  the  year. 

Respectfully  submitted, 

COMMITTEE  ON  MEDICAL  ECONOMICS 
Abner  Willen,  M.D.,  Chairman 
R.  L.  Lillard,  M.D. 

T.  H.  Sattler,  M.D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COMMITTEE 
ON  NECROLOGY 

The  Committee  reports  the  following  deceased 
physicians  in  the  state  during  the  past  year: 

L.  C.  Dick,  M.D.  passed  away  in  May,  1961. 

O.  H.  Clark,  M.D.,  formerly  of  Newell,  passed 
away  April  30,  1961. 

J.  C.  Clark,  M.D.,  Sioux  Falls,  passed  away  June 
27,  1961. 

F.  W.  Bilger,  M.D.,  Hot  Springs,  passed  away  in 
June,  1961. 

F.  Cooley,  M.D.,  Aberdeen,  passed  away  in  Jan- 
uary, 1962. 

W.  D.  Farrell,  M.D.,  Aberdeen,  passed  away  in 
January,  1962. 

C.  H.  Weishaar,  M.D.,  Aberdeen,  passed  away  in 
January,  1962. 

Ed  Rich,  M.D.,  formerly  of  Sioux  Falls,  passed 
away  in  January,  1962. 

C.  T.  Helmey,  M.D.,  Freeman,  passed  away  in 
January,  1962. 

H.  E.  Allen,  M.D.,  formerly  of  South  Dakota, 
passed  away  in  November,  1961. 

S.  Stegeman,  M.D.,  formerly  of  Salem,  passed 
away  January  20,  1962. 

F.  A.  Rudolph,  M.D.,  formerly  of  South  Dakota, 
passed  away  in  October,  1961. 

Albert  Heinemann,  M.D.,  Wasta,  passed  away 
March  3,  1962. 

R.  J.  Jackson,  M.D.,  Rapid  City,  passed  away  in 
April,  1962. 

J.  A.  Hohf,  M.D.,  Yankton,  passed  away  in 
August,  1961. 

N.  T.  Owen,  M.D.,  Rapid  City,  passed  away  Oc- 
tober 1,  1961. 

Respectfully  submitted, 
COMMITTEE  ON  NECROLOGY 
E.  J.  Batt,  M.D.,  Chairman 


Margaret  Faithe,  M.D. 

R.  E.  Bormes,  M.D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COMMITTEE 
ON  PUBLIC  HEALTH 

The  Committee  was  instructed  to  study  immun- 
ization by  the  new  oral  polio  vaccine.  Dr.  Arnold 
Myrabo,  pathologist,  Sioux  Falls,  South  Dakota, 
was  invited  to  sit  in  as  an  ex-officio  member. 

The  Committee  met  in  Huron,  South  Dakota,  on 
January  13,  1962,  and  the  appended  policy  was 
recommended  to  the  State  Medical  Association. 
Respectfully  submitted, 

COMMITTEE  ON  PUBLIC  HEALTH 
N.  E.  Wessman,  M.D.,  Chairman 
Wm.  E.  Jones,  M.D. 

J.  T.  Cowan,  M.D. 


POLICY  STATEMENT  ON  POLIO  VACCINE 

Until  the  oral  poliomyelitis  vaccine  is  commer- 
cially available  in  sufficient  quantities.  South  Da- 
kota physicians  should  encourage,  support  and 
extend  the  use  of  the  Salk  vaccine  on  the  widest 
possible  scale. 

At  the  present  time  all  persons,  especially  those 
under  50  years  of  age,  should  have  optional  pro- 
tection using  the  Salk  vaccine.  This  should  con- 
sist of  the  three  basic  injections  and  one  or  more 
boosters.  Special  emphasis  should  continue  to  be 
placed  on  preschool  children  and  young  adults 
not  previously  fully  immunized. 

The  oral  (Sabin)  poliomyelitis  vaccines  will  be 
produced  in  the  three  types.  They  should  be  given 
orally  and  separately  at  intervals  of  not  less  than 
4-6  weeks  to  all  persons,  including  those  previously 
satisfactorily  immunized  with  the  Salk  vaccine. 

As  the  various  types  of  oral  vaccine  will  be 
licensed  separately  and  will  become  available  for 
use  at  different  times  in  the  future,  it  raises  a 
question  about  their  use  at  this  time.  Type  I and 
Type  H have  been  licensed  and  will  presently  be 
available  for  distribution.  The  addition  of  Type  I 
and  Type  II  Sabin  vaccine  to  the  Salk  program  as 
an  additional  step  is  recommended,  because  it  has 
been  demonstrated  that  this  will  increase  the 
number  of  persons  with  immunity. 

When  all  the  Sabin  oral  vaccines  (I,  H,  and  HI) 
are  available,  all  physicians  should  take  the  leader- 
ship in  initiating,  supporting  and  participating  in 
community  or  area  wide  vaccination  programs. 
Such  programs,  to  be  successful,  will  require  the 
active  cooperation  of  various  community  organ- 
izations participating  with  local  medical  societies 
to  eliminate  paralytic  polio. 

Except  in  the  face  of  an  impending  epidemic  the 
oral  vaccination  program  should  not  be  carried 
out  during  the  polio  season.  However,  if  an 
epidemic  threatens,  in  the  opinion  of  the  public 
health  authorities,  prompt  mass  administration  of 
the  appropriate  type  of  oral  vaccine  should  be  sup- 
ported actively  by  all  physicians  and  the  local 
medical  societies. 

In  all  programs,  provision  should  be  made  to 
furnish  a record  of  the  administration  of  polio 
virus  vaccine  to  the  patients.  A standard  personal 
record  card  for  polio  and  other  immunizations 
should  be  used,  if  at  all  possible. 

The  only  known  contraindication  to  administra- 
tion of  the  approved  oral  polio  vaccines,  when 
available,  is  an  acute  respiratory  or  febrile  illness. 
In  such  instances,  provision  should  be  made  to 
complete  the  individual’s  immunization  program 
by  administering  the  appropriate  vaccine  type  at 
a later  date. 

Local  medical  societies  may  determine  the  type 
of  program  best  suited  to  their  own  locale  and  in 
keeping  with  the  resources  available  to  eliminate 
paralytic  poliomyelitis  from  the  community. 
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At  this  time  of  great  interest  in  the  oral  polio 
vaccine,  communities  may  be  losing  sight  of  the 
importance  of  other  immunizations.  Of  equal  im- 
portance, but  seemingly  obscured  by  polio,  is  the 
keeping  up  of  diptheria  and  tetanus  immuniza- 
tions. Physicians  should  stress  the  importance  of 
such  other  immunizations  in  their  community. 


RECOMMENDATIONS  OF  THE  COMMITTEE 
ON  PUBLIC  HEALTH  ON  TISSUE  STUDY 
CONTROLS  IN  SMALL  HOSPITALS 

The  Committee  on  Public  Health  makes  the  fol- 
lowing recommendations  to  the  Council  on  Tissue 
Study  Controls  in  Small  Hospitals. 

1.  The  Committee  on  Medical  Education  and  Hos- 
itals  of  the  State  Medical  Association  should 
e empowered  to  establish  the  standards  for 

small  hospitals  not  subject  to  survey  by  the 
Joint  Commission  on  Accreditation. 

2.  The  same  Committee  should  establish  mechan- 
isms for  surveying  the  above  mentioned  small 
hospitals.  In  setting  up  such  survey  procedures 
the  Committee  should  be  empowered  to  appoint 
survey  sub-committees  in  areas  as  needed.  Mem- 
bers of  these  sub-committees  should  be  selected 
from  communities  not  subject  to  such  survey. 

3.  The  Committee  should  make  contact  with  the 
Boards  of  Directors  of  such  hospitals  to  inform 
them  of  the  survey  services  available. 

4.  The  Committee  should  make  contact  with  the 
State  Department  of  Health  to  determine  what 
degree  of  cooperation  the  Hospital  Licensing 
Department  could  give  such  a program. 

5.  The  Committee  further  recommends  that  Coun- 
cil member  N.  E.  Wessman,  M.D.  be  empowered 
to  make  the  initial  contact  with  the  State  Health 
Department  to  assist  in  the  implementation  of 
point  #4  above. 

The  Reference  Committee  recommends  the  acceptance 
of  this  report,  hut  also  refers  the  House  of  Delegates  to 
the  recommendation  of  the  Reference  Committee  ’which 
appears  at  the  end  of  the  Report  of  the  Committee  on 
Medical  School  Affairs,  Medical  Education  and  Hospitals. 


REPORT  OF  THE  COMMITTEE 
ON  CANCER 

Members  of  the  South  Dakota  Medical  Society 
integrate  their  cancer  activities  with  the  South 
Dakota  Division  of  the  American  Cancer  Society. 
The  yearly  climax  of  the  work  of  the  Cancer  So- 
ciety is  the  fall  meeting  held  in  Huron,  at  which 
time  physicians,  who  are  members  of  the  board, 
are  in  attendance.  It  is  their  duty  to  scrutinize  the 
activities  of  the  Society  during  the  past  year  and 
with  the  lay  members  of  the  Society  to  implement 
a program  for  the  ensuing  year. 

The  most  important  scope  of  the  Society  is  that 
of  lay  and  professional  education.  It  is  felt  by  the 
members  of  the  board  that  the  program  of  educa- 
tion over  the  years  is  getting  across  to  the  people 
and  that  cancer  patients  are  going  earlier  to  their 
doctors.  To  professionally  implement  this  program, 
the  Society  furnished  speakers  to  the  1961  Med- 
ical Society  Meeting,  to  the  Sioux  Valley  Medical 
Association  Meeting,  and  supported  the  Clinical 
Pathology  workshop  held  at  the  University  last 
fall.  The  Society  gave  grants  to  three  graduate 
nurses  to  a course  in  advanced  cancer  nursing  at 
New  York  University  and  Memorial  Hospital  in 
New  York.  This  particular  endeavor  over  the  years 
has  returned  to  South  Dakota  teaching  nurses  who 
have  been  stimulated  in  efforts  to  care  for  the  can- 
cer patient  and  in  turn  have  imparted  their  knowl- 
edge to  their  local  hospital  nursing  staffs.  Each 
year  the  Society  supports  the  training  of  cyto- 
technicians  at  the  Mayo  Cline  Laboratories  in 
Rochester,  Minnesota.  As  a result,  there  now 
exists  in  South  Dakota  a number  of  well  trained 
technician  cytologists. 

Additional  efforts  of  the  Society  were:  Support 


of  the  Tumor  Clinic  at  the  Sacred  Heart  Hospital 
in  Yankton  and  the  continued  support  of  the  five 
Cancer  Registries  now  in  function  in  the  five 
widely  separated  hospitals  in  the  state. 

As  the  interest  of  the  medical  profession  grows 
in  the  activities  enumerated,  the  Society  plans  to 
increase  its  support  and  extend  into  new  suggested 
fields.  It  is  remarkable  to  note  the  generous  re- 
sponse on  the  part  of  the  many  members  of  the 
profession  who  have  been  called  upon  to  partake 
in  the  activities  of  the  Society  on  radio,  television, 
and  local  groups  in  town  and  country. 

Although  the  Society  does  maintain  a small  loan 
fund  and  does  offer  certain  drugs  and  sundries 
to  the  individual  cancer  patient,  it  is  beyond  the 
scope  of  the  Society  to  actually  bear  the  great 
financial  strain  of  caring  for  the  many  South  Da- 
kotans now  with  cancer. 

The  Society  maintains  an  office  in  Watertown 
which  invites  the  comment  of  physicians  and  on 
request  will  make  available  to  them  well  selected 
films  and  pamphlets  on  cancer. 

Respectfully  submitted, 
COMMITTEE  ON  CANCER 
P.  V.  McCarthy,  M.D.,  Chairman 
E.  H.  Collins,  M.D. 

E.  G.  Huppler,  M.D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COMMITTEE 
ON  MATERNAL  AND  CHILD  WELFARE 

There  have  been  no  important  changes  in  the 
functioning  of  the  Committee  on  Maternal  and 
Child  Welfare,  within  the  State  of  South  Dakota, 
during  the  past  year.  Functions  of  the  Committee 
have  been  continued  as  in  the  previous  year. 
Respectfully  submitted, 

COMMITTEE  ON  MATERNAL  AND 
CHILD  WELFARE 
Brooks  Ranney,  M.D.,  Chairman 
Richard  Hosen,  M.D. 

N.  R.  Whitney,  M.D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  EXECUTIVE  COMMITTEE 

On  July  10,  1961,  members  of  the  Executive 
Committee  met  with  the  State  Welfare  Commis- 
sion concerning  the  Old  Age  Assistance  Program. 
It  was  decided  that  South  Dakota  Medical  Service, 
Inc.,  would  be  the  fiscal  agent  for  administering 
the  Program  and  all  checks  were  to  be  written  in 
its  offices;  the  fiscal  agent  to  be  reimbursed  later 
by  the  State  Welfare  Department. 

There  was  a special  meeting  of  the  Executive 
Committee  on  July  17,  which  was  held  by  con- 
ference telephone.  At  this  meeting,  it  was  decided 
• that  the  conversion  factor  for  our  Relative  Value 
Study  would  be  $3.20  per  unit  for  the  Old  Age 
Assistance  Program. 

A conference  telephone  meeting  was  held  on 
December  8,  1961  to  determine  what  type  of  activ- 
ities the  State  Association  should  engage  in  in 
opposing  King- Anderson  type  legislation. 

A conference  telephone  meeting  was  held  on 
March  8,  on  the  adoption  of  a Memorandum  of 
Understanding  with  the  South  Dakota  State  Med- 
ical Association  and  the  Indian  Health  Area  Office. 
A unit  value  of  $3.00  per  unit  on  the  Relative 
Value  Study  was  accepted  for  this  program.  It  was 
also  determined  at  this  time  that  a meeting  would 
be  held  in  the  Spring  of  1962  concerning  the  care 
of  senior  citizens,  utilizing  the  services  of  Fulton 
Lewis,  Jr. 

Respectfully  submitted, 
EXECUTIVE  COMMITTEE 
C.  J.  McDonald,  M.D. 

Magni  Davidson,  M.D. 

R.  H.  Hayes,  M.D. 
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A.  P.  Reding,  M.D. 

M.  C.  Tank,  M.D. 

C.  Rodney  Stoltz,  M.D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  GRIEVANCE  COMMITTEE 

Herewith  is  the  report  of  the  Grievance  Commit- 
tee on  the  grievances  filed  and  processed  since  the 
last  annual  meeting  held  in  1961. 

There  have  been  received  nine  complaints  up  to 
April  15th  of  this  year.  Seven  of  these  matters  in- 
volved grievances  against  individual  doctors,  and 
one  involved  two  doctors  on  the  same  matter.  It  is 
not  our  belief  that  all  matters  were  resolved  in  a 
manner  satisfactory  to  all  concerned,  but  we  report 
herewith  the  actions  and  decisions  rendered  by 
unanimous  action  of  the  Committee. 

Case  #1.  This  was  a matter  of  charges  for  med- 
icine furnished.  The  doctor  furnished  medicine 
for  home  administration  to  a patient  which  cost  at 
retail  prices  less  than  $18.00,  for  which  he  collected 
$160.00  from  the  patient’s  family.  The  family  be- 
lieved a refund  was  indicated.  The  Committee 
asked  the  physician  to  make  a reasonable  refund, 
which  was  done,  and  it  is  believed  all  parties  con- 
cerned are  satisfied. 

Case  #2.  This  was  a case  of  a patient  who  pre- 
sented us  with  a complaint  against  a group  of 
osteopathic  physicians  for  alleged  improper  treat- 
ment, over  treatment,  injudicious  use  of  drugs,  and 
other  matters.  The  nature  of  the  complaint  was  so 
involved  as  to  cause  the  Committee  to  question 
the  mental  competence  of  the  patient.  The  Com- 
mittee consolingly  explained  that  we  had  no  con- 
trol over  osteopaths.  No  more  has  been  heard  on 
this  matter. 

Case  #3.  A complaint  brought  by  a woman 
against  a psychiatrist  because  he  had  advised  her 
husband  to  divorce  her  and  marry  another  woman. 
By  the  time  the  matter  came  before  the  Commit- 
tee, the  psychiatrist  had  left  the  State.  The  com- 
plainant was  sad  but  understood  we  were  power- 
less to  give  her  redress. 

Case  #4.  An  unsigned,  typed  complaint  against  a 
group  of  doctors  because  the  patient  had  to  wait 
for  medical  care  and  the  doctors  were  too  slow 
about  insurance  forms,  etc.  A request  for  more 
information  for  the  Committee  to  work  on  dated 
December  11,  1961,  was  never  answered  by  the 
complainant. 

Case  #5.  A physician  had  a surgeon  operate  on 
his  patient,  then  sent  the  insurance  claim  in  his 
own  name,  adding  alleged,  unwarranted  charges 
with  intent,  admitted  by  them,  of  dividing  the  total 
fee  equally.  The  matter  was  investigated  and 
handled  well  by  a Committee  member  as  acting 
chairman.  It  is  doubted  that  this  will  be  repeated 
by  these  doctors. 

Case  #6.  This  was  a gratuitous  grievance  brought 
by  an  insurance  salesman  and  adjuster  against  a 
doctor  because  of  a fee.  The  doctor  had  told  the 
patient  in  advance  what  the  charge  would  be. 
Although  larger  than  usual,  it  was  felt  that  the 
charge,  having  been  declared  in  advance,  the  quar- 
rel was  beween  the  insurance  company  and  the 
patient. 

Case  #7.  This  was  a complaint  on  a charge  for 
care  following  an  automobile  accident.  It  was 
handled  by  a member  of  the  Committee.  Analysis 
of  the  facts  disclosed  that  the  charge  was  consider- 
ably less  than  would  have  been  allowed  under  a 
point  system.  This  was  explained  to  the  com- 
plainant. 

Case  #8.  This  was  a matter  of  a woman  who  was 
hospitalized  with  a fractured  vertebra  who  became 
dissatisfied  with  the  care  she  was  receiving  and 
with  alleged  non-attendance  upon  her  by  her  doc- 
tor. The  matter  was  investigated  by  the  Committee 
and  it  was  believed  that  most  of  the  dissatisfaction. 


if  not  all,  was  unwarranted.  The  patient  is  being 
so  advised. 

Case  #9.  This  was  a complaint  against  a surgeon 
on  the  basis  of  alleged  mishandling  and  careless 
procedure  on  a comminuted  fracture  of  the  bones 
of  the  forearm.  The  Committee  reviewed  the 
records  and  x-rays  in  this  case  thoroughly  and  con- 
cluded that  the  case  had  been  handled  well;  that 
any  infection  that  developed  was  probably  auto- 
genous. The  complainant  probably  was  seeking 
financial  redress  because  of  inability  to  find  any 
attorney  who  was  willing  to  represent  him  in  this 
matter.  The  complainant  had  previously  made 
sufficient  threat  of  suit  that  the  doctor  and  his  at- 
torney had  presented  the  problem  to  the  Medical 
Defense  Committee  of  this  Association.  The  com- 
plainant is  being  advised  of  our  findings  and  de- 
cision and  we  hope  this  will  settle  the  matter. 

The  Council  requested  that  the  Grievance  Com- 
mittee study  the  recommendations  of  the  Amer- 
ican Medical  Association  on  Medical  Discipline. 
The  Committee  met  twice  and  conducted  a survey 
of  other  states  which  indicated  that  there  was  little 
action  being  taken  yet  by  those  states.  After  re- 
viewing the  action  of  other  states  and  the  reaction 
of  the  South  Dakota  State  Board  of  Medical  Exam- 
iners, the  Committee  made  the  following  recom- 
mendations to  the  Council. 

1.  It  is  the  opinion  of  the  Grievance  Committee 
that  the  basic  operating  mechanisms  for  disciplin- 
ary measures  are  already  established  in  South 
Dakota,  but  believes  that  the  term  “discipline”  as 
used  in  the  report  is  too  broad  and  needs  further 
clarification.  The  term  as  used  in  the  report  in- 
cludes the  problem  of  evaluation  of  the  medical 
practice  in  all  areas  as  well  as  actual  discipline. 
We  believe  that  disciplinary  measures  as  they  exist 
now  could  evaluate  certain  aspects  of  medical  prac- 
tice. 

2.  In  this  connection,  it  is  the  opinion  of  the 
Grievance  Committee  that  the  South  Dakota  State 
Medical  Association  should  establish  a method  of 
total  evaluation  of  medical  practice  in  our  State. 

3.  We  do  not  believe  that  disciplinary  action 
should  be  taken  by  the  American  Medical  Associa- 
tion on  any  matter  until  all  local  and  State  possi- 
bilities for  settlement  have  been  exhausted. 

4.  We  favor  a clearing  house  by  the  American 
Medical  Association  for  information  on  disciplin- 
ary actions  in  matters  which  result  in  any  action 
other  than  complete  exoneration. 

Respectfully  submitted, 

GRIEVANCE  COMMITTEE 

L.  J.  Pankow,  M..D,  Chairman 

M.  M.  Morrissey,  M.D. 

R.  A.  Buchanan,  M.D. 

A.  A.  Lampert,  M.D. 

A.  P.  Peeke,  M.D. 

The  Reference  Committee  recommends  the  acceptance 
of  this  report,  and  respectfully  refers  the  House  of  Dele- 
gates  to  the  recommendation  •which  appears  at  the  end  of 
the  Report  of  the  Committee  on  Medical  School  Affairs, 
Medical  Education  and  Hospitals. 


REPORT  OF  THE  COMMITTEE 
ON  MENTAL  HEALTH 

As  concerns  meetings  of  the  entire  group,  there 
have  been  none  during  this  current  year. 

The  chairman  has  attended  the  mental  health 
meeting  in  Chicago,  put  forth  by  the  governors  of 
all  the  States.  This  meeting  was  a preparatory  one 
in  terms  of  the  National  Congress  on  Mental  Ill- 
ness and  Health,  which  is  to  be  held  this  fall  in 
Kentucky. 

The  second  meeting  that  we  attended  was  the 
Conference  of  Mental  Health  Representatives  in 
Chicago,  and  this  again,  was  pointed  towards  the 
National  Congress  of  Mental  Health. 

Both  congresses  pointed  toward  the  need 
throughout  the  United  States.  They  distinguished 


— 305  — 


SOUTH  DAKOTA 


between  the  needs  in  large  urban  areas  opposed  to 
those  needs  in  states  such  as  South  Dakota  and  the 
rest  of  the  western  states. 

There  was  considerable  conversation  at  the 
governor’s  meeting  as  to  the  amount  of  money 
which  was  mentioned  at  somewhere  near  two  bil- 
lion dollars.  Probably  the  biggest  problem  that 
you  would  expect  is  where  would  this  money  come 
from. 

This  is  the  extent  of  our  report  for  this  year 
and  we  hope  to  have  several  meetings  in  the  near 
future  of  the  committee  with  several  objectives  in 
mind;  one,  to  organize  mental  health  throughout 
the  State,  and  two,  to  re-write  the  committment 
laws  of  the  state  of  South  Dakota. 

Respectfully  submitted, 

COMMITTEE  ON  MENTAL  HEALTH 
R.  B.  Leander,  M.D.,  Chairman 
James  Gilbert,  M.D. 

R.  C.  Knowles,  M.D. 

H.  A.  Bowes,  M.D. 

Lawrence  G.  Behan,  M.D. 

John  C.  Hagin,  M.D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  BENEVOLENT 
FUND  COMMITTEE 

Briefly,  this  Fund  was  the  brain-child  of  the 
Medical  Auxiliary  of  the  Association  at  a time 
when  some  physicians  were  in  dire  distress.  Help 
was  provided  and  this  Fund  was  started  and  aug- 
mented by  the  State  Association.  Since  then,  only 
one  physician  has  needed  help  and  after  the  Fund 
reached  $5,000.00,  loans  were  made  to  needy  med- 
ical students.  Such  loans  have  necessarily  been 
small,  but  this  Fund  and  many  similar  ones  have 
shown  the  need  so  now  the  AMA  is  arranging  for  a 
loan  up  to  $10,000.00  which  will  assure  complete 
education.  'There  will  continue  to  be  a need  for 
this  Fund  with  its  small  loans.  This  Committee 
strongly  recommends  the  continuance  of  yearly 
allotments  to  this  Fund  as  in  the  past.  We  strongly 
urge  preservation  of  it  against  inroads  that  may 
present.  In  a way  it  is  a good  investment  or 
savings  — and  in  the  hope  that  it  might  never 
have  to  serve  its  original  purpose  — it  will  one 
day  become  a worthwhile  asset  for  some  equally 
worthwhile  purpose. 

The  money  now  on  hand  in  this  fund,  as  well  as 
an  itemization  of  loans  is  as  follows: 

Government  Bonds  $3,000.00 

Loans  (18)  7,600.00 

Cash  $1,373.57 


$11,973.57 

Respectfully  submitted, 
BENEVOLENT  FUND  COMMITTEE 
W.  E.  Donahoe,  M.D.,  Chairman 
John  C.  Hagin,  M.D. 

F.  C.  Totten,  M.D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COMMITTEE 
ON  RHEUMATIC  FEVER  AND  HEART  DISEASE 

We  are  happy  to  report  that  during  the  first  year 
(1958)  48  patients  took  part  in  our  program.  In 
1959  an  additional  131  patients  took  part.  In  1960 
an  additional  95  patients  took  part,  and  in  1961  an 
additional  139  patients  took  part.  Thus  far,  through 
April  20,  43  additional  patients  have  been  regis- 
tered. This  makes  a total  of  456  patients  par- 
ticipating in  this  program.  Of  this  456,  only  four 
have  discontinued  and  one  is  deceased. 

Periodically,  through  the  office  of  the  South 
Dakota  Heart  Association,  a form  letter  is  sent  to 
all  registered  pharmacists  and  also  to  the  doctors 
through  the  medium  of  the  modern  concepts  mail- 
ing list,  thus  keeping  all  the  doctors  and  phar- 


macists aware  of  the  availability  of  this  program 
for  the  medical  indigent  patient. 

As  you  know,  this  is  a means  of  supplying  daily 
penicillin  to  the  medical  indigent  patient  at  a cost 
reduced  from  that  which  it  costs  the  Pfizer  Com- 
pany. It  is  stated  that  we  think  it  is  safe  to  say 
that  almost  every  town  that  has  a practicing 
physician  is  represented  as  taking  part  in  our  rheu- 
matic fever  program. 

I feel  that  the  state  of  South  Dakota  should  in- 
deed be  proud  because  many  of  the  affiliates  of  the 
American  Heart  Association  have  contacted  the 
South  Dakota  Heart  Association  and  the  chairman 
of  the  Committee  on  Rheumatic  Fever  and  Heart 
Disease  of  the  South  Dakota  State  Medical  Asso- 
ciation as  to  how  this  program  is  working,  and  they 
have  commented  upon  the  excellence  of  its  opera- 
tion. 

We  are  indeed  proud  of  the  cooperation,  likewise, 
that  exists  between  the  Pharmaceutical  Association 
and  the  South  Dakota  State  Medical  Association 
and  the  State  Department  of  Health  in  making  this 
program  possible. 

Respectfully  submitted, 

COMMITTEE  ON  RHEUMATIC  FEVER 
AND  HEART  DISEASE 
John  W.  Argabrite,  M.D.,  Chairman 
Willis  Stanage,  M.D. 

H.  W.  Farrell,  M.D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COMMITTEE 
ON  DIABETES 

No  report. 

Respectfully  submitted, 
COMMITTEE  ON  DIABETES 
M.  E.  Sanders,  M.D.,  Chairman 
Clifford  Gryte,  M.D. 

Gordon  Paulson,  M.D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COMMITTEE 
ON  TUBERCULOSIS 

Following  is  a list  of  the  activities  of  the  State 
Medical  Association  Committee  on  Tuberculosis. 

1.  In  the  past  year  a letter  was  sent  to  the  Re- 
search Committee  of  the  State  Legislature  and  the 
Governor  setting  forth  the  recommendations  of  the 
Tuberculosis  Committee  for  the  care  of  tubercular 
patients.  Essentially  it  is  our  recommendation  that 
Sanator  be  closed  and  intensive  treatment  centers 
in  the  state  in  private  or  community  hospitals  be 
opened  for  diagnosis  and  care  of  tuberculosis.  It 
was  felt  by  the  members  of  the  committee  that 
Sanator  was  too  isolated  to  be  able  to  acquire  and 
maintain  the  type  medical  staff  necessary. 

2.  Conferences  are  being  held  with  the  South 
Dakota  Health  and  Tuberculosis  Association  con- 
cerning recommendations  that  will  be  made  to  the 
legislature  for  the  treatment  of  tuberculosis. 

Further  developments  will  be  reported  to  the 
State  Medical  Association. 

Respectfully  submitted, 

COMMITTEE  ON  TUBERCULOSIS 
Robert  E.  Nelson,  M.D.,  Chairman 
Reuben  Bareis  M.D. 

B.  T.  Lenz,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  Tuberculosis  and  recommends  the  ap- 
proval of  this  report. 


SPECIAL  COMMITTEES 
REPORT  OF  THE  COMMITTEE 
ON  RADIO  BROADCASTS  AND  TELECASTS 
No  meeting  of  the  Committee  on  Radio  Broad- 
casts and  Telecasts  has  been  held.  Therefore,  we 
have  nothing  to  report. 

Respectfully  submitted. 
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COMMITTEE  ON  RADIO  BROADCASTS 
AND  TELECASTS 
W.  R.  Taylor,  M.D.,  Chairman 
P.  S.  Nelson,  M.D. 

K.  A.  Dregseth,  M.D. 

E.  H.  Peters,  M.D. 

R.  A.  Boyce,  M.D. 

F.  D.  Leigh,  M.D. 

S.  B.  Simons,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  Radio  Broadcasts  and  Telecasts  and 
recommends  the  adoption  of  this  report. 


REPORT  OF  THE  AMERICAN  MEDICAL 
EDUCATION  FOUNDATION  COMMITTEE 

Again  in  1961  we  engaged  in  a letter  solicitation 
type  of  campaign  and  $10,447.95  was  received. 

With  the  end  of  1961  the  AMEF  will  terminate 
and  in  the  future  this  Foundation  will  be  known 
as  A.M.A.  Education  and  Research  Foundation. 
The  Foundation  is  seeking  funds  to  support  the 
following  programs: 

1.  Unrestricted  financial  assistance  to  medical 
schools. 

2.  Medical  Journalism  fellowship  program. 

3.  Research  grants  program  for  medical  research 
workers. 

4.  A study  of  perinatal  mortality  and  morbidity. 

5.  A study  of  continuing  medical  education. 

During  1962,  the  Foundation  will  also  undertake 

to  raise  funds  to  assist  in  the  financing  of  medical 
scholarships  and  for  loans  to  medical  students,  as 
well  as  to  physicians  in  internships  and  residencies. 

Our  own  Dean  Hard  expresses  some  concern  that 
this  change  may  result  in  a reduction  in  contribu- 
tions to  our  own  South  Dakota  school,  where  the 
contributions  of  previous  years  have  helped  fill  a 
very  useful  function.  Again  we  wish  to  commend 
Mr.  Foster  and  his  office  for  their  very  valuable 
work  on  this  project. 

Respectfully  submitted, 

COMMITTEE  ON  AMERICAN  MEDICAL 
EDUCATION  FOUNDATION 
S.  F.  Sherrill,  M.D.,  Chairman 
Vernon  Cutshall,  M.D. 

O.  J.  Mabee,  M.D. 

H.  L.  Saylor,  Jr.,  M.D. 

J.  H.  DeGeest,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  AMEF  and  recommends  the  adoption 
of  this  report. 


REPORT  OF  THE  EDITORIAL  COMMITTEE 

The  Editorial  Committee  wishes  to  thank  all 
contributors  for  their  efforts  in  behalf  of  the  State 
Journal.  Ten  papers  were  received  from  out-of- 
state  speakers.  We  would  welcome  contributions 
from  South  Dakota  physicians  for  the  State  Jour- 
nal, and  recommend  that  all  speakers  of  district 
meetings  be  contacted  by  the  secretaries  of  the 
respective  districts  for  copies  of  the  papers  to  be 
submitted  to  the  State  Journal  for  publication. 

A definite  trend  toward  improvement  in  typo- 
graphical errors  has  been  achieved  during  the  past 
year  as  a result  of  the  efforts  of  Mrs.  Judee 
Schlosser,  Assistant  Editor  of  the  Journal,  and  the 
Committee  takes  this  opportunity  of  expressing 
our  appreciation  to  her,  not  only  for  this  but  her 
active  interest  in  improving  the  Journal  in  many 
phases. 

The  entire  membership  of  this  Committee,  which 
is  happy  to  serve  without  remuneration,  would 
appreciate  all  constructive  criticisms  as  to  methods 
of  improving  the  Journal. 

Respectfully  submitted, 

EDITORIAL  COMMITTEE 

R.  E.  Van  Demark,  M.D.,  Chairman 

B.  O.  Lindbloom,  M.D. 

J.  A.  Anderson,  M.D. 

V/.  R.  J.  Kilpatrick,  M.D. 


G.  E.  Tracy,  M.D. 

H.  B.  Munson,  M.D. 

R.  F.  Thompson,  M.D. 

Huge  Andre,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Editorial  Committee  and  recommends  the  adoption  of 
this  report. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  LICENSURE 

Meetings  of  the  State  Board  of  Medical  and 
Osteopathic  Examiners  were  held  in  July  1961  at 
Rapid  City  and  January  1962  at  Sioux  Falls.  The 
members  of  the  Board  were  all  present.  The  Board 
consists  of  Drs.  Buchanan,  Bartron,  King,  Donahoe 
and  Massa. 

During  the  period  from  May  1961  through  April 
1962,  seven  (7)  physicians  were  licensed  by  exam- 
ination (there  were  several  more  that  wrote  the 
exam  in  January  but  inasmuch  as  they  have  not 
completed  their  internship  they  are  not  licensed  as 
et.)  Twenty- three  (23)  physicians  were  licensed 
y reciprocity. 

Disciplinary  action  involving  two  physicians  in 
the  state  were  reviewed  and  acted  upon. 

Investigations  of  three  licensed  physicians  in  the 
state  were  carried  out  by  the  Board. 

1.  Investigation  of  one  physician  terminated  by 
his  removal  from  the  state. 

2.  Investigation  of  a second  physician  was  tem- 
porarily tabled  upon  information  received 
that  the  physician  under  surveillance  was 
transferred  for  observation  and  treatment  to  a 
facility  out  of  state. 

3.  Inyestigation  of  a third  physician  under  sur- 
veillance was  again  reviewed  and  information 
with  respect  to  this  physician  was  satisfactory 
as  to  his  progress. 

One  temporary  license  was  revoked  for  non- 
compliance  with  requirements  for  temporary 
licensure. 

A resolution  was  formed  by  the  Board  for  notifi- 
cation of  all  other  State  Boards  of  revocation  or 
suspension  of  licensed  physicians  or  warnings  sub- 
mitted to  physicians  under  surveillance. 

The  Board  submitted  the  following  recommen- 
dation to  the  Council  for  consideration: 

1.  The  Board  of  Medical  Examiners  feels  that 
it  has  the  basic  mechanisms  within  the  Medical 
Practice  Act  to  maintain  the  punitive  side  of  med- 
ical discipline.  Further,  if  additional  minor 
changes  are  needed  in  the  basic  document,  it  is 
felt  that  it  would  not  be  too  difficult  to  make  those 
changes  to  strengthen  the  disciplinary  side  of  the 
Medical  Practice  Act. 

2.  The  Board  of  Medical  Examiners  would  like 
to  call  the  particular  attention  of  the  Council  to 
the  Basic  Science  Board’s  injunctive  procedure  in 
dealing  with  non-licensed  violators  of  the  laws 
governing  the  healing  arts  and  the  Basic  Science 
law. 

3.  The  Board  would  recommend  that  a clearing 
house  of  information  be  established  within  the 
American  Medical  Association  for  not  only  a record 
of  revocations  and  suspensions  in  the  State,  but  for 
disciplinary  action  taken  short  of  suspension  or 
revocation. 

4.  The  Board  recommends  that  the  Medical  Asso- 
ciation urge  the  Medical  School  in  South  Dakota  to 
spend  time  instructing  students  in  the  ethics  of 
medical  practice.  It  is  felt  that  many  of  the  stu- 
dents who  obtain  degrees  are  not  familiar  with  the 
ethical  standards  of  the  profession  and  are  apt  to 
consider  it  more  of  a business  than  a profession. 

5.  The  Board  concurs  in  the  AMA’s  recommen- 
dations that  the  Federation  of  State  Medical 
Boards  appoint  a committee  to  draft  a model  rule 
of  procedure  in  disciplinary  cases  and  urge  its 
adoption  by  State  Boards. 

Four  (4)  associations  were  approved  for  the  cor- 
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porate  practice  of  medicine  in  the  State  of  South 
Dakota  after  receiving  approval  from  the  Attorney 
General. 

Respectfully  submitted, 

COMMITTEE  ON  MEDICAL  LICENSURE 
G.  Robert  Bartron,  M.D.,  Chairman 
J.  V.  McGreevy,  M.D. 

R.  A.  Buchanan,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  Medical  Licensure  and  recommends  the 
adoption  of  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  RURAL  MEDICAL  SERVICE 

There  are  no  special  programs  of  this  committee 
going  on.  I attended  the  third  Regional  Rural 
Health  Committee  Conference  of  the  Midwest 
States.  This  is  sponsored  by  the  Council  of  Rural 
Health  of  the  American  Medical  Association.  This 
v/as  held  at  the  Hotel  Savery  in  Des  Moines,  Iowa 
on  May  18-19.  The  following  topics  were  discussed. 

1.  Health  insurance  — policies,  principals,  pro- 
cedures, and  payments  (Panelists — Mr.  James 
E.  Bryan,  Mr.  Frank  Sullivan,  and  Mr.  E.  J. 
Fulkin) 

2.  Quacks 

3.  Medicine  and  Law 

4.  Animal  diseases  endangering  human  health 

5.  Poison  dangers  on  the  farm 

Many  of  these  programs  which  were  discussed 
have  already  been  discussed  at  our  South  Dakota 
program. 

Respectfully  submitted, 

COMMITTE  ON  RURAL  MEDICAL 
SERVICE 

A.  P.  Peeke,  M.D.,  Chairman 
G.  J.  Bloemendaal,  M.D. 

E.  F.  Kalda,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  Rural  Medical  Service  and  recommends 
the  adoption  of  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  VETERANS  ADMINISTRATION  AND 
MILITARY  AFFAIRS 
No  report  submitted. 

Respectfully  submitted, 
COMMITTEE  ON  VETERANS 
ADMINISTRATION  AND 
MILITARY  AFFAIRS 
R.  R.  Giebink,  M.D.,  Chairman 
C.  S.  Roberts,  M.D. 

Loren  Amundson,  M.D. 

T.  J.  Billion,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  THE  SPAFFORD  MEMORIAL  FUND 

The  Dr.  Frederick  Angler  Spafford  Memorial 
Prize  is  awarded  each  year  to  that  student  who, 
in  the  opinion  of  the  committee,  has  made  the  most 
satisfactory  progress  in  the  study  of  Latin,  pre- 
ferably Vergil.  This  prize  was  established  by  the 
South  Dakota  State  Medical  Association  and  other 
friends  of  Dr.  Spafford  in  recognition  of  his  many 
years  of  service  as  a member  of  the  State  Board  of 
Regents  of  Education  and  especially  of  his  interest 
in  the  study  of  the  ancient  classics.  Amount,  $50.00. 
Awarded  to  Clarice  Connor,  Artesian,  South  Da- 
kota. 

Respectfully  submitted, 
COMMITTEE  ON  SPAFFORD 
MEMORIAL  FUND 
T.  E.  Eyres,  M.D.,  Chairman 
The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  the  Spafford  Memorial  Fund  and 
recommends  the  adoption  of  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  PREPAYMENT  AND  INSURANCE  PLANS 
The  prepayment  insurance  committee  has  had 


no  specific  problems  or  business  to  consider  during 
the  past  year  and  has  had  no  committee  meetings.  , 
Some  of  the  previous  problems  and  activities  of  ‘ 
the  prepayment  insurance  committee  have  natur- 
ally become  the  duties  and  obligations  of  the  Blue  | 
Shield  Board  of  Directors.  ; 

During  the  past  year  a few  professional  relation  ; 
problems  and  grievances  developed  in  the  func- 
tioning of  Blue  Shield  and  Old  Age  Assistance,  and 
the  need  for  a small  local  committee  to  review 
these  problems  and  either  take  action  or  make 
recommendations  seemed  indicated  and  necessary. 

The  Blue  Shield  Board  directed  the  president  to 
appoint  such  a committee  to  review  professional 
problems,  unusual  fees,  and  controversial  cases  for 
Blue  Shield  and  Old  Age  Assistance.  This  com-  1 
mittee  is  to  act  at  their  discretion  in  reviewing 
cases  and  in  submitting  them  to  the  state  grievance 
committee  if  necessary.  The  committee  has  had 
one  meeting  and  acted  on  a backlog  of  several 
cases.  A meeting  is  planned  for  each  month  or  as 
often  as  needed  during  the  coming  year. 

Respectfully  submitted, 

COMMITTEE  ON  PREPAYMENT  AND 
INSURANCE  PLANS 
Donald  H.  Breit,  M.D.,  Chairman 
H.  Russell  Brown,  M.D. 

Paul  Hohm,  M.D. 

E.  A.  Johnson,  M.D. 

J.  T.  Elston,  M.D. 

B.  F.  King,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  Prepayment  and  Insurance  Plans  and 
recommends  the  adoption  of  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  NURSING  TRAINING 

I might  report  that  we  are  having  less  schools 
participating  in  rural  nursing  because  of  infringe- 
ments in  the  nursing  curriculum.  The  change  in 
State  College  from  the  quarter  to  the  semester  sys- 
tem makes  it  impossible  for  students  to  be  assigned 
except  for  a few  irregularities.  The  first  year  for 
Presentation  students,  both  in  Aberdeen  and  Sioux 
Falls,  is  now  a nine-month  period  of  college  cour- 
ses. The  Sacred  Heart  School  is  now  a four-year 
collegiate  program  on  the  semester  system.  There- 
fore, it  appears  as  though  the  program  will  event- 
ually be  discontinued. 

I 'might,  however,  state  that  since  1955  six 
schools  of  nursing  have  participated  in  the  pro- 
gram with  468  students  having  had  six  weeks  ex- 
perience in  one  of  the  nine  hospitals  offering  the 
courses. 

I might  also  state  that  the  Department  of  Rui-al 
Nursing  will  continue  in  State  College  to  give  as- 
sistance in  counselling  to  those  hospitals  desiring 
it  in  In-Service  Education,  and  will  continue  to 
cooperate  with  the  State  Department  of  Health  in 
conducting  work- shops  for  administrators  of  nurs- 
ing and  retirement  homes. 

Respectfully  submitted, 

COMMITTEE  ON  NURSING  TRAINING 

J.  A.  Muggly,  M.D.,  Chairman 

C.  L.  Vogele,  M.D. 

D.  J.  Buchanan,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  Nursing  Training  and  recommends  the 
adoption  of  this  report. 


REPORT  OF  THE  CLINICAL  PATHOLOGY 
COMMITTEE 

A workshop  on  Histological  Technic  was  given 
at  the  University  of  South  Dakota  School  of_Med- 
icine,  Vermillion,  in  May  of  1961,  by  Mr.  J.  Michael 
of  Rapid  City,  South  Dakota.  Approximately  ten 
tissue  technicians  attended  this  very  worthwhile 
workshop  which  was  devoted  chiefly  to  use  of 
special  stains  in  the  Histopathology  laboratories. 

In  the  past,  workshops  jointly  sponsored  by  the 
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S.  D.S.M.A.  Committee  on  Clinical  Pathology  have 
been  oriented  to  a single  phase  of  laboratory  work. 
In  May  of  1962  a workshop  covering  multiple 
phases  of  laboratory  work  will  be  held  at  the 
Medical  School  with  an  expected  attendance  of  75 
Laboratory  Technicians  and  Medical  Technologists. 
It  is  hoped  that  this  type  of  workshop  will  be  an 
annual  one  and  it  should  contribute  greatly  to  the 
elevation  of  the  level  of  clinical  laboratory  de- 
termination in  the  state.  Dean  Walter  Hard  and 
Professor  of  Pathology,  George  Knabe,  Jr.,  and  the 
Staff  of  the  Medical  School  should  be  especially 
commended  for  their  cooperation  and  enthusiasm 
in  arranging  for  the  Clinical  Pathology  workshops. 

The  Standards  Program  of  the  Clinical  Pathology 
Committee  is  continuing  and  during  the  year  a 
number  of  specimens  have  been  collected  and  will 
be  sent  out  to  participants  in  the  Standards  Pro- 
gram in  the  near  future. 

Respectfully  submitted, 

CLINICAL  PATHOLOGY  COMMITTEE 
W.  A.  Geib,  M.D.,  Chairman 
James  L.  Vose,  M.D. 

A.  K.  Myrabo,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Clinical  Pathology  Committee  and  recommends  the 
adoption  of  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  REHABILITATION 

No  report. 

Respectfully  submitted, 

COMMITTEE  ON  REHABILITATION 
George  Smith,  M.D.,  Chairman 
R.  E.  Van  Demark,  M.D. 

P.  Bunker,  M.D. 

D.  Hillan,  M.D. 

C.  F.  J.  Blunck,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  CIVIL  DEFENSE 

The  chairman,  as  a representative  of  the  South 
Dakota  State  Medical  Association,  as  well  as  mem- 
bers of  over  forty  other  state  societies,  attended 
“Health  Aspects  of  a Civil  Defense  Emergency” 
seminar  in  November  of  1961  at  Alameda,  Cali- 
fornia. The  purpose  of  the  course  was  to  acquaint 
members  of  the  profession  with  most  aspects  of  the 
projects,  planning,  and  problems  of  medical  care 
during  an  emergency.  Emergency  200  bed  hos- 
pitals, stockpiling  of  drugs  and  medical  supplies, 
sanitation  and  water  supply,  and  the  treatment  of 
mass  casualties  were  some  of  the  topics  discussed. 

The  Medical  Self-Help  Training  Program,  which 
is  designed  to  teach  families  how  to  survive  a 
national  emergency  and  to  meet  their  own  health 
needs  when  there  is  no  physician  available,  was 
implemented  this  year.  The  chairman,  with  the 
association’s  secretary,  met  with  representatives 
of  the  State  Health,  Civil  Defense,  and  Education 
Departments,  to  decide  how  such  a program  should 
be  conducted  in  South  Dakota.  It  was  decided 
that  a Training  Kit  be  assigned  to  each  of  thirteen 
areas  in  the  state  and  that  a physician  in  each  of 
these  localities  be  designated  to  advise  and  guide 
wherever  possible.  Developing  and  sustaining  in- 
terest in  the  population  is  the  major  obstacle  to  be 
overcome  in  the  successful  completion  of  this  pro- 
ject. 

The  multitude  of  state,  federal,  local  and  private 
organizations  and  agencies  which  are  involved  in 
the  work  of  civil  defense,  in  addition  to  their  lack 
of  communication  and  failure  to  define  responsi- 
bilities of  the  various  groups,  make  it  difficult  to 
determine  just  what  part  the  State  Medical  Asso- 
ciation should  play  in  civil  defense  planning. 

The  activities  of  the  committee  during  the  past 
year  are  only  the  beginning  of  a segment  of  the 
wave  of  interest  in  preparation  for  a national  disas- 
ter which  has  swept  across  the  country  during  the 


past  year.  It  is  hoped  that  in  the  year  ahead,  more 
progress  will  be  made  in  clarifying  and  planning 
the  medical  profession’s  role  during  and  after  such 
a calamity. 

Respectfully  submitted, 

COMMITTEE  ON  CIVIL  DEFENSE 
Courtney  W.  Anderson,  M.D.,  Chairman 
Harry  Brauer,  M.D. 

Lothar  Kaul,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  Ciml  Defense  and  recommends  the 
adoption  of  this  report. 


REPORT  OF  THE  COMMITTEE 
FOR  IMPROVEMENT  OF  PATIENT  CARE 

Following  are  the  minutes  of  our  only  meeting 
this  year.  Our  March  meeting  was  snowed  out. 

The  fourteenth  meeting  of  the  SDJCICP  was 
held  as  a luncheon  meeting  at  the  Marvin  Hughitt 
Hotel  in  Huron,  South  Dakota,  on  September  26, 
1961.  Attendance  included  the  following:  Sister 
Mary  Innocentia,  Sister  M.  Vivian,  Sister  M.  Sera- 
phica.  Sister  Mary  Dorothea,  Sister  Mary  Blandina, 
Phyllis  Sundstrom,  David  J.  Buchanan,  Clifford  F. 
Gryte,  Lou  Ella  Nace,  Agnes  M.  Holdridge,  Edna 
G.  Davidson,  E.  E.  Pengelly,  Florence  Atkinson 
and  C.  L.  Vogele. 

The  meeting  was  called  to  order  by  Rev.  E.  E. 
Pengelly,  Chairman,  at  1:15  P.M. 

Moved  and  seconded  that  the  group  dispense 
with  the  reading  of  minutes.  Carried. 

Secretary  reported  balance  in  bank  is  $51.67. 

Discussion  on  next  meeting:  To  be  held  March  14, 
1962  — in  Huron  at  usual  time  and  place. 

Program  for  next  meeting:  A suggestion,  “Hos- 
pital Policies.”  Discussion  followed.  No  action 
taken. 

The  members  of  the  Council  on  Professional 
Practice  of  the  State  Hospital  Association  want 
guidance  and  assistance  in  formulating  uniform 
hospital  policies  for  the  following: 

1.  Emergency  care  in  hospital  when  no  physician 
is  available.  Discussion  followed  and  these 
points  were  made: 

1.  Person  in  charge  should  be  able  to  call  some- 
one within  radius  of  30  miles  for  orders. 
Usually  someone  on  call. 

2.  Doctors  should  make  arrangements  for  serv- 
ice to  be  covered  or  for  care  of  own  patients 
when  not  available.  Recommendation  from 
Sept.  1960  meeting  concerning  “Can  hospital 
refuse  admittance?”  would  apply  here  too. 
That  is:  that  a patient  should  be  admitted  and 
emergency  care  given  until  a Dr.  is  contacted. 
From  a legal  standpoint  a hospital  may  be 
able  to  refuse  admittance  but  from  a moral 
standpoint  this  could  not  be  condoned  in  an 
emergency  situation.  “Emergency  care”  was 
further  defined  to  mean  first  aid. 

3.  Blood  Alcohols:  Follow  the  law  — no  policy 
can  be  made  here. 

4.  Pronouncing  patients  dead  when  there  is  no 
house  physician  available:  After  discussion 
these  points  were  made: 

The  law  says  a Doctor  or  coroner  can 
pronounce  a person  dead.  A nurse  cannot 
do  it. 

Some  hospitals  have  rule  that  Doctor  must 
come  out  on  death  of  patient. 

Many  homes  and  hospitals  doctors  will  not 
come  out.  If  doctor  is  called  and  signs  death 
certificate,  the  home  or  hospital  not  respon- 
sible. Each  Doctor  should  be  responsible  for 
own  patients. 

Suggested  by  representative  of  Medical 
Association  that  if  doctors  are  not  doing  their 
duty,  the  executive  secretary  of  SDMA 
look  up  legal  aspects  of  this  problem  and 
publish  it  in  Journal  and  bring  it  up  at  med- 
ical meetings. 
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It  was  reported  that  all  hospitals  represented  at 
this  meeting  had  JCICP. 

The  program  consisted  of  informal  discussion  of 
the  topic  “High  Cost  of  Hospital  and  Medical 
Care.”  Discussion  was  started  by  Mr.  Pengelly  as 
to  some  of  causes:  Wages  and  salaries  were  real 
low  and  are  just  beginning  to  get  them  up  equal 
to  other  workers:  Advances  in  medical  science, 
new  instruments  and  technicians  added:  Obsoles- 
cence of  equipment,  not  worn  out  but  outmoded, 
need  new  type:  Disposable  materials  expensive: 
Insurance  may  have  helped  to  raise  prices. 

There  was  very  good  participation  from  entire 
group.  The  following  is  a summary  of  discussion: 

Everyone  entitled  to  very  best  care  now.  Used 
to  be  if  did  not  have  money,  did  not  expect  the 
best.  Could  go  back  to  5 or  10  dollar  a day  care  if 
threw  out  many  new  services:  less  nursing  service, 
central  dining  room  for  ambulatory  patients,  (has 
been  tried,  but  did  not  work).  Better  communica- 
tions to  explain  to  patients  what  charges  are  for 
and  how  much  it  costs  to  run  a hospital.  Explain- 
ing the  many  services  there,  that  they  can’t  see. 

About  60  to  70%  of  cost  for  hospital  care  is 
salaries. 

Shorter  stay  in  hospital  has  increased  expense. 

Expensive  equipment  sometimes  only  used  twice 
a month.  Packaged  equipment  more  expensive. 
Patients  pay  for  every  little  thing  (enema,  shot, 
even  aspirin)  wonder  what  comes  with  room. 
Sometimes  doesn’t  eat  meals  but  charge  same. 

Patients  demand  services,  example:  Want  to  go 
to  hospital  for  check-up  when  could  be  done  in 
doctor’s  office.  Insurance  is  expensive  so  brings  up 
over-all  cost. 

High  cost  of  drugs,  but  in  long  run  saves  cost  to 
patient  because  doesn’t  have  to  go  to  hospital. 

Some  suggestions  over-all  survey  of  what  good 
medical  care  is. 

What  help  would  a professional  efficiency  expert 
be  to  a hopital.  May  be  some  “dead  wood”  on 
staff.  Two  untrained  people  doing  what  one  well 
trained  person  could  do  better. 

Medicine  not  attracting  the  best  students  as  it 
used  to.  Some  of  reasons  — Doctors  have  lost 
standing  in  community,  losing  prestige  as  profes- 
sion. 

There  should  be  more  cooperation  between  doc- 
tors and  hospital  so  would  not  be  duplication  of 
services  to  patients. 

Meeting  adjourned  at  4:30  p.m. 

Respectfully  submitted, 

COMMITTEE  FOR  IMPROVEMENT  OF 
PATIENT  CARE 
D.  J.  Buchanan,  M.D.,  Chairman 
V.  R.  Vonburg,  M.D. 

M.  E.  Sanders,  M.D. 

J.  A.  Muggly,  M.D. 

C.  L.  Vogele,  M.D. 

Howard  Wold,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  for  Improvement  of  Patient  Care.  The 
Committee  feels  that  the  committee  report  contains  some 
very  nuorthvshile  suggestions  and  should  receive  careful 
consideration  from  the  members  as  a vohole  and  that 
specific  action  on  many  of  their  suggestions  should  he 
forthcoming  from  the  floor.  We  recommend  the  accept- 
ance of  the  report. 


REPORT  OF  THE  COMMITTEE 
ON  SCHOOL  HEALTH 

Your  Committee  on  School  Health  submits  the 
following  report. 

Correspondence  was  carried  on  during  the  year 
and  a meeting  was  held  on  May  5,  1962. 

Since  a recommendation  advising  appointment 
of  School  Health  Committees  by  each  District 
Medical  Society  has  failed  to  produce  adequate 
results: 

THEREFORE  BE  IT  RESOLVED: 


1.  Each  District  Medical  Society  must  have  an 
appointed  School  Health  Committee  as  a 
Standing  Committee. 

2.  A copy  of  resolutions  passed  by  the  South  Da- 
kota State  Medical  Association  since  1959  re- 
ferable to  School  Health  must  be  forwarded 
to  the  chairman  of  the  School  Health  Com- 
mittee in  each  District  by  the  South  Dakota 
State  Medical  Association  office. 

Respectfully  submitted, 

COMMITTEE  ON  SCHOOL  HEALTH 
W.  R.  Anderson,  M.D.,  Chairman 
Gerald  E.  Tracy,  M.D. 

Thomas  E.  Eyres,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  School  Health.  W e recommend  accept- 
ance of  the  report  as  submitted  voith  special  attention 
called  to  the  word  “must." 


REPORT  OF  THE  COMMITTEE 
ON  BUDGET  AND  AUDIT 

At  the  meeting  of  the  House  of  Delegates  in 
Sioux  Falls  on  May  13-14,  1961,  it  was  decided  that 
the  Committee  on  Budget  and  Audit  should  meet 
several  months  prior  to  the  annual  meeting  to  set 
up  the  budget  so  that  the  proposed  budget  could 
be  printed  in  the  Delegates  Hand  Book  and  also 
that  copies  of  the  budget  could  be  sent  to  the  dele- 
gates in  advance  of  the  annual  meeting. 

In  response  to  the  decision  of  the  House  of 
Delegates,  the  committee  met  in  Huron  on  Jan- 
uary 13,  1962  with  Mr.  Myrabo  and  your  chairman 
present.  Dr.  Hubner  was  not  able  to  attend.  The 
proposed  budget  for  1962-1963  was  approved  by 
the  committee  and  was  presented  to  the  Council 
on  January  14,  1962.  The  Council  considered  this 
proposed  budget  and  voted  its  approval,  and  it  will 
be  presented  to  the  House  of  Delegates  at  the  an- 
nual meeting  in  June. 

Your  committee  feels  that  this  innovation  will  be 
most  beneficial  to  the  delegates  by  giving  them 
more  time  to  consider  all  items  included  in  this 
important  budget  estimate  for  the  coming  year 
before  the  meeting  convenes. 

The  audit  will  be  prepared  by  a Certified  Public 
Accountant  and  will  be  presented  to  the  House  of 
Delegates  at  the  annual  meeting. 

Respectfully  submitted, 

COMMITTEE  ON  BUDGET  AND  AUDIT 
A.  P.  Reding,  M.D.,  Chairman 
A.  K.  Myrabo,  M.D. 

R.  F.  Hubner,  M.D. 

ESTIMATED  INCOME— GENERAL  FUND 


States  Dues  $40,000.00 

Annual  Meeting  5,300.00 

Interest  200.00 

Miscellaneous  1,000.00 

Car  Reimbursement  690.00 

Refunds  $ 500.00 


$47,690.00 

ESTIMATED  DISBURSEMENTS— GENERAL 
FUND 

Salary,  Executive  Secretary  $ 7,500.00 

Salary,  Other  9,000.00 

Social  Security  450.00 

Legal  & Audit  600.00 

Telephone  & Telegraph  1,200.00 

Office  Supplies  & Equipment  3,000.00 

Dues  & Subscriptions  1,300.00 

Office  & (ilommittee  Travel  2,500.00 

Annual  Meeting  500.00 

Public  Relations  4,500.00 

Rent  2,400.00 

Unemployment  Taxes  40.00 

Postage  1,200.00 

Legislative  Expense  3,000.00 

Benevolent  Fund  400.00 

Medical  School  Endowment  200.00 

Ladies  Auxiliary  600.00 

Refunds  300.00 
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Car  Expenses  (Mortgage) 

860.00 

Staff  Travel 

5,000.00 

Clinical  Pathology  Program 

1,000.00 

Reserve 

1,500.00 

Balance  to  Surplus 

640.00 

$47,690.00 

JOURNAL 

Estimated  Income 

Advertising 

$34,000.00 

Subscriptions 

1,200.00 

Salary  Reimbursements 

150.00 

Miscellaneous 

750.00 

$36,100.00 

JOURNAL 

Estimated  Disbursements 

Salary,  Business  Manager 

$ 3,600.00 

Salary,  Editors 

1,440.00 

Salary,  Staff 

3,200.00 

Social  Security 

104.00 

Legal  & Audit 

100.00 

Rent 

1,800.00 

Telephone  & Telegraph 

175.00 

Office  Supplies  & Equipment 

24,000.00 

Taxes 

30.00 

Unemployment  Taxes 

20.00 

Postage 

250.00 

Travel  Expenses 

750.00 

Balance  to  Surplus 

631.00 

$36,100.00 

GROUP  LIFE  INSURANCE 

Estimated  Income 

Premiums 

$30,000.00 

Estimated  Disbursements 

Payments  to  Insurance  Company 

$29,100.00 

Postage 

40.00 

Legal  & Audit 

50.00 

Supplies 

50.00 

Balance  to  Surplus 

760.00 

$30,000.00 

AMA  DUES 

Income  and  disbursements  cancel  each  other. 

Estimated  amount  to  handle 

$13,300.00 

BUILDING  FUND 

Estimated  Income 

Blue  Shield  Rent 

$ 4,700.00 

Association  Rent 

2,400.00 

National  Foundation  Rent 

900.00 

Journal  Rent 

1,800.00 

Board  of  Examiners  Rent 

300.00 

Nurses  Association  Rent 

900.00 

OAA  Rent 

1,800.00 

$12,800.00 

BUILDING  FUND 

Estimated  Disbursements 

Janitor  and  Repair 

$ 1,000.00 

Utilities 

1,600.00 

Interest 

2,700.00 

Repayment  of  Loans 

3,500.00 

Balance  of  Contract 

2,500.00 

Taxes  and  Insurance 

1,000.00 

Legal  and  Audit 

500.00 

$12,800.00 

OLD  AGE  ASSISTANCE  MEDICAL  CARE 
(Joint  Program  of  SDSMA  and 
S.  D.  Medical  Service) 

Estimated  Administrative  Income 
Deductions  from  fees  to  physicians  $13,000.00 
Estimated  Administrative  Disbursements 


Salaries  $ 7,480.00 

Rent  1,800.00 

Postage  800.00 

Supplies  & Equipment  1,500.00 

Physician  Fee  Adjustments  150.00 

Legal  & Audit  600.00 


Social  Security  150.00 

Telephone  & Telegraph  200.00 

Travel  300.00 

Unemployment  Taxes  20.00 


$13,000.00 

The  Reference  Committee  has  considered  the  report  of 
the  Budget  and  Audit  Committee  and  recommends  the 
acceptance  of  the  report. 


REPORT  OF  THE  COMMITTEE 
ON  AGING 

Clark  F.  Johnson,  M.D.,  Yankton,  South  Dakota, 
attended  the  Second  National  Conference  of  the 
Joint  Council  to  Improve  the  Health  Care  of  the 
Aged  held  at  the  Edgewater  Beach  Hotel  at 
Chicago  on  December  15  and  16,  1961.  As  might 
be  suspected,  much  of  the  meeting  was  taken  up  on 
the  economics  and  legislation  pertaining  to  our 
aged  population.  It  was  the  general  opinion  of  one 
of  the  speakers,  John  G.  Myers,  Ph.D.,  Assistant 
Professor  of  Economics,  University  of  Colorado, 
Boulder,  Colorado,  that  the  greater  per  cent  of  aged 
persons  have  income  through  Social  Security,  dis- 
ability insurance.  Railroad  Retirement  Program, 
veteran’s  pension,  and  personal  investments  that 
do  not  warrant  their  being  handed  medical  care 
freely.  He  had  various  tables  that  have  been  com- 
piled that  proves  this  point.  His  analysis  was 
critical  and  most  of  it  was  taken  from  the  Social 
Security  Bulletin,  and  The  United  States  Bureau  of 
the  Census. 

The  medical  aspects  of  the  care  of  the  aged  were 
also  emphasized  at  the  meeting. 

Mortimer  Spiegelman,  Associate  Statistician, 
Metropolitan  Life  Insurance  Company,  New  York 
City,  spoke  on  the  Voluntary  Health  Insurance  for 
the  Aged  — status,  trend,  and  outlook.  He  stressed 
the  fact  that  the  aged  are  insurable  as  far  as  health 
insurance  is  concerned.  Dr.  F.  Gene  Dixon,  D.D.S., 
Vice-President,  California  Dental  Association  Serv- 
ice, San  Francisco,  spoke  of  the  dental  plans  for  the 
aged  from  the  insurance  point  of  view  that  have 
been  developed.  I think  that  the  background  of 
the  entire  program  was  to  give  medical,  dental, 
and  home  care  service  tailored  to  the  need  of  our 
aging  population.  The  fact  that  these  people  of  65 
years  of  age  are  now  on  Social  Security  does  not 
make  automatic  necessity  for  free  medical  care 
which  leads  us  into  further  socialization.  Each 
phase  of  illness,  introducing  a short  hospitalization 
and  long  treatment  of  illnesses  and  care  in  the 
aged  was  taken  into  consideration. 

The  meeting  was  sponsored  by  the  American 
Dental  Association,  American  Hospital  Association, 
American  Medical  Association,  and  the  American 
Nursing  Home  Association.  Needless  to  say,  the 
round  table  and  luncheon  meetings  brought  forth 
considerable  discussion. 

Respectfully  submitted, 
COMMITTEE  ON  AGING 
Warren  Jones,  M.D.,  Chairman 
C.  F.  Johnson,  M.D. 

R.  J.  Bareis,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  Aging  and  recommends  the  acceptance 
of  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  CORONER'S  LAW 

Progress  on  the  Coroner’s  Law  has  been  slow 
during  the  past  year  for  a variety  of  reasons.  The 
pathologists  of  the  state  feel  that  the  previously 
proposed  Coroner’s  Law  should  again  be  intro- 
duced at  some  future  time  and  that  there  should 
be  no  basic  change  in  the  previously  proposed  bill. 

Informal  discussion  of  the  Corner’s  office  with  a 
number  of  legislators  reveals  a dissatisfaction  with 
the  present  law,  but  a belief  that  it  will  be  difficult 
to  pass  remedial  legislation  which  would  involve 
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a substantial  budgetary  provision.  It  appears  that 
the  best  approach  at  present  is  the  education  of 
members  of  the  legislature  and  the  public  of  the 
need  for  revision  of  the  present  Coroner’s  Law. 

An  article  entitled,  “Don’t  Make  the  Coroner 
Make  You  Look  Foolish,”  in  the  April  23,  1962 
issue  of  Medical  Economics  is  an  excellent  sum- 
mary of  the  problem  and  it  is  requested  that  re- 
prints of  the  article  be  sent  by  the  SDSMA  to  all 
legislators,  Coroners,  States  Attorneys,  newspapers, 
and  physicians  in  the  state  with  a covering  letter 
from  the  Coroner’s  Law  Committee  outlining  pre- 
vious attempts  to  improve  the  operation  of  the 
Coroner’s  office  and  the  need  for  new  legislation 
in  this  state. 

In  summary,  the  Committee  on  the  Coroner’s 
Law  believes  a stepped  up  educational  campaign 
is  needed  and  that  the  previously  proposed 
Coroner’s  Law  be  considered  for  re-introduction  at 
a time  judged  suitable  by  the  Legislative  Commit- 
tee and  Council  of  the  S.D.S.M.A. 

Repectfully  submitted, 

COMMITTEE  ON  CORNER’S  LAW 
W.  A.  Geib,  M.D.,  Chairman 
R.  C.  Jahraus,  M.D. 

R.  H.  Hayes,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  Coroner’s  La<w  and  recommends  the 
acceptance  of  the  report. 


REPORT  OF  THE  COMMITTEE 
ON  TRAFFIC  SAFETY 

We  have  actually  not  had  a called  meeting  dur- 
ing the  past  year,  but  on  several  occasions  the 
chairman  has  had  discussions  with  members  of  the 
committee.  The  committee  has  been  represented  on 
the  Governor’s  Committee  on  Traffic  Safety  by  Dr. 
John  Stransky  and  close  liaison  has  been  carried 
out  between  the  Governor’s  Committee  and  the 
State  Committee  through  Dr.  Stransky.  We  assume 
that  the  coming  year  will  be  rather  active  because 
of  the  legislative  session  coming  up. 

Respectfully  submitted, 

COMMITTEE  ON  TRAFFIC  SAFETY 
H.  L.  Saylor,  Jr.,  M.D.,  Chairman 
J.  J.  Stransky,  M.D. 

R.  L.  Lillard,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  Traffic  Safety  and  recommends  the  ac- 
ceptance of  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  THE  MEDICAL-LEGAL  CONFERENCE 

There  were  no  meetings  held  during  the  past 
year  because  there  was  no  Medical-Legal  Con- 
ference to  be  held. 

The  Committee  will  soon  meet  with  the  legal 
profession  to  set  up  a fall  meeting. 

Respectfully  submitted, 

COMMITTEE  ON  THE  MEDICAL- 
LEGAL  CONFERENCE 

C.  L.  Swanson,  M.D.,  Chairman 
Ted  Hohm,  M.D. 

D.  L.  Ensberg,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  the  Medical-Legal  Conference  and 
recommends  the  acceptance  of  this  report. 


REPORT  OF  THE  PRESS  RADIO  COMMITTEE 
This  committee  has  not  been  active  this  year, 
however  it  has  been  noted  that  there  were  a num- 
ber of  spot  announcements  on  the  State  level  and 
National  level  on  TV,  and  there  was  exceptional 
coverage  of  several  medical  programs  during  the 
year. 

Respectfully  submitted, 

PRESS  RADIO  COMMITTEE 
Preston  Brogdon,  M.D.,  Chairman 
Steve  Brzica,  M.D. 

E.  A.  Rudolph,  M.D. 


The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  Radio  and  Press  and  recommends  the 
acceptance  of  this  report. 

REPORT  OF  THE  LIAISON  COMMITTEE  WITH 

THE  SOUTH  DAKOTA  PHARMACEUTICAL 
ASSOCIATION 

The  Committee  held  two  meetings  during  the 
year.  The  chairman  was  unable  to  attend  due  to 
his  military  service  commitment. 

The  meetings  were  held  at  the  Association  office 
on  February  28,  1962  and  April  25,  1962.  After  con- 
siderable discussion  the  Joint  Committee  submits 
the  following  three  resolutions  for  the  considera- 
tion of  the  two  Associations. 

1.  The  South  Dakota  State  Medical  Association 
and  the  South  Dakota  State  Pharmaceutical  Asso- 
ciation hereby  petition  the  pharmaceutical  manu- 
facturers, through  the  Pharmaceutical  Manufac- 
turers Association,  to  eliminate  the  volume  of  un- 
solicited sample  drugs  marked  to  physicians,  re- 
placing such  shipments  with  single  samples.  Pro- 
vision could  then  be  made  for  a request  by  the 
physician  in  writing  for  additional  samples  as  he 
may  deem  desirable. 

2.  In  considering  the  problems  which  exist,  or  are 
inherent,  in  relations  between  pharmacists  and 
physicians,  the  SDSMA  and  SDSPA  agree  that 
machinery  is  available  either  through  the  Griev- 
ance Committee  of  the  Associations  or  the  licensing 
Boards  representing  the  two  professions,  to  ade- 
quately cope  with  such  problems.  Because  these 
problems  can  be  solved  through  these  mechanisms, 
it  is  felt  that  no  legislative  action  need  be  insti- 
tuted to  accomplish  the  above. 

3.  It  is  recommended  that  when  problems  or 
problem  areas  appear  between  the  two  organiza- 
tions, that  a written  request  for  consideration  by 
the  Joint  Committee  be  directed  to  it  through  the 
executive  offices  of  either  association.  After  study, 
the  Committee  would  be  in  a position  to  make 
recommendations  to  the  parent  organization. 

Respectfully  submitted, 

LIAISON  COMMITTEE  WITH  THE  S.  D. 
PHARMACEUTICAL  ASSOCIATION 
R.  H.  Hayes,  M.D.,  Chairman 
V.  V.  Volin,  M.D. 

Dagfin  Lie,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  Liaison  with  the  South  Dakota  Pharma- 
ceutical Association.  The  Council  has  considered  this 
report  and  has  recommended  the  acceptance  of  the  recom- 
mendations by  ike  House  of  Delegates.  We  recommend 
the  acceptance  of  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  CARE  OF  THE  INDIGENT 
While  the  Committee  did  not  meet  during  the 
year,  its  chairman  did  serve  on  the  Advisory  Com- 
mittee to  the  Welfare  Commission  on  Old  Age  As- 
sistance Medical  Care.  He  attended  two  meetings 
of  the  Advisory  body  and  the  executive  secretary 
of  the  Association  attended  three  meetings. 

During  the  year,  the  Old  Age  Assistance  Medical 
Care  Program  started  and  by  using  the  Medical 
Association-Blue  Shield  office  as  an  intermediary, 
has  run  fairly  successfully.  There  are  still  “bugs” 
to  be  ironed  out  in  the  Program,  but  it  is  function- 
ing and  the  Committee  has  no  specific  recommen- 
dations for  changes  in  the  Program. 

Respectfully  submitted, 

COMMITTEE  ON  CARE  OF  THE 

INDIGENT 

H.  P.  Adams,  M.D.,  Chairman 

Clifford  F.  Binder,  M.D. 

H.  Russell  Brown,  M.D. 

R.  E.  Greenfield,  M.D. 

W.  O.  Hanson,  M.D. 

E.  J.  Perry,  M.D. 

R.  F.  Hubner,  M.D. 

C.  A.  Johnson,  M.D. 
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The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  Care  of  the  Indigent.  We  recommend 
the  acceptance  of  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  WORKMEN'S  COMPENSATION 

There  were  no  meetings  held  by  the  Committee 
during  the  year.  The  Chairman  has  recommended 
that  the  Association  take  the  initiative  in  making 
changes  in  the  State  Workmen’s  Compensation 
Laws,  which  would  be  embodied  in  the  following 
review  and  suggested  changes. 

STATE  WORKMEN'S  COMPENSATION  LAWS 
AND  SOUTH  DAKOTA  AS  OF  I960 
Development  of  Workmen's  Compensation  Laws: 

Have  been  in  existence  in  this  country  for  about 
50  years.  Federal  Government  led  the  way  with 
an  act  covering  civil  employees.  In  1911  ten  states 
passed  laws.  By  1948  all  states  had  laws. 

Main  purpose  was  to  make  it  simpler  and  fairer 
to  recover  for  injuries.  Before  the  laws  an  em- 
ployee had  to  file  suit  and  prove  the  employer 
was  negligent.  The  employer  could  prevent  re- 
covery by  proving  the  injury  was  due  to  ordinary 
risks,  or  due  to  another  employee’s  negligence,  or 
by  proving  the  employee  was  himself  neligent. 

With  the  passage  of  workmen’s  compensation 
laws,  workers  can  get  prompt  benefits  with  min- 
imal legal  formality. 

Under  these  laws  the  cost  of  work  injuries  is 
considered  part  of  the  expense  of  production. 

There  is  a great  variation  in  the  provisions  of  the 
different  laws.  Many  thousands  of  workers  are 
still  unprotected.  A recent  estimate  states  that  41 
million  workers  are  protected  under  the  state  and 
Federal  Workmen’s  Comp.  laws.  This  amounts  to 
about  80%  of  the  workers  in  this  country. 

The  yearly  average  for  occupational  injuries  and 
deaths  is  about  2 million. 

Types  of  Laws: 

Compulsory  and  elective  laws: 

An  elective  law  is  one  in  which  the  employer  has 
the  option  of  either  accepting  or  rejecting  the  act. 
But  if  he  rejects  it,  he  loses  the  three  common 
law  defenses  mentioned  above. 

The  employee  may  elect  not  to  be  covered,  but 
he  rarely  does  so. 

Thirty  workmen’s  compensation  laws  are  com- 
pulsory and  24  are  elective.  In  South  Dakota,  it  is 
an  elective  law.  The  employer  may  obtain  insur- 
ance or  give  proof  of  his  qualifications  to  carry  his 
own  risk,  which  is  known  as  self-insurance. 

Persons  and  Employments  Covered: 

Many  laws  exempt  employers  having  fewer  than 
a specified  number  of  workers. 

Most  laws  exempt  farm  workers,  domestic 
workers  and  casual  employees.  Two  other  major 
groups  are  outside  coverage;  interstate  railroad 
workers  and  maritime  employees.  Railroad  em- 
ployees are  under  the  Federal  Employers’  Liability 
Act.  Maritime  workers  are  subject  to  the  Jones 
Act,  which  is  similar.  These  are  not  workmen’s 
compensation  acts.  They  give  an  employee  an 
action  in  negligence  against  his  employer  who 
may  not  plead  the  common  law  defenses  of  fellow 
servant  or  assumption  of  risk.  It  also  substitutes 
the  principle  of  comparative  negligence  for  the 
common  law  contributory  negligence. 

Public  Employments: 

Two  million  civilian  employees  of  the  Federal 
Government  are  covered  by  the  Federal  Em- 
ployees’ Compensation  Act.  About  6 million  state, 
county  and  local  employees  are  covered  by  work- 
men’s compensation  laws. 

In  South  Dakota,  workers  engaged  in  commer- 
cial threshing,  etc.,  are  covered.  Farm  workers 
have  elective  coverage  and  there  are  no  numerical 
exemptions. 

Injuries  and  Diseases  Covered: 

The  usual  definition  of  a compensable  injury  is 


one  “arising  out  of  and  in  the  course  of  employ- 
ment.” 

It  is  now  generally  accepted  that  a worker  suf- 
fering disability  from  an  occupational  disease 
should  be  entitled  to  the  same  protection  under 
the  law  as  a worker  disabled  through  accidental 
injury. 

Occupational  diseases  are  covered  in  two  ways: 
by  listing  specified  diseases  and  by  full-coverage 
method.  South  Dakota  has  scheduled  coverage  of 
occupational  diseases. 

Amount  and  Period  of  Benefits: 

The  amount  of  money  that  a worker  receives  is 
determined  by  the  rate  set  by  law.  This  is  usually 
a percentage  of  the  weekly  wage,  the  term  or 
period  of  payment,  the  weekly  maximum  and  the 
aggregate  maximum.  In  addition,  the  waiting 
period  affects  the  payment  in  that  such  period 
must  elapse  after  the  accident  before  payment  of 
compensation  begins. 

Percentage  of  Wages: 

Most  of  the  acts  base  the  compensation  on  per- 
centage of  average  wages  received,  usually 
66  2/3%.  In  South  Dakota  it  is  55%.  However, 
most  states  have  specified  dollar  limits  which 
actually  nullify  the  percentage.  In  South  Dakota 
this  maximum  is  $35.00. 

Maximum  periods  during  which  compensation 
can  be  paid  also  vary  widely.  The  waiting  period 
varies  widely.  Most  laws  provide  that  if  the  dis- 
ability continues  for  a certain  period  of  time,  the 
payments  of  benefits  is  retroactive  to  the  date  of 
the  injury.  In  South  Dakota  the  waiting  period  is 
seven  days  and  retroactive  after  six  weeks. 

TYPES  OF  BENEFITS: 

Include  medical  services,  weekly  disability  pay- 
ments, payment  for  permanent  disabilities,  death 
benefits  to  worker’s  families,  and  burial  expenses. 

Medical  benefits:  In  36  states,  the  District  of 
Columbia,  Puerto  Rico  and  the  Federal  Employees’ 
and  Longshoremen’s  Acts,  full  medical  aid  or  care 
is  given.  In  14  states,  period-of-time,  cost  limita- 
tions, or  both,  are  set  by  law.  In  South  Dakota, 
medical  benefits  are  limited  to  20  weeks  and 
$1,000.00  with  an  additional  $1,000.00  which  the 
Industrial  Commission  may  order  for  medical,  sur- 
gical and  hospital  services  upon  proof  of  necessity. 

Temporary  Total  Disability:  Most  compensation 
cases  involve  temporary  total  disability,  where  the 
employee  is  unable  to  work.  The  disability  ends 
with  the  recovery  and  his  return  to  work.  'Thirty- 
three  laws  provide  for  maximum  payment  of  $40.00 
per  week  or  more  for  this  period.  In  South  Da- 
kota that  maximum  is  $35.00.  The  minimum  pay- 
ment is  $15.00,  and  the  maximum  period  in  South 
Dakota  is  312  weeks. 

Injured  persons  who  are  compensated  for  tem- 
porary total  disability  receive  additional  benefits 
for  dependent  children  in  15  states,  but  not  in 
South  Dakota. 

Permanent  Partial  Disability:  This  means  that 
a worker  has  a permanent  injury,  but  is  not  com- 
pletely disabled.  If  he  cannot  go  back  to  his  old 
job,  he  can  often  do,  or  be  trained  to  do,  other 
types  of  work. 

There  are  two  classes  of  permanent  partial  dis- 
abilities: “Schedule  injuries  — those  specific  in- 
juries listed  in  the  law,  such  as  loss  of  an  arm, 
leg,  eye,  ear,  or  other  member  of  the  body;  and 
“Nonschedule”  injuries,  which  are  those  of  a more 
general  nature  such  as  injury  to  the  head  or  back. 

Under  so-called  “nonschedule”  injuries,  most 
laws  specify  a certain  number  of  weeks  for  which 
payments  may  be  made,  ranging  from  300  to  1,000 
weeks.  In  South  Dakota,  the  maximum  period  is 
312  weeks. 

Under  “schedule”  injuries,  benefits  are  payable 
for  a certain  number  of  weeks.  The  principle 
underlying  this  method  of  payment  is  that  the 
worker  has  a period  of  payment  during  which  he 
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can  adjust  to  returning  to  work. 

Most  states  establish  schedules  stating  the  num- 
ber of  weeks  during  which  compensation  shall  be 
paid  for  certain  injuries. 

Examples  are  as  follows:  In  South  Dakota  for 
loss  of  a hand  the  worker  is  entitled  to  150  weeks, 
in  Minnesota  — 220  weeks,  in  North  Dakota  — 250 
weeks,  Iowa  — 175  weeks,  Montana  — 200  weeks. 
For  loss  of  a leg  in  South  Dakota  — 160  weeks, 
Minnesota  — 220  weeks.  North  Dakota  — ■ 234 
weeks,  Iowa  — 200  weeks,  etc. 

The  maximum  rate  of  payment  per  week  in 
South  Dakota  — $35,  Minnesota  — $45,  Montana  — 
about  $40,  North  Dakota  — $38  to  $53,  depending 
upon  the  number  of  dependents,  etc. 

There  is  a great  variation  in  different  states;  for 
example,  for  loss  of  an  arm,  payment  amounts  to 
$5,280  in  Wyoming,  $8,000  in  Maine,  $12,150  in 
Minnesota,  $16,848  in  the  District  of  Columbia,  and 
$27,000  in  Wisconsin. 

Under  the  laws  of  most  states,  the  compensation 
for  permanent  partial  disability  is  in  addition  to 
all  or  part  of  the  healing  period  which,  in  general, 
is  the  period  of  temporary  total  disability.  This  is 
true  in  South  Dakota. 

Permanent  Total  Disability:  Persons  having  a 
permanent  total  disability  are  presumed  not  to  be 
able  to  work  at  all. 

Examples:  Loss  of  both  eyes,  both  legs  or  both 
arms  and  others.  Thirty  laws  provide  for  payment 
of  benefits  for  the  entire  period  of  disability.  In 
the  remaining  24  laws,  payments  are  limited  as  to 
time,  amount  or  both.  In  South  Dakota,  payment 
is  for  300  weeks  at  a maximum  of  $35.00,  and 
thereafter  at  a maximum  of  $15.00  per  week  for 
life  with  a total  maximum  payment  of  $12,000.00. 
In  Minnesota,  this  is  a maximum  of  $45  for  the 
period  of  disability.  North  Dakota  is  a maximum 
of  $38.00  to  $53  (depending  on  the  number  of 
dependents)  for  life. 

Death  Benefits:  The  purpose  is  to  provide  for 
families  or  other  dependents  of  the  deceased  work- 
man. Generally,  the  payment  is  a maximum  per 
week  for  the  widow  for  life  or  until  remarriage 
and  to  children  under  age  18  years  unless  disabled 
or  handicapped.  Under  two  laws,  a specified  sum 
is  provided  rather  than  weekly  or  monthly  pay- 
ment. In  South  Dakota,  this  amount  is  $9,000  to 
$11,000  depending  on  the  number  of  dependents. 

Burial  Expenses:  Range  from  $100.00  to  $1,000.00. 
Additional  payments  allowed  for  children  in  dis- 
ability cases:  In  only  15  states  are  extra  benefits 
payable  for  dependent  children. 
REHABILITATION: 

Although  rehabilitation  is  now  considered  an 
essential  feature  of  a complete  workmen’s  com- 
pensation program,  progress  has  been  slow.  In  23 
states,  special  provisions  are  made  for  rehabilita- 
tion. Four  states  operate  rehabilitation  facilities 
under  the  program.  Some  states  require  special 
maintenance  benefits  for  the  period  of  rehabilita- 
tion. Usually  these  are  limited  to  a specified  period 
of  time. 

In  South  Dakota,  no  special  provisions  are  made. 
The  injured  workman  must  be  referred  to  the 
Federal-State  program  of  vocational  rehabilitation. 
SUBSEQUENT-INJURY  FUND: 

When  an  employee  has  had  an  injury  with  loss 
of  a member  such  as  a leg,  and  then  suffers  an- 
other loss  as  a result  of  an  injury,  he  may  become 
totally  disabled.  Assessing  the  total  cost  of  such 
compensation  upon  the  latest  employer  is  unfair 
and  places  a very  real  obstacle  to  the  employment 
of  handicapped  persons.  To  meet  this  problem, 
“second-injury”  funds  have  been  established  in 
most  states,  so  that  when  a subsequent  injury 
occurs  the  employer  is  responsible  only  for  the  last 
injury.  The  employee  is  compensated  for  the  com- 
bined injury,  the  remainder  of  the  award  being 
paid  from  the  fund.  Such  funds  have  been  estab- 


lished in  45  states.  Method  of  financing  these  funds 
differs  in  various  states. 

ADMINISTRATION: 

In  26  states  the  law  is  administered  by  an  in- 
dependent workmen’s  compensation  agency.  In 
19  states  it  is  administered  by  the  Labor  Depart- 
ment and  in  5 states  by  the  Court. 

Handling  of  Claims:  It  is  important  to  provide 
simple,  convenient  and  inexpensive  methods  of 
settling  claims.  Prompt  payment  is  necessary.  In 
South  Dakota,  the  Attorney  General  is  the  In- 
dustrial Commissioner  and  serves  a term  of  two 
years. 

THOUGHTS  ON  CHANGES  IN  S.  D.  WORK- 
MEN'S COMPENSATION  LAWS 
APPOINTMENT  OF  COMPETENT  INDUSTRIAL 
COMMISSIONER  FOR  PERIOD  OF  SIX  YEARS 

At  present,  the  Attorney  General  is  the  Com- 
missioner and  he  usually  appoints  a deputy  to  act 
as  commissioner,  to  settle  disputes  and  administer 
the  law.  One  of  the  duties  of  the  Commissioner  is 
to  prepare  a report  at  the  end  of  two  years  with 
recommendations  for  changes  in  the  Law,  etc. 
However,  under  the  present  system,  he  may  lose 
his  job  at  the  end  of  the  two  years  with  the  new 
election  of  governor.  So,  there  is  no  continuity  of 
office.  It  takes  about  two  years  for  a commissioner 
to  learn  the  job.  Better  a commissioner  be  ap- 
pointed for  6 years  and  someone  other  than  the 
Attorney  General  so  he  can  concentrate  on  the 
one  job. 

This  is  the  first  change  needed,  without  which, 
real  progress  in  obtaining  intelligent  changes  in 
the  Law  is  impossible. 

EVERY  INJURED  WORKER  SHOULD  BE  EN- 
TITLED TO  COMPLETE  MEDICAL  CARE  TO 
SPEED  HIS  RECOVERY  AND  REDUCE  THE 
CHANCES  OF  POSSIBLE  PERMANENT 

DISABILITY 

About  three-fourths  of  the  states  provide  com- 
plete medical  care  and  about  one-fourth  still  limit 
medical  benefits  by  setting  time  or  money  limits. 

In  South  Dakota,  the  present  time  limit  is  20 
weeks  and  $2,000.00.  This  takes  care  of  the  simple 
injuries  without  complications,  but,  I am  sure  we 
all  feel  that  the  seriously  injured  workman  is  also 
entitled  to  medical  care.  In  fact,  he  is  the  one  that 
is  most  in  need  of  adequate  care  and  most  likely  to 
have  permanent  disability. 

Let  us  take,  for  example,  a workman  who  falls 
and  breaks  his  back  and  has  a paralysis  of  his  legs. 
He  may  need  to  be  flown  to  a hospital  for  special 
care,  or  need  a long  ambulance  trip.  He  will  need 
special  nurses  around  the  clock  for  several  days  or 
weeks.  He  may  require  one,  two  or  three  opera- 
tions. He  will  need  rehabilitative  care  and  guid- 
ance. He  may  have  late  complications  of  pressure 
sores  or  bladder  infections,  etc.,  requiring  further 
hospital  care  and  medical  attention. 

Take  another  example.  A compound  fracture  of 
the  leg  which  becomes  infected  requiring  repeated 
operations  and  possibly  after  a year  or  two  an 
amputation.  Just  at  the  time  he  needs  it  most,  the 
medical  and  hospital  benefits  run  out  and  there  is 
not  enough  money  to  even  buy  him  an  artificial 
leg.  Or,  take  the  case  of  a severe  burn  which  leaves 
the  workmen  with  deformity  of  the  hands,  arms, 
etc.,  requiring  skin  grafts  and  many  operations. 
Actual  examples  of  these  situations  are  numerous. 

The  workman  is  entitled  to  full  medical  benefits 
for  an  accidental  injury.  Ideally  to  accomplish  this, 
medical  care  should  not  be  limited  by  either  time 
or  cost  limitation,  and  should  include  a rehabilita- 
tion program.  This  can  be  accomplished  by  ex- 
tending the  time  limits  and  monetary  limits.  It  can 
also  be  accomplished  less  simply  in  another  way. 
Objections  are  raised  to  doctors  endorsing  full 
medical  benefits  since  we  may  be  trying  to  guaran- 
tee payment  of  our  bills.  To  circumvent  this  objec- 
tion, it  would  be  possible  to  set  up  limited  or  com- 
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plete  coverage  for  ambulance  service,  special  nurs- 
ing care,  artificial  limbs  and  braces,  and  even  hos- 
pital care,  or  special  rehabilitation  benefits. 
INCREASE  THE  SCHEDULE  OF  ALLOWANCES 
FOR  LOST  MEMBERS  TO  BRING  IT  UP  TO 
THOSE  OF  NEIGHBORING  STATES: 

Loss  of  a hand  in  South  Dakota  calls  for  150 
weeks  as  compared  with  250  in  North  Dakota.  It 
should  be  increased  to  at  least  200  weeks.  Loss  of 
a leg  in  South  Dakota  calls  for  160  weeks,  and  it 
should  be  at  least  200  weeks  as  in  Iowa.  North 
Dakota  has  234  weeks,  Minnesota  220  weeks,  etc., 
for  other  members. 

MAXIMUM  WEEKLY  BENEFITS  SHOULD  BE 
AT  LEAST  TWO-THIRDS  OF  THE  STATE'S 
AVERAGE  WEEKLY  WAGE 

A formula  such  as  this  would  eliminate  the 
necessity  of  re-adjusting  from  time  to  time  in  ses- 
sions of  the  legislature  and  would  give  the  work- 
man a fair  standard  of  living. 

So  far,  I have  discussed  the  changes  which  I 
think  are  the  most  urgent.  There  are  other  changes 
which  should  be  kept  in  mind  and  worked  for. 
These,  in  general,  are  those  recommended  by  the 
International  Association  of  Industrial  Accident 
Boards  and  Commissions,  the  U.  S.  Department  of 
Labor,  The  American  College  of  Surgeons,  the 
American  Medical  Association  and  the  Council  of 
State  Governments. 

1.  Workmen’s  Compensation  Law  should  be 
compulsory  to  give  protection  to  all  em- 
ployed workers. 

2.  Workmen’s  Compensation  Law  should  apply 
regardless  of  the  number  of  employees. 

3.  It  should  be  extended  to  cover  agricultural 
workers. 

4.  Occupational  diseases  as  well  as  injuries 
should  be  fully  covered. 

5.  Coverage  should  be  extended  to  cover 
diseases  caused  by  radiation. 

6.  The  time  limit  for  filing  claims  should  be  at 
least  one  year  after  the  date  when  the  em- 
ployee has  knowledge  of  the  nature  of  his 
disability  and  until  after  disablement. 

7.  Broaden  the  coverage  of  “subsequent  injury” 
funds  to  protect  workers  with  all  types  of 
disabilities  such  as  arthritis,  heart  disease, 
epilepsy  or  polio.  This  would  encourage  em- 
ployment of  handicapped  workers  by  limit- 
ing the  liability  of  the  employer  in  the  event 
the  handicapped  worker  suffers  subsequent 
injury. 

8.  Provide  for  special  maintenance  benefits  dur- 
ing the  period  of  rehabilitation  to  aid  the 
rehabilitation  of  the  injured  and  cut  down 
the  permanent  disability. 

9.  Death  benefits  should  be  adequate  to  take 
care  of  the  widow  and  dependents  as  to 
time  and  maximum  amounts. 

10.  Permanent  total  disability  benefits  should  be 
continued  during  the  period  of  disability. 

The  AFL-CIO  is  pushing  for  Federal  legislation 
guaranteeing  full  medical  coverage-without  dollar 
maximum  or  time  limitations  — under  state  W^'ork- 
men’s  Compensation.  Also  sought  are  minimum 
standards  for  coverage  of  occupational  injuries  and 
diseases,  prompt  and  adequate  indemnity  benefits, 
and  rehabilitation  and  vocational  training.  If  the 
states  don’t  provide  adequate  coverage,  the  Fed- 
eral Government  will  step  in  and  do  it  for  us. 
This  would  be  more  centralization  and  expense  of 
administration. 

Respectfully  submitted, 
COMMITTEE  ON  WORKMEN’S 
COMPENSATION 
R.  R.  Giebink,  M.D.,  Chairman 
H.  J.  Bartron,  M.D. 

J.  N.  Berbos,  M.D. 

The  Reference  Committee  has  considered  the  report  of 
the  Committee  on  Workmen’s  Compensation.  We  recom- 


mend the  approval  of  the  report  in  its  entirety  and  refer 
it  with  special  commendation  to  the  Committee  on  Legisla- 
tion for  action  and  implementation  prior  to  the  September 
Council  meeting. 


DISTINGUISHED  SERVICE  AWARDS 

Started  in  1951 

1952 —  H.  Russell  Brown,  M.D.,  Watertown 

1953 —  Guy  Van  Demark,  M.D.,  Sioux  Falls 

1954 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 
(deceased) 

1955 —  R.  G.  Mayer,  M.D.,  Aberdeen  (deceased) 

1956 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 
(deceased) 

1957 —  W.  E.  Donahoe,  M.D.,  Sioux  Falls 

1957 —  Mrs.  Lucille  Dory,  Watertown 

1958 —  Drs.  J.  C.  liagin,  M.  W.  Pangburn,  and 
James  DeGeest,  Miller 

1958 — J.  F.  Brenckle,  M.D.,  Superior,  Wise, 
(deceased) 

1958 —  Mrs.  Agnes  Holdridge,  Madison 

1959—  Walter  L.  Hard,  Ph.D.,  Vermillion 

1959 — Rev.  and  Mrs.  Robert  O.  Bates,  Sturgis 
1959 — R.  M.  Kilgard,  M.D.,  Watertown 

(Deceased) 

I960" — L.  J.  Pankow,  M.D.,  Sioux  Falls 

1961 —  Gregg  M.  Evans,  Ph.D.,  Custer 

1962 —  -Edwin  Shaw,  Ph.D.,  Vermillion 


FIFTY  YEAR  CLUB  MEMBERS 

C.  V.  Auld,  M.D.,  Plankinton 

J.  C.  Clark,  M.D.,  Sioux  Falls  (deceased) 

F.  L.  Class,  M.D.,  Huron  (deceased) 

M.  E.  Cogswell,  M.D.,  Wolsey  (deceased) 

J.  Cook,  M.D.,  Bonesteel 

S.  A.  Donahoe,  M.D.,  Sioux  Falls 

W.  E.  Donahoe,  M.D.,  Sioux  Falls 

V.  W.  Embree,  M.D.,  Pierre 

W.  D.  Farrell,  M.D.,  Aberdeen  (deceased) 
R.  B.  Fleeger,  M.D.,  Lead 

R.  R.  Fisk,  M.D.,  Flandreau 
F.  W.  Freyberg,  M.D.,  Mitchell 
E.  E.  Gage,  M.D.,  Sioux  Falls 

E.  H.  Grove,  M.D.,  Arlington  (deceased) 
Lyle  Hare,  M.D.,  Spearfish 

J.  A.  Hohf,  M.D.,  Yankton  (deceased) 

F.  S.  Howe,  M.D.,  Deadwood  (deceased) 

A.  H.  Hoyne,  M.D.,  Salem  (deceased) 

A.  S.  Jackson,  M.D.,  Rapid  City 

R.  J.  Jackson,  M.D.,  Hot  Springs  (deceased) 
J.  A.  Jacotel,  M.D.,  Milbank  (deceased) 

G.  T.  Jordan,  M.D.,  Vermillion  (deceased) 
F.  F.  Keene,  M.D.,  Wessington  Springs 

(deceased) 
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B.  C.  Murdy,  M.D.,  Aberdeen 

N.  T.  Owen,  M.D.,  Rapid  City  (deceased) 

R.  J.  Quinn,  M.D.,  Sioux  Falls 

T.  B.  Ranney,  M.D.,  Aberdeen  (deceased) 

T.  F.  Riggs,  M.D.,  Pierre  (deceased) 

H.  L.  Saylor,  M.D.,  Huron  (deceased) 

F.  W.  Valkenaar,  M.D.,  Chancellor  (deceased) 

G.  E.  Van  Demark,  M.D.,  Sioux  Falls 

H.  P.  Volin,  M.D.,  Lennox 

C.  H.  Weishaar,  M.D.,  Huron  (deceased) 

G.  E.  Zimmerman,  M.D.,  Missoula,  Montana 


FOR  SALE:  One  of  the  best  general  prac- 
tices in  Northwest  Iowa.  Ten  minutes  to 
open  staff  hospital.  1961  gross  income 
$47,500.00.  Equipment,  practice,  and  drugs 
for  $17,500.00.  Please  write  Grant  D.  Bullock, 
M.D.,  Inwood,  Iowa. 


The  South  Dakota  Regional  Meeting  of  the 
American  College  of  Physicians  will  be  held 
on  the  campus  of  the  School  of  Mines  in 
Rapid  City,  August  24th  and  25th.  Several 
outstanding  out  of  state  speakers  will  appear 
on  the  program.  For  complete  details,  contact 
E.  W.  Sanderson.  M.D..  1320  South  Minnesota, 
Sioux  Falls,  South  Dakota. 


INTERNIST  needed  by  12  man  group 
in  Iowa  town  of  30,000.  Partnership  in 
two  years.  Salary  open.  Write  Box  Al, 
South  Dakota  Journal  of  Medicine,  711 
N.  Lake  Avenue,  Sioux  Falls,  South 
Dakota. 


Out  Patient  Needs 

ELMEN 

Rent-alls,  Inc. 

1701  West  12th 
Sioux  Falls,  South  Dakota 

”PV e Rent  Most  Everything^' 

Everest  & Walkers 

Jennings  Commodes 
Wheel  Chairs  Bedrails 
Hospital  Beds  Trapeze  Bars 
Crutches 

100's  of  Invalid  needs 

PHONE 
ED  8-7802 


W.  B.  SAUNDERS  COMPANY  features  the 
following  recent  books  in  their  full  page  ad- 
vertisement appearing  elsewhere  in  this 
issue: 

KLINE  and  LEHMANN  — HANDBOOK 
OF  PSYCHIATRIC  TREATMENT  IN 
MEDICAL  PRACTICE 
Tells  the  non-specialist  which  psychiatric 
patients  he  should  and  should  not  treat 
— why  he  should  treat  them  — and 
exactly  how  to  manage  these  patients. 

FINNESON  — DIAGNOSIS  AND  MAN- 
AGEMENT OF  PAIN  SYNDROMES 
Step-by-step  management  of  commonly 
met  problems  of  pain  — ranging  from 
headache  to  intractable  pain  due  to  can- 
cer. 

WILLIAMSON  — OFFICE  PROCEDURES 
Step-by-step  instructions  with  over  1,000 
illustrations  on  how  to  perform  office 
techniques  — ranging  from  removal  of 
excess  cerumen  to  cautery  of  the  cervix. 
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South  Dakota  State  Medical  Association  Roster — 1962 

Membership  By  Districts 

ABERDEEN 
DISTRICT  No.  1 

Pres.,  A.  C.  Vogele,  M.D. 

Sec.,  B.  C.  Gerber,  M.D. 


Alway,  J.  D.  

Aberdeen 

Hagan,  A.  S. 

Faulkton 

Pfisterer,  T.  R.  .. 

Redfield 

Avotins,  R 

Faulkton 

Hillan,  D.  D 

Wisconsin 

Ralston,  L.  S.  ..... 

Aberdeen 

Berbos,  J.  N.  

Aberdeen 

Keegan,  Agnes 

Aberdeen 

Rodine,  J.  C.  

Aberdeen 

Berzins,  R 

Bowdle 

King,  R.  F. 

Aberdeen 

Rudolph,  E.  A.  .. 

Aberdeen 

Bloemendaal,  G. 

J.  Ipswich 

Krij^er,  P. 

Groton 

Sanders,  M.  E.  .... 

Redfield 

Bormes,  R.  E.  ___ 

Aberdeen 

Leon,  Paul  

.....  Aberdeen 

Schabauer,  E.  A. 

Hoven 

Bunker,  P.  G.  ... 

Aberdeen 

Marvin,  T.  R.  

Faulkton 

Scheffel,  A.  

Redfield 

Calene,  J.  L.  

Aberdeen 

Murdy,  B.  C.  

Aberdeen 

Standard,  R.  A.  .. 

Aberdeen 

Currie,  K.  P.  ..... 

Britton 

Murdy,  C.  B.  

.....  Aberdeen 

Steele,  G.  H.  

Aberdeen 

Damm,  W.  P.  ... 

Redfield 

Murdy,  Robert  C.  _ 

Aberdeen 

Sweeney,  W.  T. 

Aberdeen 

Drissen,  E.  M.  ... 

Britton 

McCarthy,  P.  V.  

.....  Aberdeen 

Taylor,  Wm.  R.  . 

Aberdeen 

Driver,  T. 

Aberdeen 

McIntosh,  G.  F.  

Eureka 

Ullman,  A.  

Aberdeen 

Eckrich,  J.  A. 

Aberdeen 

Nnrgelln,  V. 

Redfield 

Vogele,  A C. 

Aberdppn 

Fahrenwald,  M. 

Redfield 

Patterson,  D.  

Redfield 

Vogele;  C.  L.  ...... 

Aberdeen 

Gerber,  B.  C.  

Aberdeen 

Perry,  E.  J 

...  Redfield 

Zvejnieks,  K. 

Leola 

Graff,  L.  W.  ...... 

Britton 

Allen,  S. Watertown 

Argabrite,  J.  W. Watertown 

Auskaps,  R.  Watertown 

Bartron,  G.  Robert  ..  Watertown 
Bartron,  H.  J.,  Jr.  ____  Watertown 

Brakss,  V.  Watertown 

Brewster,  C.  B.  Watertown 

Brown,  H.  Russell  Watertown 


WATERTOWN 
DISTRICT  No.  2 

Pres.,  C.  F.  Ryan,  M.D. 

Sec.,  P.  S.  Nelson,  M.D. 

Clark,  C.  J.  Watertown 

Fedt,  D.  Watertown 

Heinrichs,  E.  H. Watertown 

Huppler,  E.  G.  Watertown 

Maxwell,  R.  T.  Clear  Lake 

Nelson,  P.  S.  Watertown 

Reul,  T.  Watertown 

Rousseau,  M.  C. Watertown 


Ryan,  C.  Watertown 

*Schieb,  A.  P. Watertown 

Stoltz,  C.  R Watertown 

Stransky,  J.  J.  Watertown 

Tracy,  G.  E Watertown 

Venables,  A.  Watertown 

Willen,  A.  Clark 

Wrage,  T.  R.,  Jr.  Watertown 


MADISON-BROOKINGS 
DISTRICT  No.  3 

Pres.,  B.  T.  Otey,  M.D. 
Sec.,  C.  M.  Kershner,  M.D. 


Anderson,  J.  A. Madison 

Arbon,  R.  K. Lake  Preston 

Belatti,  R.  G.  Madison 

Benjamin,  M.  B.  Mich. 

Davidson,  M.  Brookings 

Friefeld,  S.  Brookings 

Henry,  Robert  Brookings 

Hura,  R. Howard 

Kershner,  C.  M. Brookings 


Lushbough,  B.  C. Brookings 

Marr,  Liselotte  Estelline 

Marr,  Valentine  Estelline 

Muggly,  J.  A.  Madison 

Otey,  B.  T.  Flandreau 

Patt,  W.  H.  Brookings 

Peeke,  A.  P.  Volga 

Plowman,  E.  T.  Brookings 

Reagan,  J.  L.  Madison 


Roberts,  C.  S.,  Jr.  Brookings 

Scheller,  D.  L. Arlington 

Tank,  M.  Brookings 

Turner,  C.  R.  Brookings 

Watson,  E.  S.  Brookings 

Westaby,  J.  R. Madison 

Whitson,  G.  E. Madison 

Wold,  H.  R.  Madison 


Askwig,  L.  C.  Pierre 

Collins,  E.  H.  Gettysburg 

Cowan,  J.  T. Pierre 

Fox,  S.  W. Pierre 

Horthy,  A Kennebec 

Horthy,  K.  Kennebec 

Illig,  K.  M.  Pierre 

Jahraus,  R.  C.  Pierre 


PIERRE 

DISTRICT  No.  4 

Pres.,  B.  O.  Lindbloom,  M.D. 
Sec.,  J.  T.  Cowan,  M.D. 

Lindbloom,  B.  O.  Pierre 

Morrissey,  M.  M Pierre 

Murphy,  J.  C.  Murdo 

Simon,  S.  Pierre 

Spears,  B.  Pierre 

Sundet,  N.  J Kadoka 

Swanson,  C.  L.  Pierre 


Tyler,  C.  L.  Pierre 

Urbanyi,  E.  W.  Gettysburg 

Van  Heuvelen,  G.  J.  Pierre 

Voss,  E.  P. Mich. 

Werthman,  H.  E. Pierre 

Westland,  G.  I.  Onida 

Zakahi,  R.  J.  Pierre 
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Adams,  H.  P. Huron 

Avots-Avotins,  K Texas 

Bell,  G.  Robert  De  Smet 

Buchanan,  D.  Huron 

Buchanan,  R.  A.  Huron 

Charbonneau,  Y. Huron 

Dean,  Roscoe Wess.  Springs 

DeGeest,  J.  H. Miller 

Gryte,  C.  F.  Huron 


Berry,  J.  T. Mitchell 

Binder,  C.  F.  Chamberlain 

Bollinger,  W.  F. Parkston 

Brogdon,  P.  P.  Mitchell 

Delaney,  Robert  Mitchell 

Delaney,  W.  A.,  Jr.  Mitchell 

Fritz,  W.  H.  Mitchell 

Gere,  R.  G.  Mitchell 

Gillis,  F.  D Mitchell 


Akland,  L.  Africa 

Alexander,  John Texas 

Anderson,  C Sioux  Falls 

Anderson,  T.  R.  Sioux  Falls 

Anderson,  W.  R. Sioux  Falls 

Angelos,  T?.  Canton 

Arneson,  W.  A.  Sioux  Falls 

Aspaas,  P.  K. Dell  Rapids 

Bankead,  J.  H.  Sioux  Falls 

Barnett,  G.  L.  Sioux  Falls 

Becker,  S. Sioux  Falls 

Billion,  T.  J.,  Jr.  Sioux  Falls 

Breit,  D.  H. Sioux  Falls 

Brzica,  S.  M.  Sioux  Falls 

Burleigh,  J.  Sioux  Falls 

Burns,  E.  A.  Sioux  Falls 

Burns,  K.  R.  Sioux  Falls 

*Carney,  M.  Kansas 

Chalmers,  J.  H.  Sioux  Falls 

Church,  W.  G.  Sioux  Falls 

Cottam,  G.  I.  W. Sioux  Falls 

Cutshall,  V.  H.  Sioux  Falls 

Cutshall,  V.  K.  Sioux  Falls 

de  Almeida,  M.  J.  Viborg 

de  Boer,  A.  Lennox 

Devick,  J.  C.  Colton 

Dickinson,  J.  Canistota 

Donahoe,  J.  W.  Sioux  Falls 

Donahoe,  R.  R.  Sioux  Falls 

*Donahoe,  S.  A.  Sioux  Falls 

*Donahoe,  W.  E. Sioux  Falls 

Driver,  D.  R.  Sioux  Falls 

Duimstra,  F Sioux  Falls 

Eirinberg,  I.  Sioux  Falls 

Ensberg,  D.  Sioux  Falls 

Epp,  D.  Freeman 

Erickson,  E.  G.  Sioux  Falls 


M.S. — Indicates  Military  Service 


HURON 

DISTRICT  No.  5 

Pres.,  Y.  H.  Charbonneau,  M.D. 
Sec.,  E.  C.  Hanisch,  M.D. 

Hagin,  J.  C.  Miller 

Hanisch,  E.  C.,  Jr.  Huron 

Hanson,  Wm.  O.  De  Smet 

Hofer,  E.  A Huron 

Hohm,  P.  Huron 

Hohm,  T.  Huron 

Huet,  G.  M.  Huron 

Kilpatrick,  W.  R.  J.  Huron 


MITCHELL 
DISTRICT  No.  6 

Pres.,  E.  H.  Mueller,  M.D. 
Sec.,  J.  H.  Lloyd,  Jr.,  M.D. 

Holland,  L.  W.  Chamberlain 


Lewis,  H.  R. Mitchell 

Lloyd,  J.  H.  Mitchell 

Lloyd,  J.  H.,  Jr Mitchell 

Mabee,  D.  R. Mitchell 

Mabee,  O.  J. Mitchell 

McCann,  J.  P. Parkston 

Mueller,  E.  H Tripp 


SIOUX  FALLS 
DISTRICT  No.  7 

Pres.,  T.  A.  Angelos,  M.D. 

Sec.,  J.  B.  Gregg,  M.D. 
Treas.,  D.  L.  Ensberg,  M.D. 


Erickson,  O.  P.  ..  Valley  Springs 

Farrell,  H.  W.  Sioux  Falls 

Ferrell,  M.  R. Sioux  Falls 

Fisk,  R.  G.  Dell  Rapids 

*Fisk,  R.  R.  Flandreau 

Frost,  D.  M.  Sioux  Falls 

*Gage,  E.  E.  Sioux  Falls 

Giebink,  R.  R.  Sioux  Falls 

Greenfield,  D.  Sioux  Falls^ 

Greenfield,  R.  E.  Sioux  Falls 

Greenough,  E.  E.  Sioux  Falls 

Gregg,  J.  B Sioux  Falls 

Grove,  M.  S Sioux  Falls 

Hage,  W.  Sioux  Falls 

Hansen,  H.  F. Sioux  Falls 

Hosen,  R.  S.  Sioux  Falls 

Hoskins,  J.  H.  Sioux  Falls 

Ihle,  C.  W.  Sioux  Falls 

Jameson,  G.  M.  Sioux  Falls 

Janis,  J.  B.  Sioux  Falls 

Jones,  W.  L.  Sioux  Falls 

Kaufman,  I.  I. Freeman 

Kaul,  Lothar Sioux  Falls 

*Keller,  S.  A.  California 

Kemper,  C.  E. Viborg 

King,  L.  M. Sioux  Falls 

Kittelson,  H.  O.  Sioux  Falls 

Kohlmeyer,  F.  C.  Sioux  Falls 

Larson,  C.  S.  Sioux  Falls 

Leander,  R.  B.  Sioux  Falls 

Leraan,  L.  G.  Sioux  Falls 

Lietzke,  E.  T.  Beresford 

Maresh,  E.  R.  Sioux  Falls 

Mattice,  Lloyd  Sioux  Falls 

Mongeon,  C.  J.  Calif. 

Mutch,  M.  J.  Sioux  Falls 

Myrabo,  A.  K.  Sioux  Falls 

McDonald,  C.  J Sioux  Falls 


Larson,  J.  A.  Huron 

Leigh,  F.  D Huron 

Lenz,  B.  T.  Huron 

McManus,  T.  B.  ...  Wess.  Springs 

Pangburn,  M.  W. Miller 

Saxton,  W.  H.  Huron 

Saylor,  H.  L.,  Jr. Huron 

Tschetter,  P.  S. Huron 


Peiper,  W.  A.  Mitchell 

Porter,  M.  H. Parkston 

Skogmo,  B.  R.  Mitchell 

Tobin,  F.  J. Mitchell 

Tobin,  L.  W ...  Mitchell 

Vonburg,  V.  R Mitchell 

Vose,  J.  L Mitchell 

Weatherill,  D.  W Mitchell 


McGreevy,  E.  J.  Sioux  Falls 

McGreevy,  J.  V.  Sioux  Falls 

McHardy,  B.  R. Sioux  Falls 

*Nelson,  J.  A.  California 

Nelson,  R.  E.  Sioux  Falls 

Ogborn,  R.  J. Sioux  Falls 

Olson,  R.  G.  Sioux  Falls 

Opheim,  W.  L.  Sioux  Falls 

Pankow,  L.  J.  Sioux  Falls 

Parke,  L.  L.  Canton 

Pasek,  E.  A.  Sioux  Falls 

Peik,  D.  J.  Sioux  Falls 

Peters,  E.  H.  Sioux  Falls 

Petres,  A.  Salem 

Quinn,  R.  H.  Sioux  Falls 

*Quinn,  R.  J. Sioux  Falls 

Reagan,  P.  R. Sioux  Falls 

Sanderson,  E.  W.  ....  Sioux  Falls 

Sercl,  W.  Sioux  Falls 

Shaeffer,  J.  H. Sioux  Falls 

Shreves,  H. Sioux  Falls 

Smith,  G.  W. Sioux  Falls 

Stahmann,  F. Sioux  Falls 

Steiner,  P.  K. Sioux  Falls 

Stern,  C.  A.  Sioux  Falls 

Strauss,  B.  Parker 

*Van  Demark,  G.  E.  Sioux  Falls 
Van  Demark,  R.  E.  ..  Sioux  Falls 

Van  Lier,  P.  C.  Sioux  Falls 

Villa,  Jose  Freeman 

Volin,  H.  P.  Lennox 

Volin,  V.  V.  Sioux  Falls 

Wessman,  N.  E.  Sioux  Falls 

Williams,  M.  F.  Sioux  Falls 

Wingert,  Marvin  Garretson 

Zandersons,  V.  A.  ....  Sioux  Falls 
*Zimmerman,  Goldie  E. 

Missoula,  Montana 
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Abts,  F.  J.  Yankton 

Andre,  H.  C.  Vermillion 

Auld,  Marian  Yankton 

Auld,  M.  A.  Yankton 

Behan,  Lawrence  Yankton 

Berg,  S.  Tyndall 

Coram,  Frank  J.  (M.S.) 

Eyres,  T.  E.  Vermillion 

Fairbanks,  W.  H Vermillion 

Faithe,  Margaret  Wakonda 

Foley,  R.  J. Tyndall 

Glood,  D.  Viborg 

Haas,  F.  W.  Yankton 


YANKTON 
DISTRICT  No.  8 

Pres.,  E.  J.  Moore,  M.D. 
Sec.,  R.  J.  Foley,  M.D. 
Treas.,  R.  F.  Thompson,  M.D. 


*Hill,  J.  F.  Yankton 

Honke,  R.  W.  Wagner 

Hubner,  R.  F.  Yankton 

Johnson,  C.  F Yankton 

Kalda,  E.  F.  Platte 

Klar,  W.  Geddes 

Kleinsasser,  G.  Scotland 

Knabe,  G.  W.  Vermillion 

Kramer,  R.  K. Yankton 

Lyso,  M.  Yankton 

McVay,  C.  B.  Yankton 

Michael,  A.  Pakistan 


Ahrlin,  H.  L.  Rapid  City 

Anderson,  A.  B. Lead 

Bailey,  J.  D.  Rapid  City 

Bareis,  R.  J Rapid  City 

Behrens,  C.  L.  Rapid  City 

Berry,  J.  T.  (M.S.) 

Blunck,  C.  J.  Rapid  City 

Bobeck,  C.  J.  Rapid  City 

Borgmeyer,  H.  J. Rapid  City 

Boyce,  R.  A.  Rapid  City 

Bray,  R.  B.  Rapid  City 

Brownell,  M.  D.  Rapid  City 

Butler,  J.  M.  Hot  Springs 

*Byrne,  J.  R. Edgemont 

Cameron,  D.  E.  Rapid  City 

*Chassell,  J.  L.  Belle  Fourche 

Chu,  C.  L Illinois 

Clark,  B.  S. Spearfish 

Clark,  C.  A.  Lead 

Cline,  J.  A. Rapid  City 

Cook,  W.  S.  (M.S.) 

Cowan,  L.  K.  Rapid  City 

*Crane,  H.  L.  Washington,  D.  (j. 

Crowder,  R.  Rapid  City 

D’Arata,  E.  J.  ..  New  Underwood 

Dulaney,  C.  H. Ft.  Meade 

Dzintars,  P.  F. Faith 

Elston,  J.  T.  Rapid  City 

Feehan,  J.  J.  Rapid  City 

Finley,  R.  C. Rapid  City 

*Fleeger,  R.  R.  Lead 

Freimark,  L.  G. Rapid  City 

Frost,  H.  L. Rapid  City 

Geib,  W.  A. Rapid  City 

Gilbert,  F.  J.  Belle  Fourche 


BLACK  HILLS 
DISTRICT  No.  9 

Pres.,  J.  T.  Elston,  M.D. 

Sec.,  H.  H.  Theissen,  M.D. 

Grau,  H.  J.  Rapid  City 

Gunter,  J.  E Rapid  City 

Gwinn,  C.  B. Rapid  City 

Hamm,  J.  N.  Sturgis 

Hare,  H.  J Rapid  City 

Hare,  Lyle  Spearfish 

Heinzen,  F.  J.  (M.S.) 

Hewitt,  J.  M.  Rapid  City 

Holleman,  W.  W.  Rapid  City 

Hornbeck,  N.  B.  (M.S.) 

Hvam,  Ole  Quinn 

* Jackson,  A.  S.  Rapid  City 

Jacobson,  T.  R. Hot  Springs 

Janss,  W.  B.  Rapid  City 

Jatoi,  A.  M.  Deadwood 

Jones,  R.  S.  Rapid  City 

Jones,  W.  E. Sturgis 

Kegaries,  D.  L.  Rapid  City 

Kelly,  W.  T.  (M.S.) 

Koren,  P.  H.  Rapid  City 

Kovarik,  R.  A.  Rapid  City 

Kucera,  W Lead 

Lampert,  A.  A.  Rapid  City 

Leeds,  J.  F.  Hot  Springs 

Lewis,  J.  R.  (M.S.) 

Lydiatt,  J.  Hot  Springs 

Mangulis,  G. Philip 

Marousek,  M.  Belle  Fourche 

Mattox,  J Deadwood 

*Mattox,  N.  E.  Deadwood 

McCroskey,  R.  C. Rapid  City 

Mead,  T.  Spearfish 

Merryman,  M.  P. Rapid  City 

Meyer,  W.  L. Hot  Springs 

Millea,  R.  P.  Rapid  City 


Destache,  D.  J.  Rosebud 

Guzman,  L.  G.  (M.S.)  ..  Rosebud 

Hayes,  R.  H.  Winner 

Lakstigala,  Peter  White  River 

Lenz,  B.  (M.S.)  Rosebud 


ROSEBUD 
DISTRICT  No.  10 

Pres.,  R.  L.  Lillard,  M.D. 

Sec.,  R.  L.  Stiehl,  M.D. 

Lillard,  R.  L.  Winner 

Lindholm,  D.  D.  (M.S.)  Rosebud 

Nelson,  M.  (M.S.)  Rosebud 

Roesel,  R.  W Winner 

Staats,  R.  E.  (M.S.)  New  York 


NORTHWEST 
DISTRICT  No.  11 


Johnson,  C.  A Lemmon 

Lowe,  H.  E.  Mobridge 

Lowe,  J.  A. Mobridge 


Amundson,  Loren  Webster 

Batt,  E.  J.  Sisseton 

Brauer,  H Sisseton 

Brinkman,  W.  C. Sisseton 

Czajkowskj,  R Veblen 

Czajkowskj,  T.  Veblen 

M.S. — Indicates  Military  Se 


Sec.,  B.  P.  Nolan,  M.D. 


MacDonald,  R.  G.  Lemmon 

Nolan,  B.  P. Mobridge 

Spiry,  A.  W.  Mobridge 


WHETSTONE  VALLEY 
DISTRICT  No.  12 

Pres.,  E.  J.  Batt,  M.D. 
Sec.,  V.  Janavs,  M.D. 


Gregory,  D.  A Milbank 

Janavs,  V. Milbank 

Johnson,  E.  A.  Milbank 

Judge,  W.  T.  Milbank 

Karlins,  W.  H.  Webster 


Moore,  E.  J.  Vermillion 

Price,  Ronald Armour 

Ranney,  B. Yankton 

Reaney,  D.  B.  Yankton 

Reding,  A.  P.  Marion 

Riesberg,  E Yankton 

Sattler,  T.  H Yankton 

Stanage,  W.  F. Yankton 

Steele,  J.  P.  Yankton 

Thompson,  R.  F. Yankton 

Tidd,  J.  T.  Yankton 

Willcockson,  T.  H. Yankton 


*Mills,  G.  W.  Wall 

Munson,  H.  B.  Rapid  City 

Nieher,  W.  C.  (M.S.) 

Nozik,  H.  I.  (M.S.) 

O’Toole,  T.  F. Rapid  City 

Owen,  G.  S. Rapid  City 

Palmerton,  E.  S Rapid  City 

Paulson,  G.  Rapid  City 

*Pemberton,  M.  O.  Deadwood 

Pokqrny,  J.  F.  Newell 

Richie,  J.  L. Rapid  City 

Roper,  C.  E. Hot  Springs 

Ruud,  E.  T.  Rapid  City 

Salladay,  I.  R.  Ft.  Meade 

Saxton,  A.  J.  Rapid  City 

Sebring,  F.  U.  Martin 

Semones,  A.,  Jr. Lead 

Sherrill,  S.  F.  Belle  Fourche 

Slingsby,  J.  B.  Rapid  City 

Smiley,  J.  C.  Deadwood 

Spain,  M.  L.  Rapid  City 

Stone,  D.  Q.  (M.S.) 

Sullivan,  W.  S.  (M.S.) 

Swisher,  L.  P. Kadoka 

Tesar,  C.  E.  Rapid  City 

Theissen,  H.  H.  Rapid  City 

Wall,  D.  W.  (M.S.) 

Westaby,  R.  S.,  Jr.  ..  Rapid,.City 
White,  F.  T.  (M.S.) 

Whitney,  N.  R. Rapid  City 

Williams,  F.  R. Rapid  City 

Winter,  M.  O.  (M.S.) 

Wood,  G.  F.  Rapid  City 

Yackley,  J.  V. Rapid  City 

Zanka,  J.  Rapid  City 


Stiehl,  R.  L.  Burke 

Studenberg,  D.  Gregory 

Studenberg,  J.  E.  Winner 

Sweet,  E.  P.  Burke 


Wright,  J.  C.  (M.S.) 


Torkildson,  G.  McLaughlin 

Totten,  F.  C.  Lemmon 

Sabbagh,  M.  Lemmon 


Kass,  Joseph Rosholt 

Keller,  L.  W.  Webster 

Lie,  Dagfinn  Webster 

Lovering,  J.  Sisseton 

Peabody,  P.  D.,  Jr Sisseton 
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Abts,  F.  J. Yankton 

Adams,  H.  P. Huron 

Ahrlin,  H.  L Rapid  City 

Akland,  L.  Africa 

Alexander,  John  Texas 

Allen,  S.  W. Watertown 

Alway,  J.  D.  Aberdeen 

Amundson,  Loren  Webster 

Anderson,  A.  B. Lead 

Anderson,  C.  Wm. Sioux  Falls 

Anderson,  J.  A.  Madison 

Anderson,  T.  R.  Sioux  Falls 

Anderson,  W.  R.  Sioux  Falls 

Andre,  H.  C.  Vermillion 

Angelos,  T.  Canton 

Arbon,  R.  K. Lake  Preston 

Argabrite,  J.  W. Watertown 

Arneson,  W.  A.  Sioux  Falls 

Askwig,  L.  C.  Pierre 

Aspaas,  P.  K. Dell  Rapids 

Auld,  Marian  Yankton 

Auld,  M.  A.  Yankton 

Auskaps,  R. Watertown 

Avots-Avotins,  K.  Texas 

Avotins,  R.  Faulkton 

Bailey,  J.  D. Rapid  City 

Bankead,  J.  H Sioux  Falls 

Bareis,  R.  J.  Rapid  City 

Barnett,  G.  L. Sioux  Falls 

Bartron,  G.  R.  Watertown 

Bartron,  H.  J.,  Jr.  Watertown 

Batt,  E.  J.  Sisseton 

Becker,  S.  F. Sioux  Falls 

Behan,  L.  G.  Yankton 

Behrens,  C.  L. Rapid  City 

Belatti,  R.  G.  Madison 

Bell,  G.  Robert De  Smet 

Benjamin,  M.  B.  Michigan 

Berbos,  J.  N.  Aberdeen 

Berg,  S. Tyndall 

Berry,  J.  T.  Mitchell 

Berry,  J.  T.  (M.S.) 

Berzins,  R.  Bowdle 

Billion,  T.  J.,  Jr.  Sioux  Falls 

Binder,  C.  F.  Chamberlain 

Bloemendaal,  G.  J.  Ipswich 

Blunck,  C.  F Rapid  City 

Bobeck,  C.  J.  Rapid  City 

Bollinger,  W.  F.  Parkston 

Borgmeyer,  H.  J.  Rapid  City 

Bormes,  R.  E.  Aberdeen 

Boyce,  R.  A.  Rapid  City 

Brakss,  V.  Watertown 

Brauer,  H.  H.  Sisseton 

Bray,  R.  B.  Rapid  City 

Breit,  D.  H. Sioux  Falls 

Brewster,  C.  B.  Watertown 

Brinkman,  W.  C.  Sisseton 

Brzica,  S.  M.  Sioux  Falls 

Brogdon,  P.  P.  Mitchell 

Brown,  H.  R.  Watertown 

Brownell,  M.  E.  Rapid  City 

Buchanan,  D.  Huron 

Buchanan,  R.  A. Huron 

Bunker,.  P.  G.  Aberdeen 

Burleigh,  J. Sioux  Falls 

Burns,  E.  A.  Sioux  Falls 

Burns,  K.  R.  Sioux  Falls 

Butler,  J.  M.  Hot  Springs 

*Byrne,  J.  R. Edgemont 

Calene,  J.  L.  Aberdeen 

Cameron,  D.  E.  Rapid  City 


M.S. — Indicates  Military  Service 


* Carney,  M.  Manhatten,  Kan. 

Chalmers,  J.  H. Sioux  Falls 

Charbonneau,  Y.  H Huron 

*Chassell,  J.  L.  Belle  Fourche 

Chu,  C.  L.  Illinois 

Church,  Bill  G Sioux  Falls 

Clark,  B.  S.  Spearfish 

Clark,  C.  A. Lead 

Clark,  C.  J.  Watertown 

Cline,  J.  A.  Rapid  City 

Collins,  E.  H.  Gettysburg 

Cook,  W.  S.  (M.S.) 

Coram,  F.  J.  (M.S.) 

Cottam,  G.  1.  W.  Sioux  Falls 

Cowan,  J.  T. Pierre 

Cowan,  L.  K.  ..  Rapid  City 

*Crane,  H.  L.  Washington,  D.  C. 

Crowder,  R.  B Rapid  City 

Currie,  K.  P.  Britton 

Cutshall,  V.  H.  Sioux  Falls 

Cutshall,  V.  K Sioux  Fails 

Czajkowskyj,  Ruth  Veblen 

Czajkowskyj,  T. Veblen 

D’Arata,  E.  J.  New  Underwood 

Damm,  W.  P.  Redfield 

Davidson,  M. Brookings 

Dean,  Roscoe  Wess.  Springs 

de  Almeida,  M.  J.  Viborg 

de  Boer,  A. Lennox 

De  Geest,  J.  H. Miller 

Delaney,  R.  J.  Mitchell 

Delaney,  W.  A.,  Jr. Mitchell 

Destache,  D.  J.  Rosebud 

Devick,  J.  S.  Colton 

Dickinson,  J.  Canistota 

Donahoe,  J.  W.  Sioux  Falls 

Donahoe,  R.  R.  Sioux  Falls 

*Donahoe,  S.  A. Sioux  Falls 

*Donahoe,  W.  E. Sioux  Falls 

Drissen,  E.  M.  Britton 

Driver,  D.  R.  Sioux  Falls 

Driver,  I.  E.  Aberdeen 

Duimstra,  F.  Sioux  Falls 

Dulaney,  C.  H.  Ft.  Meade 

Dzintars,  P.  F.  Faith 

Eckrich,  J.  A. Aberdeen 

Eirinberg,  I.  Sioux  Falls 

Elston,  J.  T.  Rapid  City 

Ensburg,  D.  L. Sioux  Falls 

Epp,  D.  L.  Freeman 

Erickson,  E.  G.  Sioux  Falls 

Erickson,  O.  P.  ..  Valley  Springs 

Eyres,  T.  E Vermillion 

Fahrenwald,  M Redfield 

Fairbanks,  W.  H.  Vermillion 

Faithe,  Margaret  Wakonda 

Farrell,  H.  W.  Sioux  Falls 

Fedt,  Donald  Watertown 

Feehan,  J.  J.  Rapid  City 

Ferrell,  M.  R Sioux  Falls 

Finley,  R.  C.  Rapid  City 

Fisk,  R.  G.  Dell  Rapids 

*Fisk,  R.  R.  Flandreau 

*Fleeger,  R.  B.  Lead 

Foley,  R.  J.  Tyndall 

Friemark,  L.  Rapid  City 

Friefeld,  S.  Brookings 

Fox,  S.  W.  Pierre 

Fritz,  W.  H.  Mitchell 

Frost,  D.  M.  1 Sioux  Falls 

Frost,  H.  L.  Rapid  City 

*Gage,  E.  E.  Sioux  Falls 


Geib,  W.  A.  Rapid  City 

Gerber,  B.  C. Aberdeen 

Gere,  R.  G.  Mitchell 

Giebink,  R.  R.  Sioux  Falls 

Gilbert,  F.  J.  Belle  Fourche 

Gillis,  F.  D.  Mitchell 

Glood,  D.  Viborg 

Graff,  L.  W.  Britton 

Grau,  H.  J.  Rapid  City 

Greenfield,  D.  L. Sioux  Falls 

Greenfield,  R.  E. Sioux  Falls 

Greenough,  E.  E. Sioux  Falls 

Gregg,  J.  B. Sioux  Falls 

Gregory,  D.  A. Milbank 

Grove,  M.  S.  Sioux  Falls 

Gryte,  C.  F.  Huron 

Gunter,  J.  E.  Rapid  City 

Guzman,  L.  G.  (M.S.)  __  Rosebud 

Gwinn,  C.  B.  Rapid  City 

Haas,  F.  W.  Yankton 

Hagan,  A.  S.  Faulkton 

Hage,  W.  J. Sioux  Falls 

Hagin,  J.  C.  Miller 

Hamm,  J.  N.  Sturgis 

Hanisch,  E.  C.,  Jr.  Huron 

Hansen,  H.  F.  Sioux  Falls 

Hanson,  W.  O De  Smet 

Hare,  H.  J. Rapid  City 

Hare,  Lyle  Spearfish 

Hayes,  R.  H.  Winner 

Heinrichs,  E.  H. Watertown 

Heinzen,  F.  J.  (M.S.) 

Henry,  Robert  Brookings 

Hewitt,  J.  M. Rapid  City 

*Hill,  J.  F Yankton 

Hillan,  D.  D.  Wisconsin 

Hofer,  E.  A.  Huron 

Hohm,  Paul Huron 

Hohm,  Theo.  Huron 

Holland,  L.  W Chamberlain 

Holleman,  W.  W.  Rapid  City 

Honke,  R.  W. Wagner 

Hornbeck,  N.  B.  (M.S.) 

Horthy,  A.  Kennebec 

Horthy,  K.  Kennebec 

Hosen,  R.  S.  Sioux  Falls 

Hoskins,  J.  H. Sioux  Falls 

Hubner,  R.  F.  Yankton 

Huet,  G.  M.  Huron 

Huppler,  E.  G.  Watertown 

Hura,  R.  Howard 

Hvam,  Ole  Quinn 

Ihle,  C.  W.  Sioux  Falls 

Illig,  K.  M. Pierre 

* Jackson,  A.  S.  Rapid  City 

Jacobson,  T.  R.  Hot  Springs 

Jameson,  G.  M.  Sioux  Falls 

Jahraus,  R.  C.  Pierre 

Janavs,  V. Milbank 

Janis,  J.  B.  Sioux  Falls 

Janss,  W.  B.  Rapid  City 

Jatoi,  A.  M.  Deadwood 

Johnson,  C.  A.  Lemmon 

Johnson,  C.  F.  Yankton 

Johnson,  E.  A. Milbank 

Jones,  R.  S.  Rapid  City 

Jones,  W.  E.  Sturgis 

Jones,  W.  L.  Sioux  Falls 

Judge,  W.  T.  Milbank 

Kalda,  E.  F.  Platte 

Karlins,  W.  H. Webster 

Kass,  Joseph  Rosholt 

Kaufman,  I.  I. Freeman 

* — Indicates  Honorary  Membership 
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Kaul,  Lothar  Sioux  Falls 

Keegan,  Agnes  Aberdeen 

Kegaries,  D.  L. Rapid  City 

Keller,  L.  W.  Webster 

*Keller,  S.  A.  California 

Kelly,  W.  T.  (M.S.) 

Kemper,  C.  E. Viborg 

Kershner,  C.  M. Brookings 

Kilpatrick,  W.  R.  J. Huron 

King,  B.  F.  Aberdeen 

King,  L.,  Jr.  Sioux  Falls 

Kittelson,  H.  O.  Sioux  Falls 

Klar,  W.  Geddes 

Kleinsasser,  G.  Scotland 

Knabe,  G.  W.  Vermillion 

Kohlmeyer,  F.  C.  Sioux  Falls 

Koren,  P.  H.  Rapid  City 

Kovarik,  R.  A.  Rapid  City 

Kramer,  R.  K Yankton 

Krijger,  P.  Groton 

Kucera,  W.  Lead 

Lakstigala,  Peter  White  River 

Lampert,  A.  A.  Rapid  City 

Larson,  C.  S.  Sioux  Falls 

Larson,  J.  A.  Huron 

Leander,  R.  B. Sioux  Falls 

Leeds,  J.  F.  Hot  Springs 

Leigh,  F.  D.  Huron 

Lenz,  B.  T.  Huron 

Lenz,  B.  W.  (M.S.)  Rosebud 

Leon,  Paul Aberdeen 

Leraan,  L.  G.  Sioux  Falls 

Lewis,  H.  R. Mitchell 

Lewis,  J.  R.  (M.S.) 

Lie,  Dagfinn Webster 

Lietzke,  E.  T.  Beresford 

Lillard,  R.  L.  Winner 

Lindbloom,  B.  O.  Pierre 

Lindholm,  D.  D.  (M.S.) 

Lloyd,  J.  H.  Mitchell 

Lloyd,  J.  H.,  Jr.  Mitchell 

Lovering,  J.  Webster 

Lowe,  H.  E.  Mobridge 

Lowe,  J.  A. Mobridge 

Lushbough,  B.  C. Brookings 

Lydiatt,  J.  Hot  Springs 

Lyso,  M.  Yankton 

Mabee,  D.  R. Mitchell 

Mabee,  O.  J. Mitchell 

MacDonald,  R.  G.  Lemmon 

Mangulis,  (J.  Philip 

Maresh,  E.  R.  Sioux  Falls 

Marousek,  M.  Belle  Fourche 

Marr,  L.  Estelline 

Marr,  V.  Estelline 

Marvin,  T.  R.  Faulkton 

Mattice,  Lloyd Sioux  Falls 

Mattox,  J.  Deadwood 

*Mattox,  N.  E.  Deadwood 

Maxwell,  R.  T. Clear  Lake 

Mead,  T.  Spearfish 

Merryman,  M.  P.  Rapid  City 

Meyer,  W.  L. Hot  Springs 

Michael,  A.  Pakistan 

Millea,  R.  P. Rapid  City 

*Mills,  G.  W Wall 

Mongeon,  C.  L. California 

Moore,  E.  J. Vermillion 

Morrissey,  M.  M Pierre 

Mueller,  E.  H. Tripp 

Muggly,  J.  A.  Madison 

Munson,  H.  B. Rapid  City 

Murdy,  B.  C.  Aberdeen 

Murdy,  C.  B. Aberdeen 

Murdy,  R.  C.  Aberdeen 

Murphy,  J.  C. Murdo 

Mutch,  M.  G.  Sioux  Falls 

Myrabo,  A.  K.  Sioux  Falls 

McCann,  J.  P.  Parkston 

McCarthy,  P.  V.  Aberdeen 

McCroskey,  R.  C Rapid  City 

McDonald,  C.  J.  Sioux  Falls 


McGreevy,  E.  J.  Sioux  Falls 

McGreevy,  J.  V.  Sioux  Falls 

McHardy,  B.  R.  Sioux  Falls 

McIntosh,  G.  F.  Eureka 

McManus,  T.  B.  ..  Wess.  Springs 

McVay,  C.  B.  Yankton 

*Nelson,  J.  A.  California 

Nelson,  M.  H.  (M.S.) 

Nelson,  P.  S.  Watertown 

Nelson,  R.  E.  Sioux  Falls 

Nieher,  W.  C.  (M.S.) 

Nolan,  B.  P. Mobridge 

Norgello,  V.  Redfield 

Nozik,  H.  I.  (M.S.) 

Ogborn,  R.  J.  Sioux  Falls 

Olson,  R.  G.  Sioux  Falls 

Opheim,  W.  L. Sioux  Falls 

Otey,  B.  T.  Flandreau 

O'Toole,  T.  F.  Rapid  City 

Owen,  G.  S.  Rapid  City 

Palmerton,  E.  S. Rapid  City 

Pangburn,  M.  W Miller 

Pankow,  L.  J. Sioux  Falls 

Parke,  L.  L.  Canton 

Pasek,  E.  A.  Sioux  Falls 

Patt,  W.  H.  Brookings 

Patterson,  D.  Redfield 

Paulson,  G.  S. Rapid  City 

Peeke,  A.  P.  Volga 

Peabody,  P.  D.,  Jr.  Sisseton 

Peik,  D.  J. Sioux  Falls 

Peiper,  W. Mitchell 

*Pemberton,  M.  O. Rapid  City 

Perry,  E.  J.  Redfield 

Peters,  E.  H. Sioux  Falls 

Petres,  A.  Salem 

Pfisterer,  T.  R.  Redfield 

Plowman,  E.  T.  Brookings 

Pokorny,  J.  F.  Newell 

Porter,  M.  H.  Parkston 

Price,  Ronald  Armour 

Quinn,  R.  H. Sioux  Falls 

*Quinn,  R.  J.  Sioux  Falls 

Ralston,  L.  S. Aberdeen 

Ranney,  Brooks  Yankton 

Reagan,  J.  L.  Madison 

Reagan,  P.  R. Sioux  Falls 

Reaney,  D.  B.  Yankton 

Reding,  A.  P.  Yankton 

Reul,  T.  W.  Watertown 

Richie,  J.  L. Rapid  City 

Riesberg,  E. Yankton 

Roberts,  C.  S.,  Jr.  Brookings 

Rodine,  J.  C.  Aberdeen 

Roesel,  R.  W. Winner 

Roper,  C.  E.  Hot  Springs 

Rousseau,  M.  C. Watertown 

Rudolph,  E.  A.  Aberdeen 

Ruud,  E.  T. Rapid  City 

Ryan,  C.  F Watertown 

Sabbagh,  M.  Lemmon 

Salladay,  I.  R.  Ft.  Meade 

Sanders,  M.  E.  Redfield 

Sanderson,  E.  W.  Sioux  Falls 

Sattler,  T.  H.  Yankton 

Saxton,  A.  J.  Rapid  City 

Saxton,  W.  H.  Huron 

Saylor,  H.  L.,  Jr.,  Huron 

Schabauer,  E.  A. Hoven 

Shaeffer,  J.  H.  Sioux  Falls 

Scheffel,  A.  Redfield 

*Scheib,  A.  P. Watertown 

Scheller,  D.  L.  Arlington 

Sebring,  F.  U.  Martin 

Semones,  A.,  Jr.  Lead 

Sercl,  W.  F.  Sioux  Falls 

Sherrill,  S.  F.  Belle  Fourche 

Shreves,  H. Sioux  Falls 

Simon,  S.  Pierre 

Skogmo,  B.  R. Mitchell 

Slingsby,  J.  B.  Rapid  City 

Smiley,  J.  C.  Deadwood 
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Smith,  G.  W.  Sioux  Falls 

Spain,  M.  L.  Rapid  City 

Spears,  B.  Pierre 

Spiry,  A.  W. Mobridge 

Staats,  R.  S.  (M.S.)  ____  New  York 

Stahmann,  F.  S. Sioux  Falls 

Stanage,  W.  F. Yankton 

Standard,  R.  A. Aberdeen 

Steele,  G.  H.  Aberdeen 

Steele,  J.  P.  Yanton 

Steiner,  P.  Sioux  Falls 

Stern,  C.  A. Sioux  Falls 

Stiehl,  R.  L Burke 

Stoltz,  C.  R. Watertown 

Stone,  D.  Q.  (M.S.) 

Stransky,  J.  J.  Watertown 

Strauss,  B.  Parker 

Studenberg,  D.  Gregory 

Studenberg,  J.  E.  Winner 

Sullivan,  W.  S.  (M.S.) 

Sundet,  N.  J. Kadoka 

Swanson,  C.  L.  Pierre 

Sweeny,  W.  T. Aberdeen 

Sweet,  E.  P.  Burke 

Swisher,  L.  P.  Kadoka 

Tank,  M.  C. Brookings 

Taylor,  Wm.  R.  Aberdeen 

Tesar,  C.  E.  Rapid  City 

Theissen,  H.  H.  Rapid  City 

Thompson,  R.  F. Yankton 

Tidd,  J.  T Yankton 

Tobin,  F.  J.  Mitchell 

Tobin,  L.  W.  Mitchell 

Torkildson,  G.  McLaughlin 

Totten,  F.  C.  Lemmon 

Tracy,  G.  E. Watertown 

Tschetter,  P.  S.  Huron 

Turner,  C.  R.  Brookings 

Tyler,  C.  L.  Pierre 

Ullman,  A.  Aberdeen 

Urbanyi,  E.  W.  Gettysburg 

*Van  Demark,  G.  E.  Sioux  Falls 
Van  Demark,  R.  E.  __  Sioux  Falls 

Van  Heuvelen,  G.  J.  Pierre 

Van  Lier,  P.  C.  Sioux  Falls 

Venables,  A.  Watertown 

Villa,  J.  P.  Freeman 

Vogele,  A.  C.  Aberdeen 

Vogele,  C.  L.  Aberdeen 

Volin,  H.  P.  Lennox 

Volin,  V.  V. Sioux  Falls 

Vonburg,  V.  R.  Mitchell 

Vose,  J.  L. Mitchell 

Voss,  E.  P.  Michigan 

Wall,  D.  W.  (M.S.) 

Watson,  E.  S.  Brookings 

Weatherill,  D.  W.  Mitchell 

Werthmann,  H. Pierre 

Wessman,  N.  E.  Sioux  Falls 

Westaby,  J.  R. Madison 

Westaby,  R.  S.,  Jr.  Rapid  City 

Westland,  G.  I. Onida 

White,  F.  T.  (M.S.) 

Whitney,  N.  R.  Rapid  City 

Whitson,  G.  E.  _ Madison 

Willcockson,  T.  H.  Yankton 

Willen,  Abner  Clark 

Williams,  F.  R.  Rapid  City 

Williams,  M.  F.  Sioux  Falls 

Wingert,  Marvin  Garretson 

Winters,  M.D.  (M.S.) 

Wold,  H.  R.  Madison 

Wood,  G.  F. Rapid  City 

Wrage,  T.  R.,  Jr.  Watertown 

Wright,  J.  C.  (M.S.) 

Yackley,  J.  V. Rapid  City 

Zakahi,  R.  J.  Pierre 

Zandersons,  V.  Sioux  Falls 

Zanka,  J.  Rapid  City 

* Zimmerman,  Goldie  E. 

Missoula,  Montana 
Zvejnieks,  K.  Leola 


An  important  announcement 
to  physicians  who  prescribe 
corticosteroids 

Organon’s  new  technical  process  now  makes  one  of  the  newer,  most  highly  potent 
and  well  tolerated  corticosteroids  available  at  greatly  reduced  cost  to  your 
patients  with  allergic,  arthritic  or  other  inflammatory  conditions. 

This  new  product  is  being  marketed  under  the  trade  name  of  Hexadrol,  brand 
of  dexamethasone  ‘Organon’.  Hexadrol  is  now  being  offered  to  your  pharmacist 
at  a price  which  should  make  it  available  to  your  patients  at  a cost  well  within 
the  price  range  of  older  generically  prescribed  corticosteroids.  It  is  supplied  as 
0.75  mg.  white  scored  tablets,  in  bottles  of  100. 

If  you  have  been  prescribing  the  older  corticosteroids — 

such  as  prednisone,  prednisolone,  hydrocortisone  or  cortisone,  and  have  hesitated 
to  prescribe  the  newer  corticosteroids  because  of  economic  consideration  for  your 
patients,  you  can  now  secure  all  of  the  clinical  advantages  of  dexamethasone  at 
approximately  the  same  prescription  expense.  Mg.  for  mg.,  Hexadrol  is  approxi- 
mately 6 times  more  potent  than  triamcinolone  or  methylprednisolone ...  8 times 
more  potent  than  prednisone  or  prednisolone ...  28  times  more  potent  than  hydro- 
cortisone . . . and  35  times  more  potent  than  cortisone. 

If  you  are  now  prescribing  the  newer  corticosteroids — 

such  as  triamcinolone,  betamethasone,  paramethasone  or  another  brand  of  dexa- 
methasone, because  of  reduced  risk  of  sodium  and  fluid  retention,  potassium 
depletion,  or  disturbance  of  glucose  metabolism  — you  can  obtain  all  of  these 
benefits  with  Hexadrol,  at  marked  savings  — yet  with  complete  assurance  of 
unsurpassed  quality  and  therapeutic  effect. 

For  complete  information  concerning  HEXADROL— 

including  indications,  dosage,  precautions  and  side  effects  — or  if  you  would  like 
a trial  supply,  ask  your  Organon  Representative,  or  write  to : Director,  Profes- 
sional Services,  Organon  Inc.,  West  Orange,  N.  J. 

‘Organon* — your  professional  assurance  of  quality 
Hexadrol® — your  patient’s  assurance  of  economy! 
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Transactions  of  the 
South  Dakota 
Pharmaceutical  Association 
Annual  Convention 
June  17,  18,  19,  1962 


PRESIDENT'S  ADDRESS* 
by 

Philip  E.  Case** 

Parker,  South  Dakota 

*Delivered  at  the  76th  annual  convention  of  the 
South  Dakota  Pharmaceutical  Association,  Sioux 
Falls,  South  Dakota,  June  17,  18,  19,  1962. 
**President  of  the  South  Dakota  Pharmaceutical 
Association. 

Fellow  Pharmacists,  Honored  Guests,  Ladies  and 
Gentlemen: 

Has  Pharmacy  in  South  Dakota  progressed  or 
retrogressed  in  the  last  ten  or  twelve  years?  Where 
do  we  need  to  concentrate  our  efforts  to  insure 
continued  progress  or  to  halt  adverse  trends?. 

My  remarks  today  are  my  own  personal  opinions 
and  observations.  You  may  be  in  variance  with 
some  of  them,  perhaps  with  all  of  them.  I cannot 
hope  to  mention  all  areas  where  we  are  strong 
and  showing  progress,  neither  can  I cover  all 
trouble  spots. 

From  1950  until  1961  the  number  of  registered 
pharmacies  declined  from  277  to  239.  We  might  be 
inclined  to  consider  this  a loss  of  strength,  but  is 
it?  I doubt  it.  I feel  that  the  quality  of  our  phar- 
macies has  materially  improved  during  the  same 
period.  It  would  be  interesting  to  know  what  the 
square  foot  area  devoted  to  the  professional  aspects 
of  pharmacy  was  in  1950  in  comparison  to  what  it 
is  today.  We  might  be  surprised  to  learn  that  there 
has  been  an  increase  even  though  we  have  lost  in 
numbers.  Some  of  the  stores  that  we  have  lost  are 
the  result  of  the  consolidation  of  two  stores  which 
usually  results  in  better  service  to  a community 
due  to  better  financing,  more  efficient  operation, 
and  more  complete  stocks.  Even  as  short  a time 
ago  as  1950  I feel  that  our  drug  stores  were  behind 
other  retail  outlets  in  regard  to  modern  equipment 
and  merchandising  methods;  today  this  situation 
has  changed.  Remodeling  is  the  rule  rather  than 
the  exception;  merchandise  lines  have  been  ex- 
panded; advertising  is  more  widely  used;  new 
merchandising  methods  have  been  adopted.  All 
this  has  contributed  to  our  competitive  position;  as 
a general  rule  all  stores  are  properly  financed.  We 
have  definitely  moved  forward. 

This  period  has  brought  forth  a renewal  of  in- 
terest and  pride  in  professionalism.  Prescription 
departments  are  now  being  featured  with  pride; 
rather  than  being  hidden  in  the  back  room,  pre- 
scription filling  has  become  our  most  important 
function.  Pharmacists  have  always  been  a hybred. 


a professional  man,  and  a merchant.  We'  are  now 
realizing  that  these  two  functions  must  be  segre- 
gated and  that  we  must  operate  a store  within  a 
store.  At  one  time  we  used  to  look  on  the  pro- 
fessional pharmacy  as  being  different  from  the 
usual  drug  store.  Now  we  are  all  realizing  that 
we  must  all  operate  a professional  pharmacy;  the 
fact  that  it  is  located  in  the  same  building  with 
other  merchandise  does  not  make  it  any  less  pro- 
fessional. You  need  only  to  look  at  a few  phar- 
macies to  see  that  this  trend  and  thinking  are  quite 
widely  accepted.  The  new  State  Board  regulations 
will  go  even  further  to  aid  in  this  separation  of 
the  professional  aspects  from  the  merchandising 
aspects  of  our  stores. 

Another  sign  of  this  increased  interest  in  profes- 
sionalism is  the  virtual  absence  of  the  problem  of 
the  pharmacist  manager  allowing  prescriptions 
to  be  filled  by  non-registered  personnel.  I do  not 
like  to  rattle  a skeleton  in  the  closet,  but  we  all 
know  that  in  the  past  this  has  been  a problem.  To 
me  this  is  one  of  the  major  reasons  for  the  loss  of 
professional  prestige  in  the  eyes  of  the  public.  How 
can  we  take  pride  in  our  profession  if  we  admit, 
publicly,  that  our  function  is  so  unimportant  that 
our  untrained  clerks  can  do  our  work?  We  need  to 
be  ashamed  of  these  past  actions,  but  we  certainly 
can  be  proud  of  the  fact  that  we  have  now  elim- 
inated them. 

Most  stores  are  now  censoring  their  magazine 
racks,  insofar  as  time  permits,  in  order  to  delete 
objectionable  publications.  This  is  in  accord  with 
a resolution  passed  by  this  Association  a few  years 
ago.  I class  this  as  a community  service. 

The  program  of  regulated  sale  of  package  drugs 
that  was  adopted  in  Sioux  Falls  in  1956,  and  as- 
signed to  the  State  Board  to  be  put  into  effect  at 
Brookings  in  1958,  has  been  fairly  successful.  This 
program  has  made  the  public  more  aware  of  our 
professional  responsibilities  and  of  our  willingness 
to  shoulder  these  responsibilities.  The  extension 
of  this  program  that  is  now  being  instituted  will 
continue  to  build  this  feeling  in  the  public  mind. 
We  have  had  a shift  of  interest  away  from  profit 
as  a sole  motive  to  a desire  to  provide  service,  not 
just  pharmaceutical  service  but  community  service 
as  well.  The  public  is  not  unaware  of  this  interest 
in  service.  It  has  been  said  that  “a  man’s  success 
can  be  measured  by  his  worth  to  the  community.” 
I feel  that  our  average  pharmacist’s  worth  to  his 
community  has  been  increasing.  Recent  national 
publicity  about  the  drug  trade  has  had  an  adverse 
affect  on  pharmacy’s  public  image;  however,  in  my 
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opinion,  South  Dakota  pharmacists  have  been  hurt 
less  than  elsewhere  due  to  the  community  service 
and  high  ethics  displayed  by  our  South  Dakota 
pharmacists. 

It  seems  that  fewer  and  fewer  pharmacies 
operate  a liquor  department.  I feel  that  this  trend 
is  in  the  best  interests  of  pharmacy,  especially 
where  small  stores  are  concerned.  The  operation 
of  a soda  fountain,  which  attracts  young  people, 
and  a liquor  department  nearly  adjacent  to  it  is  an 
arrangement  of  questionable  worth.  The  misuse 
of  liquor  in  the  United  States  is  so  prevalent  that 
its  sale  in  an  establishment  supposedly  dedicated 
to  the  health  of  the  community  is  somewhat  con- 
tradictory. 

Relations  with  the  other  professional  groups 
have  experienced  steady  improvement.  We  are 
not,  of  course,  in  full  accord  on  all  points;  however, 
fairly  frequent  meetings  via  the  Interprofessional 
Committees  have  solved  many  differences,  and 
have  provided  a forum  for  working  out  others.  We 
can  expect  further  progress  in  this  direction. 

Our  College  of  Pharmacy  has  continued  to  im- 
prove. It  has  been  enlarged  and  its  curriculum  ex- 
tended and  under  present  plans  will  be  improved 
again.  The  five-year  course  that  is  now  taught 
should  result  in  pharmacists  equipped  to  meet 
future  challenges.  I credit  the  College  of  Pharmacy 
and  its  fine  faculty  with  playing  an  active  part  in 
this  increase  of  interest  in  service  and  professional- 
ism. 

I have  mentioned  only  a few  of  the  areas  in 
which  we  should  feel  proud  and  encouraged.  I am 
sure  that  a little  thought  on  your  part  will  bring  to 
your  mind  many  more. 

This  much  we  have  done.  What  have  we  not 
done?  What  do  we  need  to  do?  I find  myself  in 
the  position  of  the  pastor  of  a country  parish  that 
looked  over  his  congregation  one  cold  winter 
morning  and  noted  that  only  about  one-half  the 
usual  number  was  there.  He  departed  from  his 
prepared  sermon  and  proceeded  to  give  them  a 
rousing  talk  on  attendance.  After  thirty  minutes 
a man  in  the  back  got  up  and  said,  “Pastor,  we 
all  agree  with  you;  however,  we  are  here  this 
morning.  Don’t  you  think  you  ought  to  save  this 
talk  for  those  who  aren’t?’’  Many  of  the  things  I 
am  about  to  say  will  not  apply  to  you  that  are 
here;  however,  you  will  have  to  listen  to  them. 

Many  of  our  problems  creep  onto  us  from  other 
areas  of  the  nation.  It  seems  that  these  problems 
appear  elsewhere  and  gradually  move  our  way. 
We  are  unfortunate  that  we  inherit  the  ills  of 
others;  however,  we  are  fortunate  to  have  a little 
warning.  This  advance  warning  helps  us  to 
minimize  or  eliminate  approaching  troubles. 

In  my  opinion  we  have  a tremendous  need  for 
publicity.  The  public  needs  to  be  informed  on  the 
activities  of  pharmacy  and  pharmacists.  If  we 
could  have  at  least  one  state-wide  release  a week 
concerning  something  of  a positive  nature  that  has 
been  contributed  by  pharmacy  or  by  a pharmacist, 
we  would  find  that  the  public  image  created  by 
South  Dakota  Pharmacy  would  be  much  improved. 
Everywhere  pharmacists  are  active  in  community, 
county  and  state-wide  public  service  projects.  Why 
do  we  hide  our  light  under  a bushel?  Stories  of 
these  activities,  given  state-wide  coverage  with 
the  proper  emphasis  on  the  pharmacist’s  profession 
would  be  beneficial.  Little  items  such  as  a recent 
article  in  the  American  Druggist  concerning  the 
expensive  research  expended  by  pharmaceutical 
companies  on  diseases  that  affect  so  few  people 
that  the  sale  of  the  drugs  developed  could  never 
pay  the  cost  of  developing  them  is  another  ex- 
ample. To  inaugurate  and  carry  on  such  a program 
would  probably  require  more  time  than  we  could 
expect  a committee  member  to  donate.  Yet  such 
a program  is  so  important  that  if  the  members  of 


the  Association  are  interested,  some  means  of  im- 
plementing it  could  be  found. 

The  dispensing  of  prescriptions  by  persons  other 
than  registered  pharmacists  is  still  a problem. 
None  of  us  will  argue  with  the  right  of  a physician 
to  furnish  his  patients  with  medication.  I am  tak- 
ing issue  with  the  nurse,  the  office  girl,  the  nursing 
home  operator,  or  the  hospital  manager  who  pre- 
pares and  dispenses  medication,  often  without 
keeping  proper  records.  Can  a physician  ethically 
delegate  his  right  to  dispense  medication  to  such 
personnel?  This  problem  can  and  will  be  met  as 
we  achieve  better  understanding  through  interpro- 
fessional meetings. 

A recent  issue  of  the  American  Druggist  carried 
a feature  article  on  the  use  of  telewriting  ma- 
chines that  transmit  the  prescription  to  the  phar- 
macy at  the  same  time  it  is  written.  It  certainly 
is  a marvel  of  mechanical  science;  however,  it 
violates  the  human  principle  of  freedom  — free- 
dom of  choice  for  the  patient  to  select  his  phar- 
macist the  same  as  he  is  free  to  select  his  phys- 
ician. An  article  in  the  Sioux  City  Journal  of  May 
31  indicates  that  the  Iowa  Attorney  General  felt 
that  the  use  of  such  a machine  might  be  defined  as 
unprofessional  conduct  if  it  deprived  a patient  of 
the  right  to  choose  his  own  pharmacist.  I would 
strongly  recommend  that  a study  be  made  in  re- 
gard to  the  use  of  this  device,  and  steps  taken  to 
see  that  it  is  not  used  to  abridge  the  freedom  of 
choice  of  South  Dakota  patients.  Right  along  with 
the  discussion  of  the  Telewriter,  I wonder  how 
ethical  the  printing  of  a pharmacy  advertisement 
on  the  bottom,  or  back,  of  a prescription  blank 
really  is.  Pharmacists  have  traditionally  furnished 
physicians  with  prescription  blanks  as  a courtesy, 
but  the  use  of  an  advertisement  on  this  blank 
might  be  construed  as  being  an  endorsement  by 
the  physician,  especially  when  the  advertisement 

reads  “take  this  to 

Pharmacy.” 

We  have  the  problem  of  insufficient  inspection. 
If  we  did  not  have  an  energetic  and  efficient  in- 
spector the  situation  would  be  worse.  With  only 
one  inspector  and  239  registered  pharmacies,  2,306 
patent  medicine  licenses,  129  household  remedy 
licenses,  and  647  poison  licenses,  you  can  see  that 
adequate  inspection  is  impossible.  Yet  the  State 
Board  of  Pharmacy  is  charged,  by  state  law,  with 
the  responsibility  of  control  over  medicines  even 
though  the  license  fees  are  not  adequate  to  cover 
the  cost  of  the  necessary  inspection.  This  burden 
has  unrightly  been  carried  by  drug  store  registra- 
tion fees. 

There  has  been  a constant  cry,  ever  since  the 
store  registration  fee  was  increased,  for  an  increase 
in  the  license  fee  of  patent  medicine  licensees. 
I am  very  sympathetic  with  this  desire  since  the 
present  fee  does  not  begin  to  cover  the  costs  of  in- 
spection; it  hardly  covers  the  cost  of  issuing  the 
license.  This  is  especially  evident  when  we  note 
that  a soda  fountain  operator  is  required  to  pur- 
chase a $12.00  license  which,  he  is  assured,  barely 
covers  the  cost  of  inspection;  likewise,  if  you  desire 
to  sell  rose  bushes  or  other  live  plants  a $15.00 
license  is  required.  If  these  departments  require 
fees  of  this  size  to  adequately  carry  out  their  in- 
spection duties,  how  can  we  hope  to  fulfill  ours  on 
the  basis  of  a $3.00  fee?  The  raising  of  this  fee  to 
an  amount  that  would  cover  the  cost  of  inspection 
has  often  been  discussed  at  meetings  of  the  Execu- 
tive Committee,  but  there  are  formidable  obstacles 
in  the  path  of  such  a move.  It  can  be  done  only 
with  the  100  per  cent  cooperation  of  every  phar- 
macist in  the  state,  both  in  time,  personal  effort, 
and  financial  aid.  Legislative  action  would  be 
needed.  Are  you  ready  for  it? 

At  the  present  time  the  State  Board  is  in  the 
process  of  instituting  regulations  that  will  regulate 
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the  sale  of  veterinary  biologicals  and  injectables, 
and  for  all  practical  purposes  permit  their  sale  by 
licensed  veterinarians  and  registered  pharmacists 
only.  The  regulations  are,  of  course,  part  of  a 
larger  package  which  also  increases  the  respon- 
sibilities of  South  Dakota  pharmacists.  These 
regulations  are  bound  to  come  under  heavy  fire  as 
soon  as  they  are  instituted.  Although  I am  very 
much  in  sympathy  with  the  purpose  of  these  regu- 
lations, and  can  clearly  see  the  need  for  them,  I 
am  not  in  complete  agreement  with  the  method. 
I have  been  of  the  opinion  that  an  approach,  in 
cooperation  with  the  Veterinarian  Association,  via 
a legislative  program,  would  have  resulted  in 
regulations  less  likely  to  be  troublesome  to  enforce. 
Don’t  misunderstand  me,  I am  not  criticizing  the 
State  Board;  there  is  much  demand  for  these  regu- 
lations, there  is  much  need  for  them,  and  the  Board 
is  to  be  commended  for  its  courage  in  drafting  and 
implementing  them.  It  is  my  understanding  that 
the  Rapid  City  Pharmaceutical  Society  has  sub- 
mitted a resolution  that  suggests  a change  in  these 
regulations.  Are  you  all  willing  to  support  this 
program? 

You  will  note  that  I have  not  touched  on  na- 
tional problems,  which  are  being  adequately 
handled  by  our  national  associations.  I trust,  and 
hope,  that  you  are  all  members  of  at  least  one  and 
that  you  heed  their  pleas  for  help  and  cooperate 
with  them  when  asked.  Our  senators  and  repre- 
sentatives have  gone  on  record  as  favoring  the 
Quality  Stabilization  Bill;  have  you  taken  the  time 
to  write  to  them  of  your  support  and  to  thank 
them  for  taking  their  stand?  We  can’t  expect  them 
to  fight  for  any  specific  action  unless  they  know 
that  it  is  important  to  us. 

I would  like  to  touch  on  what  I consider  one  of 
our  most  important  problems.  That  is  the  dis- 
interest and  apathy  of  our  own  members.  We  are 
not  reaching  our  younger  members  — those  that 
are  not  store  owners  or  managers.  This  group  be- 
longs because  state  law  requires  them  to,  yet  they 
have  very  little  real  interest  in  the  Association. 
We  feel  that  we  are  fulfilling  our  part  by  trying  to 
keep  pharmacy  in  South  Dakota  free  so  that  any 
one  of  these  non-owners  can  have  a fair  chance  at 
success  when  he  or  she  decides  to  go  into  buisness 
for  himself.  But  is  this  enough?  Shouldn’t  we  have 
programs  that  are  aimed  directly  at  the  welfare 
of  this  group?  We  are  wasting  a tremendous  po- 
tential by  not  taking  advantage  of  the  talents  of 
this  group. 

What  about  the  large  group  of  store  owners  who 
are  quite  disinterested  in  the  activities  of  the  Asso- 
ciation that  do  not  realize  or  believe  that  their 
ultimate  good  is  tied  to  the  success  or  failure  of  the 
Association?  Before  we  criticize,  let  us  ask  our- 
selves: “Have  we  really  tried  to  interest  them;  do 
we  have  programs  that  they  want  and  are  willing 
to  support?  Has  the  quality  of  our  leadership  been 
such  that  they  would  naturally  want  to  be  active?” 
I am  forced  to  admit  that  I cannot  anwer  yes  to  all 
of  these  questions.  Perhaps  we  need  a complete 
re-appraisal  of  the  aims  of  our  Association  and 
its  programs.  Perhaps  we  need  a newsletter  on 
a monthly  basis  to  keep  our  members  informed  and 
enthusiastic.  In  Sioux  Falls  in  1950  the  Association 
voted  to  establish  a Commercial  and  Legislative 
Section.  Response  to  this  Section  has  been  only 
average,  never  good  enough  to  enable  us  to  ac- 
cumulate a fund  that  would  be  great  enough  to  en- 
able us  to  mount  a legislative  program  that  would 
have  much  chance  of  success.  The  average  mem- 
ber of  a trade  union  contributes  about  $75.00  per 
year  into  his  union  fund,  yet  we  have  trouble 
getting  all  of  our  members  to  contribute  even 
$15.00  per  year,  on  a voluntary  basis,  to  a fund 
to  be  used  in  their  behalf.  We  have  been  fortunate, 
so  far,  to  be  able  to  meet  the  challenges  with  the 
limited  funds  available;  due  largely  to  the  un- 


selfish efforts  of  a few  that  were  willing  to  take 
the  time  and  shoulder  the  expense  of  personal  trips 
to  Pierre  in  order  to  help.  The  question  is,  could 
these  non-participating  members  be  reached  with 
better  programs,  more  information  about  the  ac- 
tivities of  the  Association,  by  personal  visits  from 
active  members?  This  is  a prime  problem.  Think 
about  it. 

Now  what  about  our  enthusiasm?  Are  we  as 
enthusiastic  about  pharmacy  as  we  are  about  other 
things  that  we  do  like  bowling,  golfing,  fishing,  and 
boating?  Do  we  operate  our  pharmacies  with  the 
same  zip  that  we  apply  to  these  other  things?  Do 
we  try  to  make  our  establishments  the  best  that  we 
can?  I wonder.  Success  in  any  field  exacts  its 
price.  If  we  really  desire  to  attain  success,  either 
as  individual  pharmacists  or  as  an  Association,  we 
are  going  to  have  to  be  willing  to  pay  the  price.  It 
will  cost  us  some  money,  some  good  times  missed, 
some  work  we  would  just  as  soon  not  do.  Men  and 
organizations  are  self-limiting  — they  reach  their 
limits  of  attainment  simply  through  lack  o:^  drive 
and  enthusiasm.  If  you  could  have  retained  the 
enthusiasm  you  had  when  you  opened  your  first 
store  or  took  your  first  job  as  a pharmacist,  where 
would  you  be  today?  Take  another  look  at  your 
store,  or  your  job,  quit  being  defensive,  recapture 
some  of  that  lost  enthusiasm  and  you  will  be  sur- 
prised what  can  be  accomplished.  Any  improve- 
ment that  you  make  to  your  store,  or  to  your  job, 
will  aid  pharmacy  and  yourself,  too. 

So  you  see,  there  is  much  good  in  pharmacy,  but 
still  challenges  to  be  met.  When  a pessimist  looks 
at  a half  empty  bottle  of  beer  he  says,  “Oh,  it’s 
half  gone.”  When  an  optimist  looks  at  this  same 
half  empty  bottle  he  says,  “Gee,  half  of  it’s  left.” 
I prefer  to  be  like  the  optimist.  When  I look  at 
pharmacy  I can  say,  “Gee,  look  at  all  the  progress 
we  have  made,  and  how  well  things  are  going.” 

I thank  you  for  the  honor  of  permitting  me  to 
be  the  president  of  your  Association  this  past  year. 
I have  keenly  felt  the  inadequacy  of  my  abilities, 
and  have  appreciated  your  kindness  and  your  fore- 
bearance  with  my  shortcomings. 


REPORT  OF  THE  COLLEGE  OF  PHARMACY 
M.  Lloyd  Jones 

Mr.  President  and  Members  of  the  South  Dakota 
Pharmaceutical  Association: 

The  College  of  Pharmacy  Committee,  consisting 
of  James  F.  Rogers,  Harold  E.  Bittner  and  M.  Lloyd 
Jones,  submits  the  following  report  for  1961-1962. 

Enrollment  in  the  College  of  Pharmacy  de- 
creased approximately  ten  per  cent  this  past  year. 
One  possible  reason  is  the  change  from  the  four- 
year  curriculum  to  the  five-year  curriculum. 

There  is  a shortage  of  pharmacists  and  the  de- 
mand for  graduates  of  the  Division  of  Pharmacy 
has  again  exceeded  the  supply.  This  shortage  has 
existed  for  several  years.  The  Division  needs  the 
help  of  every  pharmacist  in  South  Dakota  in  its 
recruiting  program.  We  believe  the  local  phar- 
macist, who  is  personally  acquainted  with  high 
school  graduates  in  his  community,  can  do  more 
in  the  way  of  recruiting  qualified  young  men  and 
young  women  than  anyone  else.  The  profession  of 
pharmacy  has  much  to  offer  young  people.  How 
many  of  you  have  talked  to  one  or  more  high 
school  seniors  or  graduates  about  the  profession 
of  pharmacy?  Very  few,  we  dare  say.  If  every 
pharmacist  in  the  state  would  recruit  only  one 
student  for  pharmacy  every  three  or  four  years, 
there  would  be  no  problem  and  the  entire  pro- 
fession would  benefit.  We  urge  you  to  be  more 
active  in  recruiting  students.  Pharmacists  in  many 
states  play  an  active  role  in  this  respect  and  it  has 
done  much  good.  If  you  have  questions,  need  a 
catalog  or  literature,  contact  the  Division  of  Phar- 
macy. We  hope  we  can  count  on  you  to  do  your 
part. 
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For  the  past  several  years  the  need  for  scholar- 
ships has  been  called  to  your  attention;  the  results 
have  been  entirely  negative.  Many  colleges  of 
pharmacy  have  large  scholarship  funds  made 
available  to  them  by  the  pharmacists  of  their  state 
to  help  worthy  students  obtain  a college  educa- 
tion. South  Dakota  lacks  such  a fund  and  the  need 
is  great.  It  is  not  necessary  for  any  one  pharmacist 
to  donate  an  entire  scholarship.  If  enough  phar- 
macists would  donate  $10  or  $20  per  year  to  the 
Pharmacy  Scholarship  Fund,  one  or  more  ad- 
ditional scholarships  could  be  offered,  depending 
on  the  number  of  contributions  each  year.  We  hope 
some  of  you  will  be  interested  in  this  worthy  pro- 
ject. Any  money  contributed  should  be  sent  to  the 
Dean  of  Pharmacy. 

The  South  Dakota  Board  of  Pharmacy  and  the 
South  Dakota  Pharmaceutical  Association  have  for 
many  years  each  given  a tuition  scholarship  to  a 
worthy  entering  pharmacy  student.  We  recommend 
that  these  two  scholarships  be  continued. 

The  Division  of  Pharmacy  will  lose  two  valuable 
staff  members  this  year.  Dr.  Norval  Webb,  Asso- 
ciate Professor  of  Pharmacy,  has  accepted  a posi- 
tion with  the  William  S.  Merrill  Company  of  Cin- 
cinnati, Ohio,  and  Dr.  Stanley  Shaw,  Assistant  Pro- 
fessor of  Pharmaceutical  Chemistry,  has  accepted 
a position  with  the  School  of  Pharmacy  of  Purdue 
University.  Both  positions  pay  a much  higher 
salary  than  South  Dakota  State  College  can  offer. 
We  regret  to  see  these  staff  members  leave  but 
wish  them  every  success  in  their  new  positions.  At 
the  present  time  no  replacements  have  been  made. 
It  will  be  difficult  to  obtain  qualified  men  as  re- 
placements due  to  the  low  salary  schedule. 

Plans  for  the  new  Science  Building  at  South  Da- 
kota State  College  will  be  completed  soon,  and  it 
is  hoped  construction  can  be  started  sometime  the 
latter  part  of  July.  The  Division  of  Pharmacy  will 
be  assigned  considerable  space  in  the  new  building 
which  will  provide  some  facilities  not  now  avail- 
able. 

Forty-three  seniors  received  their  B.S.  degrees 
in  Pharmacy  on  June  4.  Seven  of  the  graduates 
had  completed  their  one  year  of  practical  exper- 
ience and  took  the  State  Board  of  Pharmacy  exam- 
inations on  June  5,  6 and  7. 

The  following  awards  were  made  to  members 
of  the  graduating  class:  The  Merck  & Company 
Award  to  Sharon  Larson,  Wakonda;  the  Bristol 
Award  to  Dennis  Miller,  Brookings;  the  Johnson  & 
Johnson  Award  to  Lyman  Berge  of  Brandt;  the 
Lehn  & Fink  Gold  Medal  Award  to  Wayne  Dyball, 
Brookings;  and  the  Rexall  Award  to  Ronald  Man- 
smith,  Fulda,  Minnesota. 


INTERPROFESSIONAL  RELATIONS 
COMMITTEE  REPORT 
Harold  Mills 

We  had  two  meetings  during  the  year  of  the 
Interprofessional  Relations  Committee  with  the 
liaison  committee  of  the  Medical  Association.  I 
would  like  to  read  the  members  of  the  committee: 
Dr.  Volin 
Dr.  Lee 
Joe  Cholik 
Bliss  Wilson 
Harold  Mills 

John  Foster,  Secretary  of  the  Med.  Assoc. 
Tom  Mills,  Chairman 

As  President  A1  Bittner  told  you,  we  were  direc- 
ted by  the  Board  of  Pharmacy  to  have  this  meeting 
and  we  did  take  up  the  subject  of  percentage 
rates,  leases,  etc.,  in  clinic  pharmacies  — and  it 
is  a very  touchy  subject.  I think  we  all  agree,  and 
I remember  when  I was  on  the  Board,  that  Carl 
Goldsmith  told  us  at  one  time  that  it  was  a regula- 
tion that  if  we  did  put  it  into  effect,  that  it  was  an 
almost  impossible  thing  to  control.  The  members  of 


our  Committee  pretty  much  agreed  this  was  true. 
But  we  had  good  cooperation  from  the  doctors  and 
we  discussed  many  aspects  of  problems  between 
the  two  groups.  I had  a letter  which  was  dated 
June  13th,  from  Secretary  Foster,  stating  that  when 
the  Directors  of  the  Medical  Society  had  their 
meeting  at  Bismarck  they  accepted  our  resolutions 
which  we  finally  agreed  upon  at  the  last  meeting 
in  April.  I would  like  to  read  these. 

1.  The  South  Dakota  State  Medical  Associa- 
tion and  the  South  Dakota  Pharmaceutical 
Association  hereby  petition  the  pharmaceu- 
tical manufacturers,  through  the  Pharmaceu- 
tical Manufacturers  Association,  to  eliminate 
the  volume  of  unsolicited  sample  drugs  mailed 
to  physicians,  replacing  such  shipments  with 
single  samples.  Provision  could  then  be  made 
for  a request  by  the  physician  in  writing  for 
additional  samples  as  he  may  deem  desirable. 

2.  In  considering  the  problems  which  exist,  or 
are  inherent,  in  relations  between  pharmacists 
and  physicians,  the  SDSMA  and  SDSPA  agree 
that  machinery  is  available  either  through  the 
grievance  committees  of  the  Associations  or 
the  licensing  boards  representing  the  two  pro- 
fessions, to  adequately  cope  with  such  prob- 
lems. Because  these  problems  can  be  solved 
through  these  mechanisms,  it  is  felt  that  no 
legislative  action  need  be  instituted  to  accom- 
plish the  above. 

3.  It  is  recommended  that  when  problems  or 
problem  areas  appear  between  the  two  organ- 
izations, that  a written  request  for  considera- 
tion by  the  Joint  Committee  be  directed  to  it 
through  the  executive  office  of  either  Associa- 
tion. After  study,  the  Committee  would  be  in 
a position  to  make  recommendations  to  the 
parent  organization. 


REPORT  OF  EARL  R.  SERLES  MEMORIAL 
SCHOLARSHIP  AND  LOAN  FUND 
1961-1962 

Floyd  J.  LeBlanc,  Dean 
Division  of  Pharmacy 
South  Dakota  State  College 
The  Committee  is  sorry  to  report  that  there  were 
no  contributions  to  the  E.  R.  Series  Memorial 
Scholarship  and  Loan  Fund  this  past  year.  Anyone 
at  anytime  may  make  a personal  contribution  to 
this  fund,  or  they  may  at  anytime  make  a contribu- 
tion in  the  memory  of  a deceased  pharmacist.  The 
contributions  may  be  sent  to  any  member  of  the 
Committee. 

A detailed  report  of  the  fund  is  given  below. 

Loans 


Amount 

Paid 

Due 

Nickander,  Rodney 

$100.00 

$100.00 

Youells,  Richard 

80.00 

80.00 

Bartholomew,  Thomas 

200.00 

$ 80.00 

120.00 

Thompson,  Robert 

200.00 

200.00 

Kent,  Edward 

200.00 

200.00 

Kent,  Edward — Interest 

8.00 

Total 

$780.00 

$288.00 

$500.00 

Present 

Assets 

Total  Assets  1960-61  Report 

$ 

4,044.59 

Interest  Edward  Kent  on 

loan 

8.00 

Interest  1961-62  Building  & Loan 

122.54 

Total  Assets 

The  above  assets  are  accounted  for  as 
follows: 

Deposit  Building  & Loan 
Cash  in  Bank 
Loans  outstanding 


$ 4,175.13 


$ 3,155.91 
519.22 
500.00 


Total  Assets  May  28,  1962  $ 4,175.13 

The  interest,  which  is  included  in  the  total  assets 
as  listed  above  and  which  may  be  used  for  scholar- 
ships, is  listed  below  as  a matter  of  record: 
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1957-58  Report 

$ 39.53 

1958-59  Report 

67.16 

1959-60  Report 

102.42 

1960-61  Report 

117.80 

1961-62  Report 

130.54 

Total  Interest 

$457.45 

ANNUAL  REPORT  OF  THE  SOUTH  DAKOTA 
STATE  BOARD  OF  PHARMACY 
A.  O.  Bittner 

(As  given  to  Governor  Archie  M.  Gubbrud) 

The  South  Dakota  State  Board  of  Pharmacy 
submits  the  following  report  of  its  activities  during 
the  fiscal  year  beginning  June  20,  1961,  and  ending 
June  18,  1962.  Six  meetings  of  the  Board  were 
held  during  this  period. 

The  first  meeting  of  the  Board  was  held  at  Rapid 
City  on  June  20,  1961,  following  the  seventy-fifth 
annual  meeting  of  the  South  Dakota  Pharmaceu- 
tical Association.  An  application  for  the  registra- 
tion of  and  for  a permit  to  open  and  conduct  a 
new  pharmacy  at  Faulkton  made  by  Dale 
Auchampach,  as  owner  and  manager,  was  ap- 
proved. Roger  F.  Eastman  and  Albert  Bittner  were 
named  delegate  and  alternate  delegate  respectively 
to  the  1962  convention  of  the  National  Association 
of  Board  of  Pharmacy  in  Las  Vegas,  Nevada. 

The  Board  held  its  second  meeting  at  Fargo, 
North  Dakota,  on  October  8,  1961,  in  conjunction 
with  the  Fifth  District  meeting  of  Boards  and  Col- 
leges of  Pharmacy.  Roger  Eastman  presented  cre- 
dentials of  reappointment  by  your  office  to  mem- 
bership on  the  Board  of  Pharmacy  for  a term  of 
three  years  ending  September  30,  1964.  A.  O. 
Bittner  was  elected  president  of  the  Board  for  the 
ensuing  year.  Donald  J.  Tucker  apipeared  at  the 
Fargo  meeting  for  final  consideration  of  his  re- 
ciprocity application  from  the  State  of  North  Da- 
kota. A certificate  as  a Licentiate  in  Pharmacy, 
dated  October  8,  1961,  was  granted  as  follows: 
R-3447  Donald  J.  Tucker,  B.S.  of  Veblen,  S.  D. 

The  Board  ordered  that  application  forms  for  the 
registration  of  and  for  a permit  to  open  and  con- 
duct a new  pharmacy  in  South  Dakota  be  amended 
to  include  a statement  regarding  percentage 
rentals. 

The  Rules  and  Regulations  of  the  South  Dakota 
State  Board  of  Pharmacy,  adopted  pursuant  to  the 
provisions  of  Chapter  27.10  of  the  South  Dakota 
Code  of  1939,  as  amended,  were  re-amended  at  the 
Fargo  meeting  to  read  as  follows: 

(Reading  of  Amendent  followed) 

Such  Rules  and  Regulations  were  declared  to 
be  the  Official  Rules  and  Regulations  of  the  South 
Dakota  State  Board  of  Pharmacy  to  become  effec- 
tive on  and  after  the  first  day  of  January,  1962, 
and  the  same  were  ordered  to  be  filed  in  the  office 
of  the  Secretary  of  State. 

The  third  meeting  during  the  fiscal  year  was 
held  at  Pierre  on  November  12,  1961,  at  which 
time  the  Board  members  signed  printed  copies  of 
Rules  and  Regulations  of  the  South  Dakota  State 
Board  of  Pharmacy  as  adopted  on  October  8,  1961. 
The  original  of  these  signed  copies  was  filed  in  the 
office  of  the  Secretary  of  State  on  November  13, 
1961,  and  certified  copies  thereof  were  filed  with 
the  Clerk  of  Courts  in  all  organized  counties  of 
South  Dakota  on  November  22,  1961. 

At  the  November  12th  meeting,  the  Board  ap- 
proved a revised  application  form  for  the  registra- 
tion of  and  for  a permit  to  open  and  conduct  a 
new  pharmacy  in  South  Dakota.  The  Board  re- 
viewed a “proposed  directive”  concerning  the 
designation  of  an  actual  floor  area  as  “RE- 
STRICTED DRUG  AREA”  in  registered  pharma- 
cies and  postponed  action  to  the  January,  1962, 
meeting. 

Mr.  Kenneth  John  Ryan  appeared  at  the  meet- 
ing for  final  consideration  of  his  reciprocity  appli- 


cation from  North  Dakota.  A certificate  as  a Licen- 
tiate in  Pharmacy,  dated  November  27,  1961,  was 
granted  as  follows: 

R-3448  Kenneth  John  Ryan,  B.S.  of  Milbank,  S.  D. 

The  fourth  meeting  of  the  year  was  held  at 
Brookings  on  January  9,  10,  11,  1962.  The  Board 
conducted  examinations  for  licensure  and  inter- 
viewed one  candidate  for  reciprocity  from  the 
state  of  North  Dakota.  Licentiate  certificates, 
dated  January  11,  1962,  were  granted  at  this  meet- 
ing as  follows: 

R-3449  Kenneth  W.  Kraft,  B.S. 

of  Selby,  South  Dakota 

3450  Audrey  C.  Gailor,  B.S. 

of  Brookings,  South  Dakota 

3451  Ward  C.  Miller,  B.S. 

of  Dell  Rapids,  South  Dakota 

3452  Linda  Kay  Rames,  B.S. 

of  Amherst,  South  Dakota 

3453  Donald  Arthur  Rave,  B.S. 

of  Lake  Benton,  Minnesota 

3454  Mrs.  Excellda  Shaw,  B.S. 

of  Brookings,  South  Dakota 

3455  Kenneth  W.  Urquhart,  B.S. 

of  Mitchell,  South  Dakota 

3456  Ronald  F.  Vosacek,  B.S. 

of  Sioux  Falls,  South  Dakota 
The  Board  requested  a meeting  of  the  Inter- 
professional Relations  Committee  of  the  South  Da- 
kota Pharmaceutical  Association  with  the  Liaison 
Committee  of  the  South  Dakota  State  Medical 
Association  on  a proposed  regulation  dealing  with 
percentage  rentals.  The  Board  adopted  the  follow- 
ing “1962  DIRECTIVE  to  Pharmacist  Managers  of 
Licensed  Pharmacies”  and  ordered  that  the  same 
be  submitted  in  printed  form  to  all  pharmacist 
managers  of  licensed  pharmacies  within  the  State 
of  South  Dakota. 

(1962  Directive  Followed) 

At  its  fifth  meeting  during  the  fiscal  year,  held 
in  Pierre  on  April  29,  1962,  the  Board  set  dates 
for  a series  of  meetings  with  pharmacist  managers 
of  licensed  pharmacies  to  explain  provisions  of  the 
1962  Directive.  Meetings  were  conducted  in  11 
cities  over  the  state. 

The  final  meeting  of  the  Board  of  Pharmacy  for 
the  fiscal  year  was  held  at  State  College,  in  Brook- 
ings, for  the  purpose  of  conducting  examinations 
for  licensure  as  Registered  Pharmacists.  Twelve 
candidates  were  examined  in  all  subjects  required 
for  licensure.  Two  candidates  appeared  for  final 
consideration  of  their  applications  for  registration 
by  reciprocity.  Registered  Pharmacist  certificates, 
dated  June  7,  1962,  were  granted  as  follows: 

R-3457  Mary  Kay  Krause,  B.S. 

of  Sioux  Falls,  South  Dakota 
(from  Wise.) 

R.-3458  Kent  N.  Olson,  B.S. 

of  Miller,  South  Dakota  (from  Minn.) 
(following  subject  to  grade  reports) 

3459  Robert  Brotman,  B.S. 

of  Eagle  Butte,  South  Dakota 

3460  Terrell  A.  Carver,  B.S. 

of  Britton,  South  Dakota 

3461  Kay  Coffitt,  B.S. 

of  Sioux  Falls,  South  Dakota 

3462  John  T.  Ellgen,  B.S. 

of  Sioux  Falls,  South  Dakota 

3463  Dennis  G.  Groteboer,  B.S. 

of  Rochester,  Minnesota 

3464  John  Franklin  Halbkat,  Jr.,  B.S. 

of  Webster,  South  Dakota 

3465  William  L.  Schugel,  B.S. 

of  Brookings,  South  Dakota 

3466  Deanna  J.  Sell,  B.S. 

of  Sioux  Falls,  South  Dakota 

3467  Donald  A.  Strahl,  B.S. 

of  Sioux  Falls,  South  Dakota 

3468  Clifford  E.  VanHove,  B.S. 

of  Sioux  Falls,  South  Dakota 
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3469  Larry  M.  Wright,  B.S. 

of  Rapid  City,  South  Dakota 

3470  Bruce  C.  Zenk,  B.S. 

of  Wilmot,  South  Dakota 
The  Board  of  Pharmacy  has  appreciated,  to  the 
fullest  extent,  the  participation  by  nearly  all 
of  the  druggists  in  the  district  area  meetings,  the 
purpose  of  which  was  to  become  fully  acquainted 
with  the  “1962  Official  Directive.”  Many  sugges- 
tions resulted  as  to  the  ease  of  handling  and 
identifying  these  “Restricted  Drug  Items,”  such  as 
labeling  with  a price  sticker  or  stamp.  Also  the 
enlarged  “Professional  Drug  Area”  containing 
these  restricted  drugs  met  with  ideas  and  plans  to 
fit  each  store,  the  objective  being  to  meet  the 
requirements  of  the  “Directive,”  so  that  these  re- 
stricted drugs  are  not  to  be  associated  with  gen- 
eral merchandise  which  can  be  purchased  through 
self-service  means. 

I want  to  personally  thank  my  co-members  of 
the  Board  and  our  Secretary  for  many  hours  of 
work  given  in  the  interest  of  our  pharmacy  pro- 
fession, so  that  public  and  animal  health  could  be 
better  served. 


REPORT  OF  INSPECTOR 

SOUTH  DAKOTA  BOARD  OF  PHARMACY 
Harry  M.  Lee 

This  is  my  third  report  to  the  Association.  As  I 
have  called  on  all  of  the  pharmacies  in  South  Da- 
kota during  the  past  year,  and  some  of  them  sev- 
eral times,  I sometimes  wonder  whether  or  not  our 
Code  of  Ethics  has  taken  a tumble.  One  pharmacist 
complains  to  me  against  another  pharmacy  that  — 
“No  NARD  cost  marks  are  given  on  copies  of 
prescriptions,”  “unregistered  help  is  being  allowed 
to  fill  prescriptions,”  and  “pharmacy  closure  sign 
is  not  properly  displayed  while  the  pharmacist  is 
not  on  duty.”  I mention  these  things  because  our 
Secretary  has  often  told  us  that  pharmacists  must 
abide  by  our  laws,  rules  and  regulations  and  our 
Code  of  Ethics  as  adopted  by  this  Association  and 
the  Legislature  or  our  services  to  the  public  are 
not  professional. 

The  past  year  I have  attended  all  Board,  Execu- 
tive Committee  and  other  meetings  relative  to  new 
regulations  and  Board  of  Pharmacy  Examinations. 
I have  made  visitations  to  all  drug  stores,  some 
hospitals,  wholesalers  and  retail  stores  of  all  kinds. 
I have  also  visited  with  legislators.  Three  phar- 
macists have  appeared  before  the  Board  for  viola- 
tions. Others  have  received  notices  from  the  Secre- 
tary for  noncompliance  with  pharmacy  laws  and 
regulations. 

I caught  up  with  a McNess  salesman  on  Highway 
18  one  day.  He  had  been  selling  for  five  years 
without  a license.  If  you  have  a medicine  peddler 
of  any  type  in  your  area,  keep  notes  or  notify  the 
Secretary.  The  next  time  I am  in  your  area.  I’ll 
call  on  him  or  her  and  they  will  be  in  or  out  of 
buiness. 

Many  of  my  leads  are  through  newspaper  ads, 
reminders,  telephone  directories  and  visits  with 
people. 

I have  visited  with  many  boys  and  girls  working 
in  drug  stores,  encouraging  them  to  study  phar- 
macy. Some  of  them  will  be  attending  State  Col- 
lege this  fall. 

You  should  know  the  limitations  of  pharmacy 
practice  by  an  apprentice  or  by  a pharmacy  in- 
terne and  not  leave  them  in  charge  without  posting 
signs  as  required  in  the  regulations. 

I believe  it  would  be  wise  for  all  of  us  to  become 
better  acquainted  with  our  own  state  senator  and 
state  representative.  They  need  our  help  to  sup- 
port our  problems. 

I am  indeed  grateful  for  the  opportunity  to  serve 
you.  Thanks  for  the  cooperation  and  assistance  I 
have  received. 


"CODE  OF  UNDERSTANDING" 

Doctors  of  Veterinary  Medicine  — Pharmacists 

The  purpose  of  the  Code  of  Understanding  is  to 
improve  relations  between  Doctors  of  Veterinary 
Medicine  and  Pharmacists.  Its  provisions  are  in- 
tended as  guides  for  veterinarians  and  pharmacists 
in  their  inter-related  practices  in  the  area  covered 
by  it. 

The  Code  of  Understanding  is  not  a pronounce- 
ment of  law,  but  constitutes  suggested  rules  of 
conduct  for  the  members  of  these  two  professions 
subject  to  the  principles  of  ethics  and  practice 
governing  the  members  of  the  respective  organiza- 
tions and  rules  of  law  prescribed  for  their  individ- 
ual conduct. 

This  Code  constitutes  the  recognition  that  Doc- 
tors of  Veterinary  Medicine  and  Pharmacists  are 
inter-dependent  upon  one  another  in  serving  the 
farm  and  city  community. 

It  is  the  hope  of  the  parties  who  have  par- 
ticipated in  the  development  of  this  Code  of  Un- 
derstanding that  by  an  improved  and  closer  re- 
medicine and  pharmacy,  the  public  will  be  better 
served. 

Veterinarians 

According  to  the  American  Veterinary  Medical 
Association  Code  of  Ethics,  licensed  pharmacists 
should  be  recognized  by  members  of  the  veterinary 
profession  and  their  services  should  be  utilized. 

The  veterinarian  should  recognize  the  specialized 
training  of  the  pharmacist,  and  utilize  his  services 
whenever  they  serve  the  best  interests  of  the  farm 
and  city  community. 

Merchandising,  indiscriminately,  of  veterinary 
products  by  the  veterinarian  should  not  occur.  The 
Code  of  Ethics  states  “Dispensing  by  the  veterin- 
arian” is  interpreted  to  mean  “Providing  vet- 
erinary products  for  lay  use,  only  on  the  sup- 
position that  the  veterinarian  has  had  previous 
knowledge  of  the  particular  case  or  general  con- 
ditions which  apply  to  the  specific  farm  or  kennel.” 

Merchandising  is  simply  a matter  of  buying  and 
selling  medicine  for  profit,  without  due  considera- 
tion for  the  patient  or  patients  receiving  such 
products.  These  mercinary  tendencies  may  be- 
come paramount  to  the  actual  welfare  of  the  pa- 
tient or  patients  and  the  owner. 

A veterinarian  should  not  advise  a client  about 
the  cost  of  various  pharmaceuticals  any  more  than 
a pharmacist  should  advise  him  about  the  cost  of 
veterinary  services. 

The  veterinarian  and  the  pharmacist  should 
have  a mutual  respect  for  the  other’s  profession, 
and  through  cooperative  efforts  cultivate  this  re- 
spect. By  so  doing,  he  will  add  to  the  stature  of 
his  own  profession,  and  furnish  a better  service 
to  the  livestock  industry  and  pet  owners  of  our 
nation. 

Pharmacists 

The  pharmacist  shall  not  diagnose,  prognose, 
treat,  administer  to,  or  operate  on  farm  animals, 
but  should  refer  those  requesting  such  assistance 
to  a Doctor  of  Veterinary  Medicine  providing  for 
freedom  of  choice. 

The  sale  of  veterinary  propriety  products  that 
have  been  released  by  the  Federal  Food  and  Drug 
Administration  for  over-the-counter  sale  which  is 
requested  through  self  diagnosis  by  the  individual 
requesting  the  product,  shall  not  be  considered 
counterprescribing  by  the  pharmacist.  Nor  shall 
the  general  professional  responsibility  of  the  phar- 
macist to  provide  the  purchaser  of  a veterinary 
proprietary  with  general  information  as  to  countra- 
indications,  cautions,  dosage,  and  instructions  for 
administration  be  construed  as  violating  the  prac- 
tice of  veterinary  medicine. 

The  selling  of  veterinary  products  containing  the 
federal  RX  legend:  “Caution:  Federal  Law  Re- 
stricts This  Drug  To  Sale  By  Or  On  The  Order  Of 
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A Licensed  Veterinarian,  Or  On  His  Prescription 
Or  Order”  is  prohibited  by  federal  law  and  as  such 
a pharmacist  is  legally  and  ethically  bound  to  ad- 
here to  the  law. 

The  repackaging  of  veterinary  products  for 
over-the-counter  selling,  if  such  product  can  leg- 
ally be  sold  for  veterinary  use  without  a prescrip- 
tion, is  a given  right  of  a pharmacist,  but  must 
bear  adequate  directions  for  safe  and  effective  use 
and  warning  against  misuse  that  may  be  needed  by 
a layman  as  provided  by  federal  law. 

The  pharmacist  shall  provide  an  adequate  supply 
of  veterinary  products,  including  biologicals,  which 
the  doctor  of  veterinary  medicine  may  obtain 
either  through  direct  purchase  or  by  prescription 
for  the  treatment  of  animals  and  serve  as  a source 
of  information  on  new  drugs  in  order  that  the 
farm  community  may  have  advantage  of  the  latest 
pharmaceutical  developments. 

The  selling  of  veterinary  pharmaceuticals  at  a 
discount  or  cut  price,  by  either  the  pharmacist  or 
doctor  of  veterinary  medicine  is  not  considered  as 
being  in  the  best  interest  of  either  profession  in 
that  it  tends  to  discount  the  professional  service 
rendered. 


REPORT  OF  THE  RESOLUTIONS  COMMITTEE 

Mr.  President,  members  of  the  Association,  your 
Resolutions  Committee,  composed  of  Mrs.  Nina 
Lund,  Melvin  C.  Holm,  and  Wayne  Shanholtz,  has 
ten  resolutions  to  present  at  this  time.  With  your 
permission,  I would  like  to  present  the  first  four 
resolutions  as  a group. 

I 

Resolved  that  we  extend  a vote  of  thanks  to 
Charles  Van  De  Walle,  local  secretary,  his  com- 
mittees, and  the  Sioux  Falls  pharmacists  and  their 
wives  who  made  this  convention  possible. 

n 

Resolved  that  this  Association  extend  a vote  of 
thanks  to  all  manufacturers  and  wholesalers  who 
contributed  prizes,  cash  and  exhibits  to  this  con- 
vention. 

III 

Resolved  that  this  Association  extend  a vote  of 
thanks  to  the  groups  and  firms  for  their  generous 
provision  of  food  and  hospitality. 

IV 

Resolved  that  this  Association  extend  a vote  of 
thanks  to  the  following  speakers  who  appeared  on 
our  convention  program: 

The  Right  Reverened  Conrad  Gesner 
The  Honorable  Hubert  Humphrey 
The  Reverend  Albert  Erickson 
Mr.  Wendell  Walton 
V.  V.  Volin,  M.D. 

Mr.  Phil  Von  Fisher 
Mr.  Warren  Kemp 
Mr.  Arthur  L.  Eidie 
Mr.  J.  R.  Durrie 
Mr.  Peter  E.  Beckett 
Mr.  Don  Norberg 

and  those  who  contributed  to  the  memorial 
service. 

V 

Resolved  that  the  Veterinary  Interprofessional 
Relations  Committee  be  continued  for  another 
year. 

VI 

Resolved  that  this  Association  grant  a $198.00 
scholarship  from  the  Association  General  Fund 
Account  to  an  applicant  approved  by  the  College 
of  Pharmacy  Committee. 

vn 

Resolved  that  a study  be  made  of  the  feasibility 
of  regional  meetings  between  officers  and  mem- 
bers of  the  Association  to  facilitate  better  com- 
munications and  understanding  of  our  problems. 

VIII 

Resolved  that  the  South  Dakota  Pharmaceutical 


Association  go  on  record  endorsing  the  Quality 
Stabilization  Bill  and  that  the  Secretary  be  in- 
structed to  inform  our  congressmen  of  this  resolu- 
tion. 

IX 

Whereas:  we  are  living  in  an  age  where  a major 
disaster  is  possible  at  any  time,  be  it  resolved  that 
every  pharmacist  contact  the  Civil  Defense  author- 
ities in  his  own  locality  and  offer  the  benefit  of  his 
knowledge,  skill,  and  full  cooperation. 

X 

Resolved  that  in  order  to  effect  a reasonable 
compromise  in  regard  to  Rules  and  Regulations  of 
the  South  Dakota  State  Board  of  Pharmacy,  Sec- 
tion K-Patent  and  Proprietary  Medicines,  subsec- 
tion “(2)”  and  “(3)”  under  section  “(b)”  of  regula- 
tion numbered  “8”,  we  present  the  following  plan: 

Issue  to  properly  qualified,  non-pharmacist  in- 
dividuals a special  license  to  vend  all  animal 
remedies  including  those  stated  in  the  Rules  and 
Regulations  of  the  South  Dakota  State  Board  of 
Pharmacy,  Section  K-Patent  and  Proprietary  Med- 
icines, subsection  “(2)”  and  “(3)”  under  section 
“(b)”  of  regulation  numbered  “8”. 

This  license  to  be  awarded  only  to  those  in- 
dividuals who  properly  qualify  under  a set  of  rules 
and  examinations  as  set  forth  by  the  South  Dakota 
State  Board  of  Pharmacy.  This  examination  should 
be  adequate  to  determine  that  the  applicant  has 
knowledge  pertinent  to  all  of  the  facets  of  proper 
handling  and  vending  of  these  products. 

Be  it  further  resolved  that  a committee  be  ap- 
pointed by  the  president  of  the  Association  to  meet 
with  interested  animal  remedy  consumer  groups  to 
discuss  legislation  in  this  regard. 


REPORT  OF  THE  PHARMACEUTICAL  EDITOR 

SOUTH  DAKOTA  JOURNAL  OF  MEDICINE 
AND  PHARMACY 
Guilford  C.  Gross 

Mr.  President,  members  of  the  Association; 

On  May  31st  of  this  year,  I completed  my  first 
year  as  editor  of  the  Pharmaceutical  Section  of  the 
South  Dakota  Journal  of  Medicine  and  Pharmacy. 
It  has  been  a novel  experience  for  me,  but  an  in- 
teresting one. 

The  format  of  the  Pharmaceutical  Section  has 
been  kept  essentially  the  same  as  that  used  by  my 
predecessor.  Dr.  Harold  S.  Bailey.  Usually,  each 
edition  has  contained  at  least  two  papers  on  phar- 
maceutical topics,  an  “Advances  in  Drug  Research” 
section,  president’s  page,  editorial  page,  and  news 
section. 

The  selection  of  papers  has  been  based  primarily 
on  what  I have  felt  would  be  of  interest  to  South 
Dakota  pharmacists.  Consideration  has  also  been 
given  to  presenting  variety  in  the  topics  that  have 
appeared  from  issue  to  issue. 

The  news  section  has  been  somewhat  disturbing 
to  me.  Too  often,  this  section  has  been  dominated 
by  State  College  news  — which  is  readily  available 
to  me  — - and  news  of  national  interest.  I would 
like  to  see  more  news  items  from  around  the  state, 
and  in  this  connection,  I urge  each  of  you  to  send 
me  items  that  you  think  would  be  of  general  in- 
terest. This  would  be  very  much  appreciated. 
News  items  should  reach  me  before  the  10th  of 
the  month  if  they  are  to  appear  in  the  succeeding 
month’s  issue. 

During  the  year,  I have  had  the  valuable  help 
of  Dr.  Bailey  and  fine  cooperation  from  various 
members  of  the  Association,  especially  President 
Philip  Case,  and  also  from  the  Sioux  Falls  office 
of  The  Journal.  For  this,  I am  deeply  grateful. 

I hope  that  you  are  enjoying  The  Journal  and 
finding  it  informative.  Any  suggestions  that  you 
may  have  for  improving  the  Pharmaceutical  Sec- 
tion will  be  welcomed  and  appreciated. 

Respectfully  submitted, 

Guilford  C.  Gross 
Pharmaceutical  Editor 
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REPORT  ON  THE  63rd  ANNUAL  CONVENTION 
OF  THE  NARD 
by 

Philip  E.  Case 

The  63rd  Annual  Convention  of  the  NARD  was 
held  in  Miami  Beach,  Florida,  October  1 through 
October  5,  1961.  Convention  headquarters  were 
located  at  the  beautiful  Fontainbleau  Hotel.  We 
elected  to  drive  to  Miami  Beach,  rather  than  to  fly, 
so  that  we  would  have  an  opportunity  to  see  some- 
thing of  the  southern  states.  The  fall  of  the  year 
proved  to  be  an  especially  beautiful  season  of  the 
year  and  we  found  the  drive  most  enjoyable.  The 
trip  took  about  three  and  a half  days  of  driving 
each  way. 

The  Convention  reports  and  speeches  have  all 
been  published  in  the  NARD  Journal  starting  with 
the  October  2,  1961,  issue  and  continuing  through 
into  the  December  issue.  I would  recommend  that 
you  take  the  time  to  read  them.  Lacking  the  time, 
you  could  get  a thumb-nail  sketch  of  the  Conven- 
tion by  reading  the  short  summary  that  is  pub- 
lished with  each  report  and  speech. 

The  main  points  stressed  at  the  Convention  were: 

1.  Support  for  the  Fair  Competitive  Practices 
Bill.  Since  the  Convention,  this  support  has  been 
shifted  to  the  Quality  Stabilization  Bill. 

2.  The  NARD’s  determination  to  pi'ocure  equit- 
able prices  for  products  purchased  by  drug  stores. 
Quite  a point  was  made  of  the  fact  that  many 
manufacturers  have  an  unfair  system  of  discounts, 
which  often  results  in  independent  drug  stores 
paying  more  for  products  than  prices  paid  by  their 
competitors. 

3.  Opposition  to  the  Kefauver  Drug  Bill  — S1552. 

4.  Protesting  the  reopening  of  the  Army  School 
for  Pharmacy  Technicians.  This  reopening  was 
deemed  unnecessary  since  many  pharmacists  in 
the  army  are  assigned  to  work  not  connected  with 
pharmacy. 

The  speech  of  Dr.  P.  Joseph  Pesare,  Rhode  Island 
Social  Welfare  Medical  Director  was  of  particular 
interest  to  me.  Rhode  Island  has  had  a compre- 
hensive medical  care  program  for  public  asistance 
patients  since  1952.  This  program  was  set  up  on  a 
cooperative  basis  and  embraces  all  of  the  health 
professions.  After  reading  articles  on  how 
similar  programs  are  handled  in  other  states,  I 
was  very  impressed  with  the  Rhode  Island  ap- 
proach. An  effort  was  made,  and  accomplished, 
to  arrive  at  an  equitable  arrangement  for  every- 
one. This  speech  is  printed  on  page  24  of  the 
November  6,  1961,  issue  of  the  NARD  Journal.  I 
beg  all  of  you  to  read  it.  Sooner  or  later  the 
health  professions  of  South  Dakota  will  be  faced 
with  the  problem  of  setting  up  a similar  program. 
The  Rhode  Island  plan  might  prove  to  be  a good 
plan  to  use  as  a pattern. 

The  Convention  talk  by  Dr.  E.  R.  Annis,  Miami 
Surgeon,  was  very  thought  provoking  in  regard  to 
the  Medicare  Plan  (King- Anderson  Bill). 

As  usual,  the  Drug  Show  was  one  of  the  high- 
lights of  the  Convention.  It  is  practically  a course 
in  merchandising.  If  you  ever  have  an  opportunity 
to  attend  an  NARD  Convention,  do  so  — the  Drug 
Show  alone  is  worth  the  effort. 

I was  a member  of  the  President’s  Advisory 
Council  and  participated  at  the  meeting.  I also 
served  on  the  Nominations  Committee.  Since  we 
had  only  one  delegate,  we  were  not  represented  on 
the  Resolutions  Committee. 

I thank  you  for  allowing  me  to  represent  you 
at  the  63rd  Annual  Convention  of  the  NARD. 


PUBLICITY  REPORT 
OF  THE  SOUTH  DAKOTA 
PHARMACEUTICAL  ASSOCIATION 

Mr.  President  and  Fellow  Pharmacists: 

This  report  could  be  construed  to  be  considered 


as  criticism,  but  I hope  it  is  taken  as  a constructive 
presentation,  giving  the  true  facts  concerning  the 
Publicity  Committee  and  not  being  critical  of  the 
State  Association  Officers.  If  any  one  is  at  fault, 
it  is  each  member  of  the  Association  for  not 
seeing  that  action  was  or  is  taken. 

The  function  of  the  Publicity  Committee  is  to 
deal  with  people’s  ideas  and  attitudes;  to  cope  with 
the  economic,  social,  and  political  forces  of  public 
opinion  concerning  pharmacy,  the  drug  store,  and 
our  State  Pharmacy  Association.  In  another  light, 
the  function  of  this  Committee  is  that  of  public  re- 
lations and  professional  relations  which  embody 
everything  about  the  pharmacist  and  the  drug 
store  that  can  create  an  impression  either  favor- 
able or  unfavorable. 

At  last  year’s  convention  at  least  three  individ- 
uals made  statements  requesting  better  public  re- 
lations work,  yet  all  that  was  carried  out  this  year 
were  a few  scattered,  unlisted  television  and  radio 
programs,  some  meager  reports  in  newspapers  and 
the  stamping  of  this  convention’s  date  on  invoices. 
This  shows  that  little  has  been  accomplished  this 
past  year  and  that  we  have  not  yet  gotten  out  of 
infancy  as  an  Association  in  this  field.  We  have  not 
come  close  to  making  full  use  of  publicity  or  pub- 
lic relations. 

Every  business  man  realizes  the  value  of  good 
public  relations,  but  what  have  we  done  to  coun- 
teract the  competitive  elements  that  are  upsetting 
the  retail  structure  of  the  drug  store,  that  are  driv- 
ing to  gobble  up  many  of  our  fastest  moving  items, 
or  to  counteract  the  public’s  opinion  of  drug  prices, 
which  Senator  Kefauver  has  placed  in  the  minds 
of  the  public?  We  have  been  singled  out  for  crit- 
icism by  the  lay  press,  governmental  bodies,  many 
news  media,  and  so  forth.  The  criticism  appears 
to  be  in  keeping  with  the  times,  for  it  has  become 
popular  with  the  public.  We  are  behind,  we  have 
been  relaxing  on  the  laurels  of  past  achievements. 

One  positive  approach  to  curb  this  and  bring  the 
customer  back  to  the  drug  store  is  through  public 
relations.  I believe  we  can  have  a good,  sound 
public  relations  program.  All  we  need  to  do  is 
mold  it  into  a motivating  force  so  that  public 
opinion  will  be  with  us  and  we  will  be  in  a much 
better  postion  to  adjust  to  changing  conditions  and 
situations. 

The  following  is  a suggested  list  of  ways  to  ac- 
complish this  purpose  and  I’m  sure  others  are 
available. 

1.  Speeches  — organize  and  operate  a Speakers’ 
Bureau  and  widen  the  audience  through  reprints 
and  publicity. 

2.  Tours  — arrange  an  expense-free  trip  to  a 
major  pharmaceutical  plant  for  a reporter  from 
each  daily  paper,  radio  and  television  station.  The 
only  obligation  of  these  representatives  would  be 
to  write  a publication  or  series  of  articles  or  pre- 
sent a program  or  programs  about  pharmacy  re- 
search and  safeguards  involved  in  medicine.  This 
program  could  be  carried  out  at  only  the  cost  of 
travel  expense  because  most  companies  will  pay 
cost  of  hotel  and  meals  while  on  tour  of  their 
plants. 

3.  Exhibits  — an  antique  and  modern  pharmacy 
display;  one  that  could  be  exhibited  from  town  to 
town. 

4.  Visits  — to  high  schools;  most  high  schools 
would  be  happy  to  have  an  educational  program 
and  exhibit  concerning  pharmacy. 

5.  Conventions  — furnish  news  and  material  to 
all  news  media  prior  to,  during,  and  following  our 
state  convention.  Let  the  public  know  what  we 
are  doing. 

There  is  much  to  be  done  to  convince  the  public 
that  drugs  cost  pennies,  whereas  illness  costs  dol- 
lars. There  is  much  to  be  done  to  convince  the 
public  that  the  drug  store  is  the  only  safe  place  to 
buy  all  drugs  and  medicines.  We  must  refute  the 
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erroneous  concept  that  non-prescription  drugs  are 
safe  and  harmless.  We  must  elevate  the  prestige  of 
pharmacy  and  pharmacists.  And,  we  must  lay  our 
ground  work  so  well  with  our  customers  and  the 
general  public  that  when  pro-pharmacy  legislation 
(such  as  the  vet  injectables)  is  brought  forth  be- 
fore the  legislature  it  will  be  accepted.  The  ground 
work  must  be  so  well  prepared  that  when  pro- 
posals dealing  with  depreciation  of  pharmacy  are 
brought  before  the  legislature  these  proposals  will 
be  very  unpopular  with  the  people  back  home. 

Gentlemen,  if  the  independent  retail  drug  store 
is  to  survive,  we  must  plan,  organize  a calendar 
of  events,  execute  and  finance  a public  relations 
program  through  our  Association. 

May  I suggest  that  the  State  Asociation  budget 
needed  finances  to  carry  out  such  a program. 

This,  Mr.  President,  is  the  Publicity  Committee 
Report  I submit  as  Chairman  of  the  Publicity  Com- 
mittee. 

Respectfully, 

Wiley  D.  Vogt 


REPORT  OF  THE  TREASURER 
SOUTH  DAKOTA  PHARMACEUTICAL 
ASSOCIATION 
J.  C.  Shirley.  Treasurer 
GENERAL  FUND  ACCOUNT 
Balance  in  Northwest  Security  National 

Bank,  Brookings,  S.  D.,  June  1,  1961  $ 2,760.68 


Received  from  Bliss  C.  Wilson,  Sec.  9,401.00 


$12,161.68 

Less  Warrants  Paid  9,678.41 


BALANCE  $ 2,483.27 

Balance  in  Bank,  May  31,  1962  2,483.27 

Less  Outstanding  Checks  None 


Balance  with  Treasurer  on  May  31,  1962  $ 2,483.27 


REPORT  OF  THE  TREASURER 
SOUTH  DAKOTA  BOARD  OF  PHARMACY 
J.  C.  Shirley,  Treasurer 

Balance  in  Northwest  Security  National 


Bank,  Brookings  S.  D.,  June  1,  1961  $ 2,977.53 

Cash  Receipts  16,252.00 


$19,229.53 

Disbursements  17,012.36 


Cash  Balance,  May  31,  1962  $ 2,217.17 

Balance  in  Bank,  May  31,  1962  $ 2,458.17 

Less  Outstanding  Checks: 

No.  3215  John  J.  Greening  2.00 

No.  3895  Elliot  Industries,  Inc.  239.00 


Balance  with  Treasurer  on  May  31,  1962  $ 2,217.17 


REPORT  OF  THE  TREASURER 
SOUTH  DAKOTA  PHARMACEUTICAL 


ASSOCIATION 

COMMERCIAL  AND  LEGISLATIVE 

FUND 

J.  C.  Shirley,  Treasurer 
Balance  in  Northwest  Security  National 
Bank,  Brookings,  S.  D.,  June  1,  1961 

$ 1,862.49 

Received  from  Bliss  C.  Wilson,  Secretary 

3,106.66 

Less  Warrants  Paid 

$ 4,969.15 
4,241.86 

Balance 

$ 727.29 

Balance  in  Bank,  May  31,  1962 

$ 1,098.17 

Less  Checks  Oustanding: 

No.  521  10.00 

628  220.88 

705  140.00 

370.88 

Balance 

$ 727.29 

REPORT  OF  THE  SECRETARY 
SOUTH  DAKOTA  STATE  PHARMACEUTICAL 
ASSOCIATION  AND 
SOUTH  DAKOTA  STATE  BOARD 
OF  PHARMACY 
Bliss  C.  Wilson,  Pierre 

Mr.  President,  Fellow  Pharmacists  and  Guests: 

It  is  my  duty  to  report  to  this  annual  meeting 
the  financial  standing  of  the  Association  and  the 
Board  of  Pharmacy  and  the  activities  of  the  Secre- 
tary’s office  since  our  last  annual  meeting  in  Rapid 
City. 

At  the  direction  of  the  Executive  Committee,  I 
submitted  the  books  and  records  of  my  office  to 
Keenan  and  Craig,  Certified  Public  Accountants,  in 
Aberdeen  on  May  29,  1962,  for  their  examination 
and  report.  On  the  morning  before  I left  for  Pierre 
with  my  books  and  records,  I received  in  the  mail 
from  the  Local  Secretary  of  the  Rapid  City  Con- 
vention a check  which  I took  with  me  to  Aberdeen. 
Mr.  Keenan’s  audit  report  reads,  “The  Secretary’s 
recorded  receipts  have  been  traced  to  deposit  by 
the  Treasurer  with  the  exception  of  the  1961  con- 
vention receipts  in  the  amount  of  $308.50  received 
by  the  Secretary  on  May  29,  1962.  The  Secretary, 
Mr.  B.  C.  Wilson,  has  advised  us  that  he  has  been 
unable  to  obtain  a financial  report  from,  the  Local 
Secretary  of  the  Rapid  City  Convention  in  1961. 
We  requested  a report  via  telephone  from  the  local 
secretary  but  did  not  receive  it  prior  to  completing 
our  examination.  We  suggest  immediate  action  be 
taken  to  obtain  this  report  in  order  to  verify  that 
all  of  the  1961  Convention  receipts  have  been  ac- 
counted for.”  This  delayed  the  delivery  of  our 
auditor’s  report  by  nearly  one  week,  to  June  13th, 
so  I trust  you  will  pardon  this  hurried  report  which 
is  being  started  only  two  days  before  I must  leave 
for  Sioux  Falls. 

During  the  period  from  June  1,  1961,  to  May  31, 
1962,  this  office  received  $9,401.00  from  certificate 
renewals  and  credited  the  same  to  the  Association’s 
General  Fund  account.  Our  receipts  to  the  Com- 
mercial and  Legislative  Section  were  $3,415.16. 
Total  receipts  to  the  Association  amounted  to  $12,- 
816.16.  Expense  warrants  drawn  on  the  General 
Fund  during  this  period  were  $9,678.41  and  those 
drawn  on  the  Commercial  and  Legislative  Section 
Fund  during  the  same  period  were  $4,241.86,  mak- 
ing total  expenses  for  the  Association  of  $13,920.27. 
The  loss  in  net  worth  for  the  Association  was, 
therefore,  $1,104.11. 

During  the  period  from  June  1,  1961,  to  May 
31,  1962,  this  office  received  $16,420.00  which  is  the 
highest  on  record,  to  the  State  Board  of  Pharmacy 
account.  However,  expense  warrants  drawn  on 
the  Board  of  Pharmacy’s  account  were  also  the 
highest  on  record,  amounting  to  $16,773.36,  or 
$353.36  more  than  receipts.  An  outstanding  war- 
rant in  the  amount  of  $2.00  issued  in  1957-58  was 
voided  by  the  auditor.  The  loss  in  net  worth  for 
the  Board  of  Pharmacy  is  shown  as  $351.36. 

This  is  the  first  time  in  my  service  as  Secretary, 
that  all  three  of  our  financial  accounts  have  shown 
a net  loss  during  the  same  fiscal  year.  We  have  in 
our  office  a complete  record  of  all  money  received 
by  the  Secretary  since  August  1,  1941,  showing 
from  whom  it  was  received  and  the  serial  number 
of  the  license,  permit,  dues  card  or  official  receipt 
issued  therefore.  Even  when  you  make  a donation, 
you  receive  a receipt  from  the  Commercial  and 
Legislative  Section.  In  the  payment  of  bills  and 
invoices,  there  are  some  that  can  be  charged  to 
any  one  of  our  three  accounts.  Others  are  a 
specific  obligation  of  the  Board  or  the  Association. 
Our  auditor  says,  “Apportionment  of  some  ex- 
penses between  the  State  Board  of  Pharmacy  and 
the  State  Pharmaceutical  Association  by  .the  Secre- 
tary appears  to  be  proper  and  consistent  with 
similar  allocations  made  in  prior  years.”  In  other 
words,  whenever  possible,  we  try  to  allocate  ex- 
pense to  the  fund  which  is  less  likely  to  show  a 
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loss  at  the  end  of  the  fiscal  year.  From  the  figures 
quoted,  we  need  more  income,  or  less  expenses. 

Association  Membership  Report 
Members  in  good  standing  on 

June  19,  1961  957 

ADD:  Reinstated  by  renewal  payments  12 
Registered  by  reciprocity  5 

Registered  by  examination, 

January,  1962  7 

Registered  by  examinations, 

June,  1962  12 

36 


993 


SUBTRACT:  Active  members  deceased  8 
Renewals  unpaid  for 

1961-62  12 

To  Honorary  Membership  15 

35 


Members  in  good  standing  on 

June  18,  1962  958 


Certificate  Renewal  Records 
1961-62  Renewals  paid  to  June  18,  1962  922 

1961-62  Renewals  FREE  to  Members  in 

Armed  Forces  16 

Original  Certificates  valid  to  Oct.  1,  1962  12 

Certificates  due  on  June,  1962  examinations  12 


Total  962 

Deceased  members  who  paid  1961-62 

renewals  4 


Certificates  accounted  for  membership  on 
June  18,  1962  958 


The  certificate  of  one  Assistant  Pharmacist 
is  still  in  good  standing. 

Commercial  and  Legislative  Section 
Pharmacies  that  paid  Member  Dues  for  1961  170 

Pharmacies  that  paid  Member  Dues  for  1962 

(to  June  18,  1962)  144 


Decrease  in  Pharmacy  Memberships  26 

Board  of  Pharmacy  Records 
Registered  Pharmacies 
Pharmacy  Permits  effective  as  of 
June  19,  1961  239 

Permits  not  renewed  for  1961-62  1 


Total  Pharmacy  Permits  renewed  for  1961-62  238 

NEW  Pharmacy  Permits  issued  during  the  year  6 


Total  Pharmacy  Permits  issued  for 

1961-62  year  244 

Pharmacies  discontinued  during  the  year  3 


Pharmacy  Permits  effective  as  of 
June  18,  1962  241 

Household  Remedy  Licenses 
1961-62  Licenses  to  Sell  Household  Remedies  134 
1960-61  Licenses  to  Sell  Household  Remedies  129 


Increase  5 

Poison  Licenses 

1962 — Poison  Licenses  issued  through 
May  31,  1962  690 

1961 — Poison  Licenses  issued  through 
May  31,  1961  647 


Increase  43 

Patent  Medicine  Licenses 

1961-62  Licenses  to  Sell  Patent  Medicines  2,313 
1960-61  Licenses  to  Sell  Patent  Medicines  2,306 


Increase  7 


Veterans  Administration  Prescription  Services 

The  amount  of  our  invoices  for  Veterans  Admin- 
istration Prescription  Services  during  the  past 
year  was  $1,233.98.  This  service  to  pharmacies  was 
started  in  1946.  In  a letter  just  received  from  Ver- 
non Trygstad,  Director,  Pharmacy  Service,  of  the 
Veterans  Administration,  we  have  been  advised 
that  contracts  with  state  pharmaceutical  associa- 
tions will  be  continued  only  through  September  30, 
1962,  after  which  the  Veterans  Administration  will 
contract  with  individual  pharmacies  for  prescrip- 
tion services  at  specified  prices  determined  by  the 
Veterans  Administration.  Pharmacies  will,  there- 
after, submit  their  bills  for  prescriptions  direct  to 
VA  offices  and  receive  payment  directly  from 
them.  The  extension  of  our  association  contract  to 
September  30,  1962,  should  permit  an  orderly  tran- 
sition and  allow  time  for  our  office  to  receive  and 
voucher  all  currently  outstanding  accounts.  Mr. 
Trygstad  says,  “Prior  to  effecting  the  changes  in 
billing  procedures,  the  Veterans  Administration 
will  mail  instructions  and  notices  of  authority  to 
fill  VA  prescriptions  to  pharmacies  whose  names 
and  address  you  furnish  our  offices.”  I intend  to 
prepare  a revised  list  of  South  Dakota  pharmacies 
to  submit  to  the  VA  office  in  Sioux  Falls  at  an 
early  date.  The  reason  for  this  change  is  the  anti- 
trust actions  involving  prescription  pricing  sched- 
ules more  specifically  with  the  court  order  in  con- 
nection with  the  case  in  Utah.  It  appears  that 
“prescription  pricing  schedules,”  even  with  a gov- 
ernment agency,  are  inconsistent  with  the  antitrust 
laws. 

A little  over  6 per  cent  of  the  Association’s  in- 
come to  the  Commercial  and  Legislative  Section 
came  from  service  fees  paid  by  the  Veterans  Ad- 
ministration. It  will  take  26  drug  store  member 
dues  at  $8.00  each  to  offset  this  loss  in  income  dur- 
ing the  coming  year.  If  you  have  not  paid  your 
drug  store  membership  dues  for  1962  — and  there 
are  26  members  less  than  in  1961  — your  check 
will  be  welcomed  in  our  office.  We  did  not  have 
time  to  send  out  a second  notice  for  drug  store 
memberships  this  spring  and  this  is  probably  the 
reason  more  pharmacies  have  not  contributed. 

Our  Association  has  contracted  with  the  State 
Publishing  Company  in  Pierre  to  print  our  pro- 
ceedings for  two  years.  Our  1961  yearbooks  were 
delivered  and  mailed  out  to  our  members  on 
schedule  rather  than  after  the  following  conven- 
tion which  was  the  case  in  Rapid  City.  This  year 
we  hope  to  have  the  proceedings  in  your  hands  at 
an  even  earlier  date. 

Some  of  the  activities  of  the  Secretary’s  office 
since  our  last  annual  meeting  include: 

1.  The  revision  of  the  Board  of  Pharmacy’s  Rules 
and  Regulations  to  conform  with  laws  passed  by 
the  1961  session  of  the  Legislature  and  the  recom- 
mendations of  this  Association  to  the  Board  of 
Pharmacy  at  the  Rapid  City  Convention. 

2.  The  preparation  and  printing  of  state  laws 
relating  to  the  practice  of  pharmacy  revised 
through  1961  and  including  the  revised  Rules  and 
Regulations  of  the  Board  of  Pharmacy. 

3.  The  filing  of  certified  copies  of  such  revised 
Rules  and  Regulations  of  the  Board  of  Pharmacy 
with  the  Secretary  of  State  and  with  the  Clerk  of 
Courts  in  every  organized  county  of  the  state  so 
that  they  may  have  the  effect  of  law  insofar  as  the 
practice  of  pharmacy  is  concerned. 

4.  The  preparation  and  printing  of  information 
regarding  the  authority  and  obligations  of  the 
Board  of  Pharmacy  to  further  regulate  the  open 
display  and  sale  of  certain  packaged  drugs,  med- 
icines and  poisons  within  licensed  pharmacies 
in  South  Dakota,  and  of  the  1962  DIRECTIVE  to 
Pharmacist  Managers  of  Licensed  Pharmacies. 

5.  Attendance  at  eleven  district  meetings  to  ex- 
plain to  pharmacist  managers  what  they  must  do 
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in  setting  up  segregated  sales  displays  of  items  re- 
lated to  the  practice  of  pharmacy  as  distinguished 
from  sales  displays  of  general  merchandise  and 
how  such  displays  shall  be  conspicuously  desig- 
nated to  the  public  by  signs  required  in  the  196^2 
Directive. 

6.  Appearance  before  the  Committee  on  Sanita- 
tion of  the  South  Dakota  Stockgrowers  Association 
at  Sturgis  to  explain  why  the  retail  sale  of  veterin- 
ary injectables  should  not  be  continued  under 
authority  of  the  Patent  and  Proprietary  Medicine 
license.  These  activities,  along  with  the  regular 
duties  of  the  Secretary,  have  made  it  necessary  to 
work  almost  every  night  and  on  Saturdays  and 
Sundays  during  the  past  month.  We  have  already 
processed  and  issued  nearly  800  patent  medicine 
licenses  for  the  coming  fiscal  year.  A thousand 
more  applications,  including  pharmacy  re-registra- 
tion and  household  remedy  renewals,  will  be  wait- 
ing for  my  attention  after  this  convention. 

In  spite  of  the  work  load,  I consider  it  a privilege 
to  have  served  as  secretary  of  this  Association  for 
twenty-one  years.  The  cooperation  of  officers  and 
members  towards  our  program  of  self-government 
of  pharmacists  has  been  most  gratifying.  I hope 
and  pray,  that  within  the  coming  year,  the  restric- 


tive drug  sales  problem  will  be  solved  in  at  least 
one  state  in  the  Union. 

Bliss  C.  Wilson,  Secretary 


NOMINATIONS  COMMITTEE  REPORT 

The  Nominating  Committee  wishes  to  submit  the 
following  names  as  candidates  for  the  respective 
offices  for  the  ensuing  year: 


President 
1st  Vice-Pres. 
2nd  Vice-Pres. 
3rd  Vice-Pres. 
4th  Vice-Pres. 


L.  B.  Urton 
W.  Shanholtz 
Melvin  Holm 
Mrs.  Nina  Lund 
Earle  T.  Crissman 


Sturgis 
Mitchell 
Redfield 
Rapid  City 
Ipswich 


Members  of  this  Association  to  be  recommended 
to  the  Governor  for  the  Board  of  Pharmacy  ap- 
pointment which  expires  September  30,  1962: 


Tom  Haggar  Watertown 

A1  Knutson  Clark 

Bob  Matson  Brookings 

Respectfully  submitted, 
Floyd  Cornwell 
Murray  Widdis 
Willis  Hodson 
Harold  Mills 
Vere  Larsen 
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A CLINICOPATHOLOGIC 
STUDY  OF  LUNG 
CANCER  IN  SOUTH- 
EASTERN SOUTH 
DAKOTA 


By 

John  T.  Tidd,  M.D.* 


This  study  was  supported  by  a grant  from  the 
American  Cancer  Society,  South  Dakota 
Division. 

* Director,  Tumor  Clinic,  Sacred  Heart  Hospital, 
Yankton,  South  Dakota;  Associate  Professor 
of  Clinical  Pathology,  University  of  South  Da- 
kota School  of  Basic  Medical  Sciences. 


Cancer  of  the  lung  has  received  widespread 
publicity  both  in  lay  and  professional  pub- 
lications because  of  the  reported  increasingly 
high  incidence  of  this  neoplastic  disease.  The 
purpose  of  this  paper  is  to  present  the  results 
of  an  analysis  of  the  cases  of  lung  cancer 
recorded  in  our  registry  files  at  the  Tumor 
Clinic  in  Sacred  Heart  Hospital,  Yankton, 
South  Dakota. 

In  a group  of  943  autopsies  performed  on 
consecutive  cancer  cases  reported  by  Willis  ^ 
71  patients  (7.3%)  had  cancer  of  the  lung.  In 
his  study,  cancer  of  the  lung  ranked  fourth 
in  incidence;  cancers  of  the  stomach,  large 
intestine  and  brain  being  more  common.  The 
average  mean  age  incidence  in  his  cases  was 
55  with  the  highest  incidence  occurring  in  the 
sixth  decade  when  37%  of  the  tumors  oc- 
curred. The  ratio  between  men  and  women 
was  5 to  1.  Gunn2  concluded  that  “in  general 
lung  cancer  is  the  third  most  common  fatal 
malignant  tumor  second  only  to  stomach  and 
colon  cancer.  It  constitutes  from  1 to  2.5%  of 
all  necropsies  and  from  8 to  20%  of  all  cancers 
in  American  hospitals.”  Daff,  Doll  and  Ken- 
nawayS  reported  that  in  some  British  hos- 
pitals lung  cancer  constituted  from  one-fifth 
to  one-third  of  all  fatal  cancers.  Most  pub- 
lished data  show  that  the  peak  incidence  is  in 
the  mid-fifties.  The  sex  ratio  is  between  2:1 
to  5:1,  males  to  females.  Rigdon  and  Kuk- 
hoff"^  reported  67  cases  of  primary  cancer  of 
the  lung  in  a group  of  892  cases  of  cancer  in 
individuals  30  years  or  older  thus  represent- 
ing 5.2%  of  the  total.  These  figures  are  not 


— 335  — 


SOUTH  DAKOTA 


significantly  different  from  the  percentages 
obtained  by  other  investigators.  Phillips^  in 
analyzing  the  mortality  from  lung  cancer  in 
Canada  for  the  years  1931  through  1952 
showed  that  in  1931,  lung  cancer  was  reported 
as  responsible  for  2.2%  of  all  cancer  deaths 
whereas  in  1952  lung  cancer  had  increased 
to  8.7%  of  all  cancer  deaths;  almost  a 400% 
increase.  In  males  it  had  increased  from  3%  in 
1931  to  13.4%  of  all  fatal  cancers  in  1952 
whereas  in  females,  from  less  than  1%  to 
3.2%.  The  ratio  of  male  to  female  deaths  in- 
creased from  1.9:1  in  1931  to  4.9:1  in  1952. 

TUMOR  CLINIC  AND  REGISTRY 

The  Tumor  Clinic  and  Registry  at  Sacred 
Heart  Hospital  were  organized  in  1949  and 
since  that  time  a total  of  1089  cases  with 
proven  malignant  neoplasms  have  been  regis- 
tered. Almost  all  of  the  patients  comprising 
this  group  reside  in  southeastern  South  Da- 
kota and  northeastern  Nebraska  with  the 
majority  living  in  Yankton  County.  It  is 
predominantly  an  agricultural  area  with  no 
heavy  industry  and  its  attendant  problems  of 
soot  and  air  contamination.  The  population 
is  derived  primarily  from  northern  European 
stock.  All  of  the  patients  registered  in  our 
tumor  clinic  were  under  the  medical  care  of 
physicians  on  the  staff  of  Sacred  Heart  Hos- 
pital, and  the  diagnosis  of  malignant  disease 
was  either  made  or  confirmed  at  this  institu- 
tion. In  almost  all  instances  definitive  treat- 
ment of  these  patients  was  carried  out  by  the 
attending  medical  staff. 

CURRENT  SERIES 

Analysis  of  the  1089  cases  with  proven 
malignant  neoplastic  disease  showed  that  a 
total  of  33  patients  had  primary  carcinoma 
of  the  lung,  or  3%  of  the  patients  registered, 
which  represents  a much  lower  figure  (by  al- 
most 50%)  than  is  generally  reported.  In  our 
series,  carcinoma  of  the  lung  ranks  tenth  in 
order  of  frequency  rather  than  third  or  fourth 
as  is  usually  reported  in  other  studies. 

AGE  INCIDENCE 

The  age  range  was  from  48  to  84  with  1 
patient  in  her  eighties;  5 patients  in  their 
seventies;  13  patients  in  their  sixties;  12  pa- 
tients in  their  fifties;  and  2 patients  in  their 
forties.  The  decade  of  greatest  frequency  was 
the  seventh  when  39.4%  of  the  patients 
manifested  the  disease. 


TABLE  I 

AGE  INCIDENCE  OF  33  PATIENTS 
WITH  LUNG  CANCER 


Decade 

Number  of 
Patients 

Percent  of 
Total 

5th  decade 

2 

6.0% 

6th  decade 

12 

36.4% 

7th  decade 

13 

39.4% 

8th  decade 

5 

15.2% 

9th  decade 

1 

3.0% 

SEX  INCIDENCE 

There  were  24  males  (72.7%)  and  9 females 
(27.2%)  who  had  cancer  of  the  lung.  The  sex 
ratio  was  about  3:1,  males  to  females,  agree- 
ing in  general  with  that  reported  elsewhere. 

CLINICAL  FEATURES 

Symptomatology:  An  analysis  of  the  chief 
complaints  showed  that  the  three  most  com- 
mon symptoms  were  cough,  chest  pain  and 
hemoptysis  in  that  order  of  frequency.  Cough 
occurred  in  17  patients  (51.5%);  chest  pain  in 
15  patients  (45.4%);  and  hemoptysis  in  8 pa- 
tients (24%). 

PHYSICAL  FINDINGS 

Twelve  patients  (36.4%)  had  some  evidence 
of  lung  pathology  on  physical  examination 
although  these  findings  were  non-specific, 
such  as  bilateral  rales  or  wheezing  without 
localizing  value.  In  addition,  3 patients  (9.1%) 
presented  palpable  supraclavicular  lymph 
nodes. 

DIAGNOSIS 

The  clinical  diagnosis  of  lung  cancer  is 
usually  based  on  the  result  of  one  or  more  of 
the  following  examinations:  X-ray  studies  of 
the  chest;  bronchoscopy;  cytological  studies; 
biopsies  of  peripheral  lymph  nodes;  and/or 
thoracotomy. 

A review  of  the  x-ray  reports  and  films  re- 
vealed that  30  of  the  33  patients  showed 
definite  pathology  on  x-ray  study  of  the  chest. 
The  x-ray  findings  were  usually  localized  and 
focused  the  attention  of  the  physician  on  the 
offending  area  although  often  the  films  in 
themselves  were  not  diagnostic  of  malignancy 
radiologically.  In  3 cases  (9.1%)  the  chest  film 
was  interpreted  as  negative  despite  the  fact 
that  the  patient  later  was  proven  to  have  car- 
cinoma of  the  lung,  indicating  that  the  report 
of  a negative  chest  film  does  not  conclusively 
rule  out  the  presence  of  lung  cancer. 

Bronchoscopic  examination  which  was  per- 
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TABLE  II 

RESULTS  OF  DIAGNOSTIC  METHODS  IN  33  PATIENTS 
WITH  LUNG  CANCER 


Total  No.  of 

No. 

positive 

No. 

negative 

No. 

doubtful 

Method 

patients 

for 

cancer 

for 

cancer 

for 

cancer 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

X-ray* 

33 

100% 

30* 

90.9% 

3 

9.1% 

Bronchos- 

copy 

22 

66.7% 

12 

54.5% 

6 

27.0% 

4 

18.2% 

Cytology 

18 

54.5% 

6 

33.3% 

11 

61.1% 

1 

5.5% 

Biopsy  of 
peripheral 
nodes 

4 

12.1% 

3 

75.0% 

1 

25.0% 

Thoracotomy 

17 

51.5% 

*The  films  indicated  the  presence  of  definite  chest  pathology, 

not  necessarily 

diagnostic  of 

lung  cancer. 

formed  in  22  patients,  showed  definite  path- 
ology such  as  distortion  of  the  bronchi, 
hemorrhage,  obstruction,  or  a definite  tumor 
in  12  patients  (54.5%).  In  6 patients  (27%)  the 
bronchoscopy  was  negative,  and  in  4 patients 
(18.2%)  the  bronchoscopic  study  revealed  only 
nonspecific  findings  such  as  mucosal  hy- 
peremia. 

Cytological  studies  were  done  on  18  pa- 
tients (54.5%).  The  cytological  examinations 
were  usually  carried  out  on  a single  specimen 
of  sputum  or  bronchial  washings  obtained  at 
the  time  of  bronchoscopy.  In  6 patients 
(33.3%)  the  cytological  studies  were  positive. 
Twelve  patients  (66.7%)  had  negative  or 
doubtful  cytology,  or  the  specimens  were  un- 
satisfactory for  diagnosis. 

Biopsy  of  the  peripheral  lymph  nodes  was 
performed  in  4 patients,  and  in  3 instances 
(75%)  metastatic  carcinoma  was  present. 

Thoracotomy  was  performed  on  17  patients 
(51.5%)  and  a positive  diagnosis  of  lung  can- 
cer was  established  in  each  instance  following 
pathological  study  of  the  biopsied  or  resected 
tissue  taken  from  involved  areas. 

TREATMENT 

Thirteen  patients  (39.3%)  received  no 
specific  treatment  other  than  supportive 
measures.  Thirteen  patients  (39.3%)  received 
x-ray  therapy  as  the  major  form  of  treatment. 
Three  patients  (9.1%)  had  lobectomies  and  4 
patients  (12.1%)  had  pneumonectomies. 

TOTAL  SURVIVAL  TIME  SINCE  ONSET 
OF  SYMPTOMS 

Twenty-six  patients  (78.8%)  were  con- 
sidered to  be  inoperable.  At  the  time  of  this 
study  two  patients  in  the  inoperable  group  of 


cases  are  alive,  one  having  survived  42 
months  since  the  onset  of  symptoms  and  the 
other,  10  months.  In  both  instances  the  pa- 
tients are  suffering  from  metastases.  Of  the 
24  patients  who  were  inoperable  and  had  died, 
21  patients  had  a completed  follow-up;  they 
survived  since  the  onset  of  symptoms  from  1 
week  to  48  months,  with  a mean  average  sur- 
vival of  14.3  months.  Three  patients  (9.1%) 
who  had  lobectomies  had  a mean  average  sur- 
vival time  of  9 months  with  a range  from  2 to 
18  months.  Of  the  4 patients  (12.1%)  who 
were  considered  acceptable  candidates  for 
radical  surgical  treatment  and  had  a pneu- 
monectomy, 2 have  died  having  a mean  aver- 
age survival  time  since  the  onset  of  symptoms 
of  15  months,  the  range  extending  from  12  to 
18  months.  The  other  2 patients  who  had 
pneumonectomies  are  alive,  with  a mean 
average  survival  of  68  months,  the  range 
being  48  to  88  months.  One  of  these  patients 
who  has  survived,  although  showing  no  evi- 
dence of  metastatic  disease,  has  been  a res- 
piratory invalid  since  surgery. 

TOTAL  SURVIVAL  TIME  SINCE 
DIAGNOSIS  AND/OR  TREATMENT 

The  13  patients  (39.3%)  who  received  no 
specific  treatment  are  dead,  and  the  10  pa- 
tients in  this  group  with  a completed  follow- 
up had  a mean  average  survival  of  7.5  months 
with  a range  between  1 week  and  31  months. 
The  exact  time  of  death  of  the  other  3 pa- 
tients is  not  available. 

Eleven  patients  (33.3%)  who  received  x-ray 
therapy  and  were  considered  to  be  inoperable 
died;  they  had  a mean  average  survival  of  7.3 
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TABLE  in 

TOTAL  SURVIVAL  TIME  SINCE  ONSET  OF  SYMPTOMS 
IN  33  PATIENTS  WITH  LUNG  CANCER 


Number 

Mean 

Mean 

of 

No. 

Average 

No. 

Average 

Patients 

% 

Dead 

Survival 

Alive 

Survival 

Inoperable 

26 

78.8% 

24 

14.3  mo.* 

2 

26  mo. 

Lobectomies 

3 

9.0% 

3 

9.0  mo. 

Pneumonectomies 

4 

12.0% 

2 

15.0  mo. 

2 

68  mo. 

*This  calculation  is  based  upon  the  survival  of  21  patients  where  the  exact  time  of  death  is  known. 

TABLE  IV 

TOTAL 

SURVIVAL  TIME  SINCE  DIAGNOSIS  AND/OR  TREATMENT 

OF  33 

PATIENTS  WITH  LUNG 

CANCER 

Method 

Number 

Mean 

Mean 

of 

of 

No. 

Average 

No. 

Average 

Treatment 

Patients 

% 

Dead 

Survival 

Alive 

Survival 

No  Treatment 

13 

39.3% 

13 

7.5  mo.* 

X-ray  Therapy 

13 

39.3% 

11 

7.3  mo. 

2 

20.5  mo. 

Lobectomies 

3 

10.0% 

3 

5.6  mo. 

Pneumonectomies 

4 

12.0% 

2 

12.5  mo. 

2 

60.0  mo. 

*This  calculation  is 

based  upon  the 

survival  of 

10  patients  where  the  exact  time  of  death 

is  known. 

months  with  the  range  being  between  1 month 
to  24  months.  One  patient  is  alive  36  months 
after  diagnosis  and  beginning  treatment,  and 
the  other,  5 months,  but  in  both  instances 
they  are  suffering  from  metastases.  The  3 
patients  (10%)  who  had  lobectomies  survived 
on  the  average  of  5.6  months  with  the  range 
being  from  1 to  12  months.  All  of  these  pa- 
tients died  of  their  disease.  Four  patients 
(12%)  had  pneumonectomies  because  it  was 
considered  that  their  disease  was  amenable 
to  radical  surgical  treatment.  Of  this  group 
2 patients  died  with  a mean  average  survival 
of  12.5  months,  the  range  being  from  7 to  18 
months,  and  2 patients  are  alive  with  a mean 
average  survival  of  60  months,  the  range 
being  from  36  to  84  months. 

DURATION  OF  SYMPTOMS  PRIOR  TO 
DIAGNOSIS  AND/OR  TREATMENT 

This  grouping  represents  a measure  of  the 
delay  in  diagnosis  whether  due  to  delay  on 
the  part  of  the  patient  in  seeking  medical  care, 
delay  on  the  part  of  the  physician  in  making 
the  diagnosis  once  the  patient  sought  medical 
care  or  a combination  of  both.  In  the  group 
of  patients  considered  to  be  inoperable,  the 
21  traced  patients  who  have  died  had  a mean 
average  duration  of  symptoms  of  7 months, 
the  range  being  a few  days  to  30  months  be- 
fore diagnosis  and/or  treatment.  The  3 pa- 
tients who  had  lobectomies  had  an  average 
duration  of  symptoms  for  3.3  months,  the 


range  being  1 to  6 months  before  treatment. 
Two  patients  subjected  to  pneumonectomy 
who  died  had  symptoms  for  an  average  of 
21/2  months  before  diagnosis  whereas  the  2 
surviving  patients  who  had  a pneumonec- 
tomy had  symptoms  for  an  average  of  8 
months  prior  to  diagnosis. 

PATHOLOGY  — CELL  TYPE 
Eighteen  patients  (54.5%)  had  lung  cancers 
composed  of  undifferentiated  cells;  3 patients 
(9%)  had  tumors  composed  of  squamous  cells; 
and  5 patients  (15.2%)  had  tumors  that  were 
composed  of  several  different  types  of  tumor 
cells.  An  alveolar  cell  type  of  tumor  was 
present  in  2 patients  (6%). 


TABLE  V 

CELL  TYPE  IN  33  PATIENTS  WITH 
LUNG  CANCER 


Cell  Type 

Number  of 
Patients 

% 

Undifferentiated  cell  type 

18 

54.5% 

Squamous  cell  type 

3 

9.0% 

Adenocarcinoma 

5 

15.2% 

Mixed  cell  types 

5 

15.2% 

Alveolar  cell  type 

2 

6.0% 

As  indicated  in  table  VI  those  patients  with 
mixed  cell  type  of  lung  cancer  survived  23.2 
months  as  contrasted  to  8.8  months  for  the 
undifferentiated  cell  type;  10.6  months  for  the 
squamous  cell  type;  9.3  months  for  adenocar- 
cinoma; and  6 months  for  the  alveolar  cell 
type.  A study  by  Buchberg,  Labliner,  and 
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TABLE  VI 

INFLUENCE  OF  CELL  TYPE  UPON 
SURVIVAL  IN  PATIENTS  WITH 
LUNG  CANCER 


Cell  Type 

Number 

of 

Patients 

Mean 

Average 

Survival 

Undifferentiated  cell  type 

16 

8.8  mo. 

Squamous  cell  type 

3 

10.6  mo. 

Adenocarcinoma 

5 

9.3  mo. 

Mixed  cell  type 

5 

23.2  mo. 

Alveolar  cell  type 

2 

6.0  mo. 

31 

Rubin®  revealed  that  patients  with  epider- 
moid carcinoma  lived  the  longest  and  those 
with  anaplastic  undifferentiated  carcinoma 
the  shortest.  These  patients  with  adenocar- 
cinoma were  intermediate  in  survival. 

AUTOPSIES 

Sixteen  patients  (61.2%)  of  the  29  who  have 
died  were  autopsied  at  Sacred  Heart  Hospital. 
The  right  lung  was  the  site  of  the  primary- 
tumor  in  11  patients;  the  left  lung,  in  4 pa- 
tients; and  both  lungs  (alveolar  cell  type),  in  1 
patient. 

DISTRIBUTION  OF  METASTASES 

The  most  common  sites  of  metastases  were 
the  opposite  lung,  liver,  adrenals  and  regional 
lymph  nodes.  One  patient  with  a large  tumor 
showed  no  distant  metastases  although  there 
was  local  extension  into  the  chest  wall. 

ETIOLOGICAL  FACTORS 

First  among  the  factors  that  may  explain 
the  relatively  low  incidence  of  lung  cancer  in 
this  part  of  South  Dakota  is  the  predomin- 
antly rural,  agricultural  character  of  the  area 
which  lacks  industry,  especially  the  heavy 
industry  which  is  present  in  most  large  cities. 
The  atmosphere  is  much  clearer  than  in  such 


urban  centers  where  there  is  considerable 
pollution  of  the  air  by  industry  and  by  heavy 
motor  traffic.  Although  the  ownership  of 
motor  vehicles  on  a per  capita  basis  is  com- 
parable to  other  parts  of  the  United  States, 
the  total  pollution  of  the  air  by  exhaust  fumes 
is  considerably  less  and  the  population  has  a 
much  reduced  exposure  to  such  fumes.  Also, 
although  all  major  highways  are  either  black- 
topped  or  paved,  nevertheless  the  exposure 
of  the  people  to  road  tars  is  less  by  virtue  of 
fewer  blacktopped  roads.  Another  factor 
diminishing  air  pollution  is  the  comparatively 
small  use  of  coal  for  residential  heating. 

In  recent  years  a high  correlation  between 
the  occurrence  of  lung  cancer  and  cigarette 
smoking  has  been  developed  statistically. 
There  is  no  reason  to  believe  that  cigarette 
smoking  is  any  less  prevalent  in  this  area 
than  elsewhere  in  the  nation.  However,  in 
our  study  almost  half  (48.1%)  of  the  patients 
did  not  use  tobacco  and  none  of  the  women 
who  developed  lung  cancer  were  smokers.  Of 
those  who  smoked  (51.9%),  the  majority 
(71.4%)  smoked  one  package  of  cigarettes  or 
less  per  day  and  28.8%  smoked  more  than  one 
package  a day. 

DISCUSSION 

Two  patients  in  our  series  did  not  have  a 
positive  confirmation  by  means  of  surgical 
biopsy  or  autopsy,  the  diagnosis  being  based 
upon  history,  x-ray  studies  and  positive 
cytology.  Both  of  these  patients  were  white 
females,  ages  84  and  61  respectively. 

Although  the  number  of  cases  in  this  series 
is  small  compared  with  the  total  number  of 
patients  registered  in  our  tumor  clinic  and 
caution  has  to  be  exercised  in  drawing  con- 
clusions; nev.ertheless,  the  extreme  mortality 
associated  with  carcinoma  of  the  lung  is 


TABLE  VII 

DISTRIBUTION  OF  METASTASES  AT  AUTOPSY 
IN  16  PATIENTS  WITH  LUNG  CANCER 


Site 

Number  of 
cases 

Site 

Number  of 
cases 

Opposite  lung 

9 

Obstruction  of  the 

Adrenals 

9 

superior  vena  cava 

2 

Lymph  nodes 

9 

Colon  and  small 

Liver 

6 

intestine 

2 

Kidneys 

4 

Heart 

2 

Ribs  and  bone 

4 

Prostate 

1 

Spleen 

3 

Uterus 

1 

Brain  and  spinal  cord 

2 

Mediastinum 

1 

Pancreas 

2 

None 

1 

Esophagus 

2 
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evident  from  this  study,  a large  proportion 
being  inoperable  by  the  time  the  diagnosis 
was  first  made.  A study  by  Budinger'^  in- 
dicated that  over  three-quarters  of  the  pa- 
tients seen  at  the  Boston  City  Hospital  were 
in  a terminal  condition  when  the  diagnosis 
was  first  made. 

This  disease  has  its  greatest  incidence  in 
the  6th  and  7th  decades,  and  is,  by  a better 
than  3 to  1 margin,  a disease  of  males.  The 
chief  symptoms  are  cough,  chest  pain  and 
hemoptysis  in  that  order  of  frequency  and 
certainly  patients  presenting  these  complaints 
or  any  combination  of  them  should  arouse  the 
suspicion  of  the  physician  that  his  patient 
may  have  lung  cancer.  The  diagnosis  of  lung 
cancer  is  not  simple  and  demands  a number 
of  different  types  of  examinations  including 
x-ray  studies  of  the  chest,  bronchoscopy, 
cytological  studies  and  biopsies  of  presenting 
palpable  peripheral  lymph  nodes,  particularly 
the  supraclavicular  nodes.  Often  the  diag- 
nosis can  only  be  made  by  thoracotomy  and 
biopsy  at  that  time;  none  of  the  examinations 
mentioned  above  approach  100%  accuracy, 
but  a combination  yields  a high  percentage  of 
positive  diagnoses. 

The  treatment  of  this  condition  is  dis- 
couraging. There  are  4 survivors  (12%)  out 
of  a group  of  33  and  2 of  these  survivors  are 
suffering  from  metastatic  disease. 

A series  of  443  patients  with  histologically 
proven  bronchogenic  carcinoma  not  treated 
surgically  was  studied  by  Buchberg,  Labliner 


and  Rubin®  with  respect  to  several  factors 
which  might  have  a bearing  on  the  duration 
of  life.  Three  hundred  seventy-three  (84.2%) 
died  within  two  years.  Seventy  (15.8%)  lived 
as  long  as  7.5  years  including  18  patients  who 
survived  3 to  5 years  and  7 patients  who  sur- 
vived 5 years  or  longer.  Nevertheless,  be- 
cause a small  percentage  of  patients  with  car- 
cinoma of  the  lung  are  cured  of  their  disease 
and/or  receive  marked  prolongation  of  their 
lives,  radical  surgical  therapy  in  the  form  of 
pneumonectomy  is  worthwhile  in  selected 
cases. 

SUMMARY 

The  clinical  and  pathological  features  of  a 
series  of  33  cases  of  lung  cancer  occurring  in 
a rural  area  of  southeastern  South  Dakota 
are  analyzed.  This  group  of  patients  repre- 
sents three  percent  of  a total  of  1089  patients 
registered  in  the  Tumor  Clinic  at  Sacred 
Heart  Hospital,  Yankton,  South  Dakota.  The 
possible  reasons  for  the  relatively  low  in- 
cidence of  this  disease  in  this  area  are  dis- 
cussed. 
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COMING 
MEETINGS 
Oct.  29  to  Nov.  1: 

An  introductory  course  in 
“Expanded  Surgery  of  the 
Nasal  Septum  and  Closely 
Related  Structures”  will  be 
presented  at  the  Loma  Linda 
University  School  of  Med- 
icine, Los  Angeles.  Contact 
Dr.  Leland  R.  House,  Head  of 
Dept,  of  Otolaryngology, 
Loma  Linda  Univ.  School  of 
Medicine,  Los  Angeles  33, 
California. 


November  1-2; 

The  American  Rhinologic 
Society  will  hold  its  eighth 
annual  meeting  in  the  Statler 
Hilton  Hotel,  Los  Angeles. 
Write  Dr.  Robert  M.  Hansen, 
Secretary,  American  Rhino- 
logic  Society,  2210  Lloyd 
Center,  Portland  12,  Oregon. 
November  8-10: 

A 3-day  full-time  course  on 
Atherosclerosis  and  Hyper- 
tension will  be  offered  by 
the  New  York  University 
Medical  Center.  Tuition  is 
$75.00.  For  full  information. 


contact:  Office  of  the  Asso- 
ciate Dean,  New  York  Uni- 
versity, Post-Graduate  Med- 
ical School,  550  First  Avenue, 
New  York  16,  N.  Y. 
November  13-16: 

New  York  University  Med- 
ical Center  offers  a full-time 
4-day  course  on  Surgical  Re- 
habilitation of  Arthritic  De- 
formities. Tuition  is  $85.00. 
Write  to:  Office  of  the  Asso- 
ciate Dean,  New  York  Uni- 
versity Post-Graduate  Med- 
ical School,  550  First  Ave., 
New  York  16,  N.  Y. 
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Diet  patients  find  an  incentive  in  appetizing  "bulk”  foods  like  these. 


How  to  help  your  patient 
stick  to  a "regularity”  diet 


The  secret  ingredient  in  a cellulose  and  pectin  which  ab- 
successful  diet  is  acceptance,  sorbs  fluid  to  form  smooth 
Bulky  foods,  essential  to  a bulk.  Beets  and  carrots  are 
“regularity”  diet,  will  have  also  good  pectin  sources, 
more  appeal  if  they  are  attrac-  Cranberries  can  be  added 
tively  prepared.  to  oatmeal  muffins  to  give  the 

Variety  helps  a patient  fol-  dieter  cellulose  plus  Vitamin  B 
low  a diet  enthusiastically,  complex.  And  liquids  are  vital, 
too.  Chilled  orange  and  apple  of  course~8  to  10  glasses 
compote  is  inviting,  rich  in  . a day. 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  and  11  other  diet  menus,  write  us  at  535  Fifth  Avenue,  N.  Y.  17,  N.Y. 


A glass  of  beer  can  add 
zest  to  a patient's  diet 

8-oz.  glass  supplies  about  H minimum 
Niacin  requirements  and  smaller  amounts 
of  other  B Complex  Vitamins 
(Average  of  American  Beers) 


CLINICAL  TESTING 
WITH  THALIDOMIDE 


The  following  statement  was  issued  by  Dr. 
Carl  A.  Bunde,  medical  director  of  The  Wm. 
S.  Merrell  Company: 

The  heartbreaking  tragedy  of  the  mal- 
formed babies  in  Europe,  reportedly  related 
to  the  drug  thalidomide,  has  caused  deep  con- 
cern to  Merrell  people  as  well  as  to  all  other 
Americans.  We  know  many  have  feared  that 
a similar  tragedy  could  occur  as  a result  of 
our  clinical  testing  program  with  thalidomide. 
We  now  have  reason  to  believe  that  if  there 
ever  was  in  fact  such  a danger,  it  is  now  a 
slight  one. 

We  have  communicated  with  all  physicians 
who  participated  in  the  thalidomide  clinical 
testing  program  in  person  or  by  mail,  follow- 
ing-up those  who  are  away  or  ill,  by  regis- 
tered letter.  While  it  is  impossible  to  account 
for  every  dose  of  the  drug,  we  are  satisfied 
that  little  if  any  of  it  is  still  in  the  hands  of 
clinical  investigators  and  their  affiliated  in- 
stitutions. 

Last  March,  we  terminated  the  program 
and  asked  participating  doctors  to  return 
their  supplies  of  the  drug.  In  addition,  Mer- 
rell has  carried  out  an  extraordinary  program 
to  assure  that  these  clinicians  return  or 
destroy  all  test  quantities  of  the  drug  in  their 
hands. 

Virtually  all  Merrell  executives  and  30 
other  picked  personnel  at  our  headquarters 
in  Cincinnati  collaborated  in  a massive  effort 
to  reach  all  the  physicians  by  telephone  and 
letter. 

Merrell  field  representatives  have  called  on 


many  of  the  doctors  at  their  offices.  We  have 
followed-up  personal  contacts  with  telegrams 
and  registered  letters,  to  get  as  full  an  ac- 
counting of  the  disposition  of  the  drug  as  pos- 
sible. Merrell  representatives  have  tried  to 
find  ways  of  checking  the  drug  stocks  of  de- 
ceased physicians. 

In  this  effort  we  have  collaborated  with  the 
Food  and  Drug  Administration,  and  with 
local  and  state  health  officials  throughout  the 
nation.  We  provided  the  FDA  with  the  names 
of  testing  physicians  last  April.  The  FDA  in 
turn  has  made  this  information  available  to 
state  or  local  health  officials  upon  request. 
Merrell  cannot  in  conscience  violate  its  tra- 
ditional confidential  relationships  with  in- 
vestigators by  making  their  names  public. 

There  are  other  reasons  to  believe  that  the 
fear  of  abnormal  births  from  test  quantities 
of  Merrell’s  thalidomide  may  be  exaggerated. 

The  clinical  testing  program  began  more 
than  three  and  one-half  years  ago,  in  January 
1959.  From  the  beginning  Merrell  has  sug- 
gested in  brochures,  in  personal  conversa- 
tions, and  in  correspondence,  that  investi- 
gators administer  the  drug  to  various 
categories  of  patients,  but  these  suggestions 
did  not  include  use  for  nausea  of  pregnancy. 

When  the  first  report  of  adverse  reactions 
was  received  from  Germany  last  November, 
we  immediately  notified  investigators  active 
in  the  program  that  thalidomide  is  contrain- 
dicated for  women  of  childbearing  age. 

Our  warnings  to  doctors,  in  addition  to 
formal  medical  literature  and  reports  in  the 
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general  press,  undoubtedly  alerted  all  clini- 
cians to  the  suspected  hazards.  Physicians 
are  professional  people,  and  those  who  par- 
ticipate in  clinical  tests  are  particularly  sen- 
sitive to  drug  toxicity  warnings.  We  believe 
it  reasonable  to  think  they  have  not  pre- 
scribed for  women  in  their  childbearing  years 
since  then. 

We  have  been  dealing  with  this  scientific 
and  human  question  with  the  deepest  concern 
for  eight  months.  The  first  word  of  a possible 
effect  of  thalidomide  on  the  unborn  child 
reached  us  by  cable  from  Europe  late  Novem- 
ber 29,  nearly  three  years  after  trials  began  in 
this  country.  Within  hours  we  notified  the 
Food  and  Drug  Administration  and,  shortly 
afterwards,  doctors  active  in  the  program. 

We  have  offered  our  scientific  resources 
and  cooperation  to  the  FDA,  to  the  American 
Medical  Association,  and  to  other  scientists 
working  on  this  problem. 

The  company’s  own  research  is  devoted 
heavily  to  the  broad  problem  of  babies  de- 
fective at  birth. 

We  do  not  minimize  the  possibility  that 
thalidomide  may  be  connected  with  con- 
genital malformations  in  some  way  not  now 
understood.  A major  part  of  our  research 
effort  is  devoted  to  ascertaining  what  rela- 
tionship there  may  be,  or  whether  there  is 
indeed  such  a relationship  at  all. 

Beyond  this,  we  are  conducting  other  re- 
search into  the  fundamental  causes  of  pho- 
comelia.  The  published  reports  of  European 
cases  indicate  that  thalidomide  was  not  taken 
by  the  mothers  in  approximately  fifty  percent 
of  the  cases  where  malformations  occurred. 
This  makes  it  important  to  extend  research 
efforts  beyond  drugs,  in  the  hope  of  con- 
tributing new  knowledge  that  may  lead  to 
better  understanding  and  control  of  all  de- 
fects in  the  newborn,  no  matter  what  the 
cause. 

The  National  Institute  of  Neurological 
Diseases  and  Blindness  has  been  pioneering 
in  this  field.  Its  studies  indicate  that  one  in 
every  sixteen  newborn  babies  suffers  a defect 
of  the  nervous  system.  With  diligence,  hard 
work  and  luck,  we  may  some  day  help  con- 
tribute scientific  knowledge  leading  to  an  im- 
provement in  this  tragic  figure. 


AT  THE  DiFFEIIENCE 
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DR.  FRANCES  KELSEY 
AND  THALIDOMIDE 

Receiving  wide  publicity  and  acclaim,  na- 
tionally and  internationally  is  Canadian  born 
Dr.  Francis  Kelsey,  formerly  on  the  Medical 
Staff  of  the  University  of  South  Dakota  in  the 
Department  of  Physiology  and  Pharmacology. 
Dr.  Kelsey  received  her  Ph.D.  in  Pharma- 
cology and  her  M.D.  from  the  University  of 
Chicago  and  served  her  internship  at  the 
Sacred  Heart  Hospital  in  Yankton.  At  present 
she  is  with  the  United  States  Food  and  Drug 
Administration  in  Washington,  D.  C. 

Dr.  Kelsey  has  become,  for  the  moment  at 
least,  a “national  heroine”  due  to  her  pre- 
venting a sedative  drug,  thalidomide,  from 
being  marketed  in  this  country  because  she 
was  suspicious  of  it  and  thought  it  “peculiar.” 

Thalidomide  was  developed  by  a West  Ger- 
man firm  8 years  ago  and  was  discarded  be- 
cause it  had  no  tranquillizing  effect  on  test 
animals.  Another  German  firm  developed  it 
in  1958  and  found  it  to  be  a good  sleep  inducer 
for  humans  with  no  dangers  from  overdosage. 
In  September  of  1960  the  William  S.  Merrell 
Co.  of  Cincinnati  requested  FDA  clearance 
to  market  the  compound  in  the  U.  S.  Dr. 
Kelsey  repeatedly  refused  to  approve  the  drug. 
In  1961  cases  of  phocomelia,  which  up  until 
that  time  had  been  rare,  were  discovered. 
Newborn  babies  were  missing  arms  or  legs, 
or  both.  In  1961  Dr.  Widukend  Lenz,  a Ham- 
burg pediatrician,  conducted  a study  which 
showed  that  20  per  cent  of  the  mothers  of  de- 
formed babies  who  came  to  his  clinic  had 
taken  thalidomide.  It  was  then  taken  off 
the  market  in  Germany  and  elsewhere,  but 
not  before  several  thousand  deformed  chil- 


dren had  been  born. 

The  Lancet,  January  1962,  p.  45,  in  a letter 
to  the  editor  by  Dr.  W.  Lenz  describes  52  mal- 
formed infants  whose  mothers  had  taken  Con- 
terfan,  which  is  a synonym  for  thalidomide 
as  is  also  Distaral,  Softenon,  Neurosedyn,  Iso- 
men, Kedavon,  Telargan  and  Sedalis.  Accord- 
ing to  Dr.  Lenz,  “Typical  of  Contergan  his- 
tory are  defects  of  arms  (amelia  typical 
phocomelia  with  absence  of  thumbs  and 
sometimes  other  fingers  as  well)  aplasia  of 
the  radius,  defects  of  the  long  bones  of  the 
legs,  especially  the  femora  and  tibia,  absence 
of  the  auricles,  haemangiomata  of  the  nose 
and  upper  lip,  atresia  of  the  esophagus,  the 
duodenum  or  the  anus,  cardiac  anomalies,  and 
aplasia  of  the  gallbladder  and  the  appendix. 

The  British  Medical  Journal  for  March  17, 
1962  p.  792  contains  a letter  to  the  editor  by 
B.  C.  Morgan,  in  which  a case  is  reported, 
with  radiographs  illustrating  the  deformities 
of  a female  infant,  whose  mother  had 
taken  thalidomide.  On  each  hand  were  5 
digits  and  no  thumbs;  both  forearms  were 
bowed;  both  lower  limbs  below  the  knees 
were  grossly  shortened  and  bowed;  and  there 
were  bilateral  talipes.  Gross  head  retraction 
developed  and  the  baby  became  dehydrated 
and  died  on  the  15th  day. 

Dr.  Kelsey,  while  at  the  University  Med- 
ical School,  was  an  avid  reader  of  the  medical 
literature  and  frequented  the  Medical  Li- 
brary. It  is  not  surprising  that  her  exposure 
of  thalidomide  was  based  partly  on  her  read- 
ing of  articles  in  the  British  Medical  Journal 
and  other  journals.  It  was  also  based  on  30 
years  of  experience  in  the  study  and  teaching 
of  Pharmacology.  What  makes  her  a real 
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heroine  was  her  stubborn  refusal,  while 
under  many  pressures,  to  approve  application 
for  the  manufacturing  of  this  drug,  even  be- 
fore she  was  aware  of  the  tragic  effects  of 
thalidomide  on  newborn  infants.  By  so  doing 
she  prevented  many  of  these  malformations 
from  occurring  in  babies  born  in  this  country. 

Esther  Howard 

Medical  Librarian 


AMA  FILM  CATALOG  AVAILABLE 

The  1962  edition  of  the  AMA  Medical 
Health  Film  Library  catalog  is  now  available 
for  distribution  by  the  Medical  Motion  Pic- 
tures and  Television  Section  of  the  Depart- 
ment of  Scientific  Assembly. 

The  services  of  the  AMA  film  library  are 
available  to  physicians,  medical  societies, 
hospitals,  medical  schools  and  other  medical 
groups.  Copies  may  be  obtained,  without 
charge,  by  addressing  your  request  to  the 
American  Medical  Association,  Medical  Mo- 
tion Pictures  and  Television  Section,  Depart- 
ment of  Scientific  Assembly,  535  North  Dear- 
born Street,  Chicago  10,  Illinois. 


S.D.H.A. 

REVIEWS  FILM 

The  film,  “A  Case  for  Understanding”  was 
reviewed  by  members  of  the  Council  on  Pro- 
fessional Practice  of  the  South  Dakota  Hos- 
pital Association  during  their  meeting  on 
July  2,  1962. 

The  Council  wishes  to  recommend  to  every 
hospital  administrator  that  this  is  a film  that 
should  be  shown  to  their  medical  staff  and  to 
the  hospital  professional  staff  and  further, 
that  the  film  should  be  for  individual  showing 
to  each  of  these  groups. 

“A  Case  for  Understanding,”  as  its  title  in- 
dicates, shows  why  certain  rules  and  regula- 
tions are  necessary  in  the  hospitals  for  the 
protection  of  the  patient  — for  the  doctor  — 
and  for  the  hospital. 

This  is  a 30-minute,  colored,  16  mm  film 
with  sound  and  may  be  obtained  on  loan 
through  your  Abbott  Drug  Representative. 


FOR  SALE:  Eye,  Ear,  Nose  and  Throat 
Practice.  Fifty  years  established  in  same 
location.  Located  in  Southeastern  part 
of  South  Dakota.  Box  No.  A2,  South 
Dakota  Journal  of  Medicine,  711  N.  Lake 
Ave.,  Sioux  Falls,  South  Dakota. 


Conferring  above,  during  a recent  evaluation  and 
diagnostic  clinic  for  handicapped  children  at  West 
River  Hospital-School  in  Hot  Springs  are  (seated, 
left  to  right)  Dr.  N.  R.  Whitney,  Pennington 
County  Public  Health  officer;  Dr.  M.  A.  Perlstein, 
who  conducted  the  clinic,  and  Dr.  J.  F.  Leeds,  Med- 
ical Director  of  the  Hospital-School.  Standing  are 
Carlton  Lindgren,  Administrator  of  West  River  and 
Fred  Clements,  State  Representative  of  The  Na- 
tional Foundation,  March  of  Dimes. 


The  West  River  Hospital-School  for  the 
Multiple  Handicapped  in  Hot  Springs  was  the 
location  of  an  evaluation  and  diagnostic  clinic 
conducted  by  Dr.  M.  A.  Perlstein  early  in 
July.  Dr.  Perlstein  is  the  Chief  of  Childrens 
Neurology  Service  at  Cook  County  Hospital 
in  Chicago.  He  also  serves  as  Associate  Pro- 
fessor of  Pediatrics  at  Northwestern  Univer- 
sity. 

During  the  clinic  28  children  received  at- 
tention from  Dr.  Perlstein,  Dr.  J.  F.  Leeds, 
Medical  Director  of  West  River  and  co- 
ordinator of  the  clinic,  and  staff  members  of 
West  River.  Parents  of  the  children  were 
afforded  an  opportunity  for  counciling. 

Also  in  attendance  were  members  of  the 
medical  profession  from  Fall  River  and  Pen- 
nington Counties,  public  health  nurses,  and 
student  nurses  from  the  area. 

The  clinic  was  made  possible  by  funds  pro- 
vided by  the  Fall  River  and  Pennington 
County  Chapters  of  The  National  Foundation 
— March  of  Dimes. 


FOR  SALE:  One  of  the  best  general  prac- 
tices in  Northwest  Iowa.  Ten  minutes  to 
open  staff  hospital.  1961  gross  income 
$47,500.00.  Equipment,  practice,  and  drugs 
for  $17,500.00.  Please  write  Grant  D.  Bullock, 
M.D.,  Inwood,  Iowa. 
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SOUTH  DAKOTA 


BLUE  SHIELD 

CORPORATE  BODY  ANNUAL  MEETING 
MINUTES  — JUNE  2,  1962 


Minutes  of  the  Annual 
Blue  Shield  Corporate  Body  Meeting 

Grand  Pacific  Hotel,  Bismarck,  North  Dakota 
Saturday,  June  2,  1962 

The  meeting  was  called  to  order  by  the  Presi- 
dent, Dr.  D.  H.  Breit. 

Present  for  roll  call  were  Drs.  C.  J.  McDonald, 
Magni  Davidson,  A.  P.  Reding,  A.  A.  Lampert, 
C.  R.  Stoltz,  E.  J.  Perry,  M.  C.  Tank,  L.  C.  Askwig, 
Paul  Hohm,  P.  P.  Brogdon,  T.  H.  Sattler,  J.  T. 
Elston,  E.  P.  Sweet,  H.  E.  Lowe,  E.  A.  Johnson, 
W.  R.  Taylor,  R.  Berzins,  Abner  Willen,  D.  Scheller, 
H.  R.  Wold,  R.  C.  Jahraus,  R.  R.  Giebink,  H. 
Werthmann,  Y.  H.  Charbonneau,  T.  B.  McManus, 
E.  H.  Mueller,  Charles  Monson,  E.  T.  Lietzke,  C.  A. 
Stern,  Robert  Quinn,  V.  Cutshall,  J.  B.  Gregg, 
W.  R.  Anderson,  J.  P.  Steele,  R.  J.  Foley,  W.  A. 
Geib,  R.  A.  Boyce,  C.  A.  Johnson  and  H.  H.  Brauer. 

A nominating  committee  was  appointed  and  con- 
sisted of  the  following  individuals:  Dr.  L.  C.  Ask- 
wig, Chairman;  Dr.  E.  T.  Lietzke  and  Dr.  Eric 
Mueller.  The  committee  was  directed  to  nominate 
three  individuals  to  be  considered  for  the  position 
left  vacant  on  the  Board  by  Neil  Larson  and  to 
nominate  individuals  for  three  regular  three-year 
terms. 

Dr.  Breit  discussed  the  annual  financial  report, 
and  the  summary  sheet. 

The  minutes  of  the  previous  meeting  were  read 
by  Mr.  Foster.  Dr.  Steele  moved  that  the  minutes 
be  approved  as  read.  Dr.  Elston  seconded  the  mo- 
tion and  it  was  carried. 

Mr.  Foster  discussed  the  Medicare  financial  sum- 
mary and  the  O.A.A.  program. 

The  nominating  committee  recommended  the 
following  people  for  the  position  left  vacant  by 
Neil  Larson:  Mr.  Robert  Hirsch,  attorney;  Dee 
Bylander,  farmer;  and  Charles  Burke,  banker.  Dr. 
Steele  moved  that  the  nominations  cease  and  that 
the  Board  be  instructed  to  contact  the  nominees 
and  appoint  the  individual  willing  to  accept  such 
position.  The  nominating  committee  further 
recommended  that  Drs.  C.  J.  McDonald  and  H.  R. 
Brown,  and  Messrs.  Sullivan  Barnes  and  G.  L. 
Hill  be  named  to  succeed  themselves  for  regular 
three  year  terms  on  the  Board.  Dr.  Steele  moved 
that  the  nominations  cease  and  the  secretary  be 
instructed  to  cast  a unanimous  ballot  for  the 
above  named  slate.  Motion  seconded  by  Dr.  Tay- 
lor and  carried. 

Dr.  Steele  moved  that  the  Blue  Shield  Corporate 
Body  accept  the  dollar  co-efficient  of  $1.60,  $2.00 
and  $2.40  for  the  medical  services  section  of  the 
National  Accounts  Agreement.  The  motion  was 
seconded  by  Dr.  Davidson  and  was  carried. 

Dr.  Breit  presented  an  outline  of  the  National 
Over-65  Blue  Shield  Program.  Dr.  E.  A.  Johnson 
moved  that  the  Corporate  Body  adopt  the  plan 
with  the  provision  that  the  South  Dakota  Plan  SI 
fee  schedule  be  utilized,  the  premium  to  be  set 
at  $3.00  single  and  $6.00  family.  Dr.  Jahraus  sec- 
onded the  motion  and  it  was  carried. 

Mr.  Foster  discussed  the  possibility  of  a program 
to  implement  the  Kerr-Mills  Bill  in  South  Dakota. 
Dr.  Hohm  moved  that  the  Board  of  Directors  study 
Mr.  Foster’s  proposal,  prepare  a proposal  for  the 
Legislative  Research  Committee  with  authority  to 
recommend  it  to  them.  Dr.  Tank  seconded  the  mo- 
tion. Dr.  Sattler  moved  to  amend  the  motion  to 
have  the  Corporate  Body  make  a final  decision, 
based  on  the  recommendations  of  the  Board,  at  a 
special  meeting.  The  motion  was  seconded  by 


Dr.  Scheller.  Dr.  Elston  moved  to  amend  the 
motion  to  include  pathological  benefits  in  any  pro- 
gram developed.  The  motion  was  seconded  by  Dr. 
Steele.  The  motion  as  amended  was  carried. 

Dr.  Davidson  moved  that  the  meeting  adjourn. 
Seconded  by  Dr.  Wold.  Motion  was  carried  and 
meeting  adjourned. 


THREE  LEVEL  NATIONAL  ACCOUNTS 
AGREEMENT 

MEDICAL  SERVICE  SECTION 

At  the  Special  Meeting  of  the  Corporate  Body 
in  Huron,  on  January  14,  1962,  the  Three  Level 
National  Accounts  Contract  was  discussed  and 
accepted  with  a provision  for  using  $3.50,  $5.00,  and 
$6.00  as  the  conversion  factors  for  the  surgical, 
radiological  and  laboratory  sections  of  the  contract. 
Also  at  the  meeting,  certain  recommendations  for 
the  medical  care  sections  were  established.  Since 
that  meeting,  the  National  Association  of  Blue 
Shield  Plans  has  incorporated  unit  values  for  the 
medical  care  section  of  this  contract.  These  unit 
values  are  as  follows: 

In-Hospital  Medical  Care 

1st  day  7.5  units 

2nd  day  5.0  units 

All  other  days  2.5  units 

Intensive  Medical  Care 
1st  day  15  units 

2nd  day  10  units 

3rd  thru  14th  day  5 units 

Prolonged  Detention 
15  units  with  a maximum  of  45  units 
during  the  benefit  period. 

Routine  Consultation 
10  units 

Consultation  Requiring  Complete  History 

17.5  units 

The  administrative  office  would  appreciate  your 
consideration  of  these  unit  values  in  determining 
a dollar  co-efficient  for  each  of  the  three  levels. 
The  procedure  for  establishing  the  dollar  co- 
efficient is  first  to  determine  the  dollar  benefit  for 
each  level  for  regular  1st  day  in-hospital  medical 
care  and  then  divide  this  dollar  amount  by  the 
unit  value. 

Plan  #1 
$12.00  Benefit 
$12.00  7.5  units  = $1.60 

Plan  (2 
$15.00  Benefit 
$15.00  7.5  units  = $2.00 

Plan  S 3 
$18.00  Benefit 
$18.00  7.5  units  = $2.40 

The  $1.60,  $2.00  and  $2.40  would  then  apply  to 
all  units  in  the  medical  care  section  of  this  con- 
tract. 


NATIONAL  OVER-AGE  65  PROGRAM 

(Blue  Shield) 

The  National  Association  of  Blue  Shield  Plans  is 
endeavoring  to  establish  a national  contract  for 
person’s  over  age  65.  This  contract  would  be  ad- 
ministered by  each  state  Blue  Shield  Plan  if  that 
Plan  agreed  to  participate  in  this  new  contract. 

The  Benefits  of  this  Plan  include: 

1.  Surgery 

2.  Anesthesia 

3.  In-Hospital  Medical  Care 

4.  Nursing  Home  Care  (after  hospitalization) 

5.  Radiation  Therapy 
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6.  X-Ray  (in-hospital) 

7.  Laboratory  (in-hospital) 

The  proposed  premium  for  this  plan  is  $3.20 
monthly  for  individual  and  $6.10  monthly  for 
family. 

Bearing  in  mind  that  South  Dakota  is  now  and 


has  been  offering  a “Senior  Citizens”  contract  in- 
cluding all  of  the  same  benefits,  except  for  nursing 
home  care,  at  a price  of  $2.15  individual  and  $5.85 
family,  we  refer  the  matter  to  the  Corporate  Body 
with  the  recommendation  that  this  contract  be  ap- 
proved for  use  in  South  Dakota,  but  that  the  fee 
schedule  be  our  present  Plan  #1. 


MEDICARE 


FINANCIAL  REPORT 


Date 

Administration  Cost 

Claim  Cost 

Total 

% Adm. 

April 

1961 

$ 281.49 

$ 6,077.00 

$ 6,358.49 

4.6% 

May 

1961 

267.69 

4,568.75 

4,836.44 

5.9 

June 

1961 

246.39 

3,780.25 

4,026.64 

6.5 

July 

1961 

253.12 

2,659.50 

2,912.62 

10.5 

Aug. 

1961 

247.24 

4,017.07 

4,264.31 

6.2 

Sept. 

1961 

238.26 

6,658.00 

6,896.26 

3.6 

Oct. 

1961 

275.65 

4,332.00 

4,607.65 

6.4 

Nov. 

1961 

246.06 

4,252.50 

4,498.56 

5.8 

Dec. 

1961 

246.50 

4,683.50 

4,930.00 

5.3 

Jan. 

1962 

229.64 

1,717.50 

1,947.14 

8.5 

Feb. 

1962 

363.66 

6,193.75 

6,557.41 

5.9 

Mar. 

1962 

249.40 

3,765.50 

4,014.90 

6.6 

Total 

$3,145.10 

$52,705.32 

$55,850.42 

70.8% 

Average 

$ 262.09 

$ 4,392.11 

$ 4,654.20 

6.0% 

OLD  AGE  ASSISTANCE  PROGRAM 
FINANCIAL  REPORT 

August  1961  Through  March  1962 

Balance  Sheet 

a.  Cash  in  Bank  $16,555.08 

Total  Assets  $ 16,555.08 


Liabilities 

a.  Accounts  Payable 

Blue  Shield  $15,000.00 

b.  W/H  & Soc.  Sec.  59.20 

Surplus 

a.  Surplus  Unassigned 

$ 1,495.88 


Total  Liabilities  & Surplus 


Income 

a.  Income-Claims 

b.  Income-Administration 


Income  & Expense  Statement 


$ 15,059.20 

$ 1,495.88 
$ 16,555.08 

$145,056.25 

8,615.51 


Total  Income 

Expenses 

a.  Claims  Expense 
% to  Income 

b.  Operating  Expense 
% to  Income 

Excess  of  Income  over  Expenses 

a.  Excess 

% to  Income 


$153,671.76 

$144,837.25 

94.3% 

7,375.63 

4.8% 

$ 1,495.88 
.9% 


Operating  Expense 

Administration  Expenses 

Salaries 
Social  Security 
Employee  Benefits 
Postage 

Office  Supplies 
Office  Equipment 
Travel 

Telephone  & Telegraph 
Equipment  Rental-IBM 
Rent 

Payment  to  Physicians  not  Reimbursed  by  Welfare 


$ 2,803.77 
45.72 
114.80 
560.33 
1,078.74 
300.63 
593.75 
170.42 
1,277.47 
400.00 
30.00 


$7,375.63 
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COMPARATIVE  BALANCE  SHEETS 
DECEMBER  31,  1960  AND  DECEMBER  31.  1961 


ASSETS 

December  31, 

Increase 

Ledger  Assels; 

1960 

1961 

(Decrease) 

Cash  on  hand  and  in  bank 

$ 44,358.76 

$ 72,168.24 

$ 27,809.48 

Accounts  receivable 

7,449.80 

21,176.11 

13,726.31 

Certificates  of  Deposit — First  National 

Bank 

5,000.00 

5,000.00 

-0- 

Certificates  of  Deposit — Farmers  and  Merchants  Bank 

5,000.00 

10,000.00 

5,000.00 

Certificates  of  Deposit — Western  State 

Bank 

10,000.00 

10,000.00 

-0- 

Certificates  of  Deposit — American  National  Bank 

-0- 

10,000.00 

10,000.00 

U.  S.  Government — Treasury  Note 

10,256.52 

10,256.52 

-0- 

Stock — Rushmore  Credit  Corporation 

1,000.00 

1,000.00 

-0- 

Notes  Receivable^ — Newcomb  Finance 

Co. 

4,000.00 

-0- 

(4,000.00) 

Mortgage  Loan — S.  D.  State  Medical  Ass’n 

24,740.87 

23,939.77 

( 801.10) 

Total  Ledger  Assets 

$111,805.95 

$163,540.64 

$ 51.734.69 

LIABILITIES  AND  RESERVES 

Liabilities: 

Accrued  State  of  South  Dakota  premium  tax  payable 

$ 1,472.92 

$ 2,332.14 

$ 859.22 

Withholding  tax  payable 

251.30 

352.60 

101.30 

Social  security  tax  payable 

19.52; 

24.29 

4.77 

Advance  payment — Federal  Employees  program 

3,000.00 

7,000.00 

4,000.00 

Total  Liabilities 

$ 4,743.74 

$ 9.709.03 

$ 4.965.29 

Deferred  Income: 

Unearned  subscribers  dues 

$ 19,870.75 

$ 35,349.27 

$ 15,478.52 

Reserves: 

Estimated  claims — not  reported 

$ 33,000.00 

$ 40,000.00 

$ 7,000.00 

Surplus — Unassigned  .... 

$ 54,191.46 

$ 78,482.34 

$ 24,290.88 

Total  Liabilities  and  Reserves 

. 

• 

$111,805.95 

$163,540.64 

$ 51.734.69 

COMPARATIVE  STATEMENTS  OF 

INCOME  AND  EXPENSES 

YEARS  ENDED  DECEMBER  31,  1960  AND  DECEMBER  31, 

1961 

December  31, 

Increase 

Receipts: 

1960 

1961 

(Decrease) 

Earned  subscription  income 

$340,699.60 

$605,705.28 

$265,005.68 

Interest  earned  .... 

1,220.67 

2,561.84 

1,341.17 

$341,920.27 

$608,267.12 

$266,346.85 

Medical  and  Surgical  Expenses: 

Participating  physicians 

$182,133.64 

$357,406.97 

$175,273.33 

Non-participating  physicians 

62,677.18 

115,477.58 

52,800.40 

$244,810.62 

$472,884.55 

$228,073.73 

Operating  Expenses: 

Salaries 

$ 20,147.97 

$ 24,326.92 

$ 4,178.95 

Travel  expense  .... 

4,930.12 

5,713.82 

783.70 

Rent  ....... 

2,465.00 

3,960.00 

1,495.00 

Board  meeting  expense  . 

681.19 

591.21 

( 89.98) 

Boards,  bureaus  and  associations  . 

780.37 

1,073.08 

292.71 

Legal  expense 

1,536.37 

999.96 

( 536.41) 

Printing  and  stationery  . 

5,338.60 

4,773.67 

( 564.93) 

Books,  newspapers  and  periodicals 

12.00 

12.00 

-0- 

Postage 

1,210.26 

1,311.68 

101.42 

Telephone  and  telegraph 

1,030.24 

1,615.57 

585.33 

Advertising 

4,466.05 

4,778.31 

312.26 

Insurance — except  real  estate 

188.80 

126.96 

( 61.84) 

Employee  relations 

287.90 

460.33 

172.43 

Auditing  and  consulting  service 

401.96 

353.70 

( 48.26) 

Outside  service  agencies 

29,327.23 

47,291.65 

17,964.42 

Miscellaneous  expenses 

45.70 

33.19 

( 12.51) 

Social  security  tax  expense 

468.51 

551.75 

83.24 

Interest  paid  

52.65 

-0- 

( 52.65) 

Taxes — licenses  and  fees 

1,505.42 

3,771.49 

2,266.07 

Furniture  and  equipment 

5,852.92 

5,134.40 

( 718.52) 

$ 80,729.26 

$106,879.69 

$ 26,150.43 

Less  reimbursement — Medicare 

3,596.99 

2,788.00 

( 808.99) 

Net  Operating  Expense 

$ 77,132.27 

$104,091.69 

$ 26,959.42 

Total  expenses  .... 

321,943.09 

576,976.24 

255,033.15 

Net  Operating  Income  .... 

$ 19,977.18 

$ 31,290.88 

$ 11,313.70 

Other  Charges  or  Credits 

Estimated  reserve  for  unreported  services 

6,000.00 

7,000.00 

(1,000.00) 

Net  Gain  to  Surplus — Unassigned 

. 

. 

$ 13,977.16 

$ 24,290.88 

$ 10,313.72 
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REPORT  ON  ACTIONS  OF  THE  HOUSE 
OF  DELEGATES 

AMERICAN  MEDICAL  ASSOCIATION 
111th  ANNUAL  MEETING 
JUNE  24-28.  1962 
CHICAGO 


Health  care  for  the  aged,  medical  discipline, 
composition  of  the  AMA  Board  of  Trustees,  a 
study  of  the  American  Board  of  Abdominal 
Surgery,  relations  with  the  American  College 
of  Surgeons  and  voluntary  health  insurance 
were  among  the  major  subjects  acted  upon  by 
the  House  of  Delegates  at  the  American  Med- 
ical Association’s  111th  Annual  Meeting  held 
June  24-28  in  Chicago. 

Dr.  Edward  R.  Annis  of  Miami,  Florida, 
chairman  of  the  AMA  National  Speakers 
Bureau  and  well  known  spokesman  in  the 
campaign  against  the  King-Anderson  Bill, 
was  chosen  president-elect  of  the  association. 
Dr.  Annis  will  become  president  at  the  June, 
1963,  annual  meeting  in  Atlantic  City,  suc- 
ceeding Dr.  George  M.  Fister  of  Ogden,  Utah, 
who  assumed  office  at  the  Tuesday  night 
inaugural  ceremony  in  Chicago. 

The  AMA  1962  Distinguished  Service 
Award  was  voted  to  Dr.  Russell  L.  Cecil,  81, 
of  New  York  City,  senior  editor  of  the  Text- 
book of  Medicine  and  one  of  the  nation’s  lead- 
ing researchers  in  the  field  of  arthritis. 

Final  registration  figures  at  the  meeting 
reached  a total  of  42,643,  including  14,092 
physicians. 

HEALTH  CARE  FOR  THE  AGED 

The  House  received  17  resolutions  express- 
ing full  support  of  the  Kerr-Mills  program 
and  firm  opposition  to  the  King-Anderson 
type  of  legislation.  In  reaffirming  the  posi- 
tion of  active  opposition  to  the  King-Ander- 
son Bill,  the  House  cited  the  following 
reasons: 

“1)  the  lack  of  need  for  such  a plan. 

“2)  that  it  would  provide  inadequate  care 
for  all  aged  rather  than  complete  care 
for  those  who  need  help. 

“3)  the  fact  that  inherent  in  the  use  of  the 
Social  Security  mechanism  are  govern- 
mental controls  of  medical  practice 
which  would  increase  with  the  expan- 
sion of  the  program. 

“4)  deterioration  of  the  quality  of  medical 
care  not  only  for  the  aged  but  for  the 
population  as  a whole.” 


In  reaffirming  strong  support  for  the  Kerr- 
Mills  Act,  the  House  declared  that  “the  Kerr- 
Mills  method  should  be  given  a fair  and 
reasonable  chance  to  meet  the  need  and  thus 
remove  the  demand  for  further  Federal  legis- 
lation.” 

It  urged  that  in  states  where  existing  pro- 
grams indicate  a need  for  a Kerr-Mills  im- 
plementing law,  each  state  association  should 
actively  sponsor  and  promote  with  other 
responsible  citizens  the  enactment  of  such  a 
law.  It  also  urged  the  state  associations  to 
“work  actively  with  other  responsible  citizens 
in  reviewing  the  functions  of  the  law,  evaluat- 
ing its  effectiveness  and  aggressively  support- 
ing improvements  in  programs  to  aid  those 
aged  who  need  help  so  as  to  achieve  the  pro- 
vision of  quality  medical  care  and  service.” 

The  House  took  no  action  on  one  resolution 
which  called  for  non-participation  in  the  im- 
plementation of  the  King-Anderson  Bill,  but 
it  urged  individual  physicians  to  give  par- 
ticular consideration  to  the  following  sections 
of  the  Principles  of  Medical  Ethics: 

“Section  1.  — The  principal  objective  of  the 
medical  profession  is  to  render  service  to 
humanity  with  full  respect  for  the  dignity  of 
man.  Physicians  should  merit  the  confidence 
of  patients  entrusted  to  their  care,  rendering 
to  each  a full  measure  of  service  and  de- 
votion. 

“Section  5.  — A physician  may  choose 
whom  he  will  serve.  In  an  emergency,  how- 
ever, he  should  render  service  to  the  best 
of  his  ability.  Having  undertaken  the  care 
of  a patient,  he  may  not  neglect  him;  and 
unless  he  has  been  discharged  he  may  dis- 
continue his  services  only  after  giving  ade- 
quate notice.  He  should  not  solicit  patients. 

“Section  6.  — A physician  should  not  dis- 
pose of  his  services  under  terms  or  conditions 
which  tend  to  interfere  with  or  impair  the 
free  and  complete  exercise  of  his  medical 
judgment  and  skill  or  tend  to  cause  a de- 
terioration of  the  quality  of  medical  care.” 

Commenting  on  the  Association’s  fight 
against  the  King-Anderson  Bill,  Dr.  Leonard 
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W.  Larson,  retiring  president,  told  the  open- 
ing session  of  the  House  that  “this  great 
struggle  has  been  testing  again  whether  the 
science  and  art  of  medicine  will  be  permitted 
to  grow  and  flourish  in  freedom,  or  whether 
progress  in  medicine  will  be  stunted  and 
shriveled  by  the  excesses  of  government  con- 
trol.” 

He  declared  that  the  steadfast  refusal  of 
the  AMA  to  compromise  on  basic  principles 
“has  been  a source  of  strength  for  us  and  our 
friends.”  Dr.  Larson  expressed  confidence  in 
ultimate  victory,  but  he  added  that  victory 
will  impose  a solemn  obligation  of  respon- 
sible leadership  for  all  physicians. 

Also  commenting  on  the  question  of  com- 
promise, Dr.  Fister  in  his  inaugural  address 
said  “we  will  not  compromise  with  those  who 
regard  medical  care  problems  as  simply  play- 
things in  the  game  of  politics  — gimmicks  to 
attract  the  votes  of  the  gullible.” 

MEDICAL  DISCIPLINE 

To  implement  one  of  the  major  recommen- 
dations made  by  the  Medical  Disciplinary 
Committee  at  the  June,  1961,  meeting  in  New 
York,  the  House  approved  a change  in  the  By- 
laws under  which  a proposed  Section  1 (B)  of 
Chapter  IV  will  now  read: 

“In  addition  to  such  disciplinary  action  as 
may  be  taken  under  the  constitution  and  by- 
laws of  the  component  society  and  constituent 
association  to  which  the  Member  belongs,  or 
when  a state  medical  association  to  which  a 
Member  belongs  requests  the  AMA  to  take 
disciplinary  action,  or  when  at  the  request  of 
the  American  Medical  Association  the  state 
association  to  which  the  member  belongs  con- 
sents to  disciplinary  proceedings  by  AMA,  the 
Judicial  Council,  after  due  notice  and  hearing, 
may  censure  him,  or  may  suspend  or  expel 
any  member  of  the  American  Medical  Asso- 
ciation from  AMA  membership  only  for  an 
infraction  of  the  Constitution  or  these  Bylaws 
or  for  a violation  of  the  Principles  of  Medical 
Ethics.” 

AMA  BOARD  OF  TRUSTEES 

The  House  approved  a report  of  the  Ad  Hoc 
Committee  on  the  Board  of  Trustees  which 
recommended  that  the  size  of  the  Board  be 
increased  from  11  members  to  15  members. 
This  will  be  accomplished  by  adding  three 
elected  members  and  by  including  the  im- 
mediate past  president  of  the  Association  for 


a one-year  term.  The  House  also  accepted  a 
committee  recommendation  that  set  the  term 
of  office  for  elected  Board  members  at  three 
years  and  limited  the  number  of  terms  to 
three,  for  a maximum  total  of  nine  years 
service.  To  implement  the  House  action,  the 
Council  on  Constitution  and  Bylaws  sub- 
mitted changes  in  the  Constitution  and  By- 
laws for  consideration  at  the  1962  Clinical 
Meeting. 

AMERICAN  BOARD  OF  ABDOMINAL 
SURGERY 

A study  report  from  the  Council  on  Med- 
ical Education  and  Hospitals,  recommending 
that  recognition  should  not  be  granted  to  the 
American  Board  of  Abdominal  Surgery  as  a 
specialty  board,  was  approved  by  the  House. 
In  accepting  the  Council  report,  the  House 
also  declared  its  disapproval  in  principle  of 
establishing  specialties  which  are  based 
largely  or  wholly  on  an  arbitrarily  defined 
anatomical  region  of  the  body. 

The  study,  which  was  carried  out  under  in- 
structions from  the  House  of  Delegates  at  the 
1961  Clinical  Meeting,  concluded  that  the 
present  contribution  of  the  American  Board 
of  Abdominal  Surgery  to  the  advancement  of 
surgery  and  the  betterment  of  public  health 
is  inadequate  in  many  important  respects.  It 
also  concluded  that  the  American  Board  of 
Abdominal  Surgery  does  not  offer  significant 
potential  for  the  advancement  of  surgery  and 
the  betterment  of  public  health. 

AMERICAN  COLLEGE  OF  SURGEONS 

In  considering  a Board  report  and  four 
resolutions  involving  surgical  assistants  and 
relations  between  the  AMA  and  the  Amer- 
ican College  of  Surgeons,  the  House  declared 
that  the  adoption  and  interpretation  of  the 
Principles  of  Medical  Ethics  is  the  preroga- 
tive and  duty  of  the  American  Medical  Asso- 
ciation. It  also  restated  the  Association’s  June, 
1961,  policy  statement  in  the  following  man- 
ner: 

“(1)  Each  member  of  the  AMA  is  expected 
to  observe  the  Principles  of  Medical  Ethics  in 
every  aspect  of  his  professional  practice. 

“(2)  Each  doctor  engaged  in  the  care  of  the 
patient  is  entitled  to  compensation  commen- 
surate with  the  value  of  the  services  he  has 
personally  rendered. 

“(3)  No  doctor  should  bill  or  be  paid  for  a 
service  which  he  does  not  perform;  mere  re- 
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ferral  does  not  constitute  a professional  serv- 
ice for  which  a professional  charge  should  be 
made  or  for  which  a fee  may  be  ethically  paid 
or  received. 

“(4)  When  services  are  rendered  by  more 
than  one  physician,  each  physician  should 
submit  his  own  bill  to  the  patient  and  be  com- 
pensated whenever  possible. 

“(5)  It  is  ethically  permissible  in  certain 
circumstances,  however,  for  a surgeon  to  en- 
gage other  physicians  to  assist  him  in  the 
performance  of  a surgical  procedure  and  to 
pay  a reasonable  amount  for  such  assistance. 
This  principle  applies  whether  or  not  an  as- 
sisting physician  is  the  referring  doctor.” 

VOLUNTARY  HEALTH  INSURANCE 

In  accepting  a Council  on  Medical  Service 
report  on  the  utilization  of  state  and  federal 
tax  funds  to  provide  voluntary  prepayment 
health  insurance  protection  to  assist  the  aged 
in  meeting  the  costs  of  health  care  services, 
the  House  approved  the  following  policy 
statement: 

“1.  The  need  for  application  of  the  prepay- 
ment or  insurance  principle  to  protect  our 
people  against  the  costs  of  medical  care  is 
fully  recognized  and  applies  to  all  ages  rather 
than  to  the  aged  alone. 

“2.  Persons  financially  able  to  prepay  their 
own  expenses  are  expected  to  do  so  and  must 
be  encouraged  rather  than  compelled  to  do  so. 

“3.  Persons  financially  unable  to  prepay 
adequately  their  expenses  may  properly  be 
assisted  to  the  degree  necessary  by  their 
families,  their  communities,  their  states,  and 
if  these  fail,  by  the  Federal  Government  — 
but  only  in  conjunction  with  other  levels  of 
government. 

“4.  The  prepayment  system  should  be  de- 
void of  governmental  controls. 

“5.  Dignity  and  self-sufficiency  for  the  in- 
dividual should  be  upheld. 

“6.  The  protection  offered  must  be  reason- 
ably comprehensive  rather  than  token  in 
character.” 

The  House  recommended  that  the  Board  of 
Trustees  and  the  Council  on  Medical  Service 
explore  all  possibilities,  using  these  principles 
as  a basis. 

MISCELLANEOUS  ACTIONS 

In  considering  reports  and  resolutions  on  a 
wide  variety  of  subjects,  the  House  also: 

Learned  that  the  Board  of  Trustees  has  in- 


structed the  Council  on  Drugs  to  conduct  a 
study  on  the  relationship  between  tobacco 
and  disease. 

Disapproved  a suggestion  that  the  Coun- 
cil on  Medical  Education  and  Hospitals  be  re- 
placed by  two  separate  councils  on  under- 
graduate and  graduate  medical  education. 

Referred  to  the  Board  of  Trustees  a pro- 
posal that  at  least  six  members  of  the  Council 
on  Medical  Education  and  Hospitals  shall  be 
engaged  primarily  in  the  private  practice  of 
medicine  in  hospitals  without  a medical 
school  affiliation  and  that  no  more  than  four 
members  may  be  salaried  personnel  of  a med- 
ical school  or  university. 

Approved  a resolution  that  honorariums  be 
provided  for  the  Association’s  elected  officers 
in  amounts  to  be  determined  by  the  Board  of 
Trustees. 

Adopted  an  AMA  Statement  of  Principles 
on  Mental  Health  and  urged  all  constitutent 
associations  to  lend  active  support  to  the  First 
National  Congress  for  Mental  Illness  and 
Health,  to  be  held  in  Chicago  in  October. 

Endorsed  a resolution  on  employment  of 
the  handicapped,  stating  that  each  individual 
candidate  for  employment  should  be  eval- 
uated in  light  of  his  ability  to  perform  useful 
work. 

Approved  a Guide  to  the  Organization  and 
Operation  of  Airport  Medical  Services  sub- 
mitted by  the  Council  on  Occupational 
Health. 

Endorsed  the  joint  statement  on  narcotic 
addiction  by  the  AMA  and  the  National  Re- 
search Council  of  the  National  Academy  of 
Sciences. 

Urged  automobile  manufacturers  to  make 
seat  belts,  approved  by  the  Society  of  Auto- 
motive Engineers,  standard  equipment  on  all 
automobiles. 

Approved  a recommendation  that  AMA 
meetings  be  scheduled  as  follows:  Annual 
Meetings  — 1966,  Chicago;  1967,  Atlantic  City, 
and  1968,  San  Francisco,  and  Clinical  Meet- 
ings — 1965,  Philadelphia,  and  1966,  Las 
Vegas. 

Recommended  that  the  Council  on  Medical 
Education  and  Hospitals  conduct  a study  of 

specialty  residencies. 

Reaffirmed  its  opposition  to  compulsory 
coverage  of  physicians  under  the  Social 
Security  Act,  after  receiving  11  resolutions 
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opposing  coverage  and  only  two  favoring  the 
inclusion  of  physicians. 

Accepted  the  report  of  the  Commiliee  on 
Communicaiions  as  information,  and,  in  con- 
sidering the  committee  recommendations, 
suggested  that  the  Executive  Vice  President 
present  a report  of  Association  activities  to 
the  House  at  each  meeting. 

OPENING  SESSION 

At  the  Monday  morning  session,  the  AMA 
presented  a special  citation  to  Jackie  Cooper, 
star  of  television,  stage  and  movies,  for  his 
portrayal  of  a Navy  doctor  in  the  “Hen- 
nessey” television  program.  The  1962  Joseph 
Goldberger  Award  in  clinical  nutrition  was 
presented  to  Dr.  Edwards  Albert  Park  of 
Baltimore  for  his  investigations  of  rickets  and 
scurvy  in  children.  Dr.  Larson  received  a 
plaque  for  his  work  on  the  medical  advisory 
board  of  the  Sears-Roebuck  Foundation.  The 
American  Medical  Association  was  given 
awards  of  appreciation  from  the  Cuban  Med- 
ical Association  in  Exile  and  the  Girl  Scouts 
of  America. 

INAUGURAL  CEREMONY 

Dr.  Fister,  in  his  inaugural  address,  de- 
clared that  “we  will  cooperate,  to  our  very 
utmost,  with  government  officials,  legislators 
and  all  Americans  who  are  sincerely  inter- 
ested in  finding  sound,  practical  solutions  to 
medical  care  problems  — solutions  which 
include  both  a respect  for  medical  standards 
and  a respect  for  the  taxpayers.”  The  Dis- 
tinguished Service  Award  was  presented  to 
Dr.  Cecil,  and  Donald  D.  Van  Slyke,  Ph.D., 
research  chemist  at  the  Brookhaven  National 
Laboratories,  received  the  first  AMA  Scien- 
tific Achievement  Award  honoring  outstand- 
ing contributions  to  medicine  by  non- 
physician scientists.  Mrs.  George  Papanico- 
laou was  given  a special  award  honoring  her 
late  husband’s  service  to  mankind. 

WEDNESDAY  SESSION 

Dr.  Fister,  in  his  Wednesday  address,  as- 
sured the  House  of  Delegates,  all  AMA  mem- 
bers and  the  citizens  of  this  country  that 
“during  the  next  year  there  will  be  no  letup 
in  our  campaign  to  preserve  the  high  stand- 
ards of  our  voluntary,  free  choice,  medical 
care  system.”  He  said  that  no  organization, 
especially  one  which  thrives  on  challenge  and 
opportunity  to  serve  the  public,  can  be  static. 


ELECTION  OF  OFFICERS 

In  addition  to  Dr.  Annis,  the  new  president- 
elect, the  following  officers  were  named  at 
the  closing  session  on  Thursday; 

Dr.  J.  P.  Culpepper,  Jr.,  Hattiesburg,  Miss., 
vice  president;  Dr.  Norman  A.  Welch,  Boston, 
re-elected  speaker  of  the  House,  and  Dr.  Mil- 
ford O.  Rouse,  Dallas,  Tex.,  re-elected  vice 
speaker. 

Dr.  Charles  L.  Hudson,  Cleveland,  Ohio, 
and  Dr.  Wesley  W.  Hall,  Reno,  Nev.,  were  re- 
elected to  five-year  terms  on  the  Board  of 
Trustees.  Dr.  Elmer  G.  Shelley,  North  East, 
Pa.,  was  renamed  to  the  Judicial  Council. 

Re-elected  to  the  Council  on  Medical  Edu- 
cation and  Hopitals  were  Dr.  Warde  B.  Allan, 
Baltimore,  and  Dr.  W.  Clarke  Wescoe,  Law- 
rence, Kansas. 

Dr.  George  W.  Slagle,  Battle  Creek,  Mich., 
was  elected  to  the  Council  on  Medical  Serv- 
ice, succeeding  Dr.  Robert  L.  Novy,  Detroit, 
who  was  ineligible  for  re-election. 

For  the  Council  on  Constitution  and  By- 
laws, Dr.  Walter  E.  Bornemeier,  Chicago,  was 
re-elected,  and  Dr.  James  Monroe  Kolb,  Sr., 
Clarksville,  Ark.,  was  named  to  fill  the  un- 
expired term  of  the  late  Dr.  Walter  E.  Vest, 
Huntington,  W.  Va. 

F.  J.  L.  Blasingame,  M.D. 
Executive  Vice  President 
American  Medical  Association 


SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 

COUNCIL  MEETING  MINUTES 
FRIDAY,  JULY  27,  1962  CONFERENCE  HALL 

The  Council  was  called  to  order  by  President 
Magni  Davidson,  M.D.,  and  the  following  members 
were  present  for  roll  call:  Doctors  Perry,  Stransky, 
Tank,  Hohm,  Brogdon,  Lietzke,  Sattler,  Sweet, 
Lowe,  Johnson,  Steele,  Reding,  Lampert,  and 
McDonald. 

The  first  order  of  business  was  a proposed  reso- 
lution to  be  transmitted  to  the  El  Riad  Shrine  of 
Sioux  Falls,  South  Dakota,  and  through  its  offices 
to  the  National  Shrine  which  is  considering  loca- 
tions for  a children’s  burn  hospital.  On  motion, 
duly  made  and  seconded,  the  following  resolution 
was  passed  unanimously. 

The  Council  of  the  South  Dakota  State  Medical 
Association,  which  is  responsible  for  conduct  of 
the  business  of  the  Association  between  annual 
meetings,  and  which  is  made  up  of  the  Associa- 
tion officers  and  councilors  from  the  twelve  di.s- 
trict  societies  located  throughout  the  State,  has 
carefully  considered  the  selection  of  a site  for 
the  proposed  Shrine  hospital  for  children  who 
have  fallen  victim  of  burns,  and  wishes  to  make 
the  following  comments  and  recommendations: 

The  Council  unanimously  recommends  that 
such  a hospital  be  located  in  the  City  of  Sioux 
Falls,  South  Dakota,  on  the  site  offered  by  one 
of  the  El  Riad  Shrine  members. 
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The  advantages  of  locating  such  an  institution 

in  Sioux  Falls  are  many: 

1.  The  availability  of  trained  specialists  in 
medicine,  surgery,  pediatrics,  radiology, 
neurosurgery,  opthalmology,  otolaryngology, 
pathology,  psychiatry,  anesthesiology,  ortho- 
pedic surgery,  and  urology,  to  act  as  consult- 
ing staff. 

2.  The  excellent  medical  atmosphere  enhanced 
by  four  hospitals,  including  two  general 
hospitals,  a Veterans  Administration  hos- 
pital, and  the  Crippled  Children’s  Hospital 
and  School. 

3.  The  availability  of  excellent  transportation 
to  other  medical  centers. 

4.  An  approved  internship  program  at  Sioux 
Valley  hospital  and  possible  academic  tie-up 
with  the  University  of  South  Dakota  Med- 
ical School. 

5.  Cultural  and  educational  facilities  are  ex- 
cellent for  families  of  the  hospital  staff  mov- 
ing to  the  community. 

6.  Skilled  personnel  for  staffing  the  hospital 
(other  than  the  medical  staff)  are  readily 
available  in  the  area. 

The  South  Dakota  State  Medical  Association 
wishes  to  offer  its  services  to  the  Shrine  in  its 
very  excellent  work  that  they  are  doing  for  the 
children  of  America.  Any  assistance  that  can  be 
given  by  the  Association  will  be  given  without 
hesitation.  Your  organization  may  feel  free  to  call 
upon  us  at  any  time. 

The  second  order  of  business  was  a motion,  duly 
made  and  seconded,  that  the  Executive  Secretary, 
Mr.  Foster,  be  granted  a leave  of  absence  for  as 
long  as  is  necessary  to  take  part  in  political  activ- 
ities of  his  own  choosing. 

The  third  matter  of  business,  concerning  educa- 
tional activities  of  the  Association  on  pending 
legislation  was  referred,  on  motion  duly  made  and 
seconded,  to  the  Legislative  Committee,  the  chair- 
man of  which  is  Dr.  Robert  Quinn  of  Sioux  Falls. 

The  meeting  adjourned  on  motion  at  3:30  P.M. 


AMERICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOLOGY 

The  next  scheduled  Part  I (written)  Exam- 
ination of  this  Board  will  be  held  in  various 
examining  centers  of  the  United  States, 
Canada,  and  military  bases  outside  of  the 
continental  United  States  on  Friday,  Decem- 
ber 14,  1962,  at  2:00  P.M. 

Candidates  eligible  to  take  this  examination 
will  be  notified  on  or  about  November  the 
first  where  to  appear  for  examination. 

The  1962  Bulletin  of  this  Board  is  now 
available  and  prospective  applicants  are 
urged  to  request  this  brochure  and  thorough- 
ly familiarize  themselves  with  the  current 
rules  and  regulations  before  making  applica- 
tion. Bulletins  may  be  obtained  by  writing  to 
— Robert  L.  Faulkner,  M.D.,  Executive  Secre- 
tary and  Treasurer,  American  Board  of  Ob- 
stetrics and  Gynecology,  2105  Adelbert  Road, 
Cleveland  6,  Ohio. 

Diplomats  are  requested  to  inform  the 
Secretary’s  office  of  their  change  in  address. 


Mrs.  C.  Rodney  Stoltz,  President-Elect,  Woman’s 
Auxiliary  to  the  A.M.A. 


MRS.  C.  RODNEY  STOLTZ 
PRESIDENT-ELECT  OF 
WOMAN'S  AUXILIARY  TO 
THE  A.M.A. 

Mrs.  C.  Rodney  Stollz  of  Watertown,  South 
Dakota,  was  installed  as  president-elect  of  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association  at  the  39th  annual  convention  in 
June,  1962,  in  Chicago. 

Mrs.  Stoltz  was  president  of  the  South  Da- 
kota state  auxiliary  in  1953-54,  and  has  served 
as  chairman  of  various  committees  and  a 
director  for  the  National  Auxiliary.  In  ad- 
dition, she  just  completed  her  second  term  as 
North  Central  Regional  Vice-President  for 
the  National  Auxiliary. 


INTERNIST  needed  by  12  man  group 
in  Iowa  town  of  30,000.  Partnership  in 
two  years.  Salary  open.  Write  Box  Al, 
South  Dakota  Journal  of  Medicine,  711 
N.  Lake  Avenue,  Sioux  Falls,  South 
Dakota. 
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Out  Patient  Needs 

ELMEN 

Rent-alls,  Inc. 

1701  West  12th 
Sioux  Falls,  South  Dakota 

“fV e Rent  Most  Everything"' 

Everest  & Walkers 

Jennings  Commodes 
Wheel  Chairs  Bedrails 
Hospital  Beds  Trapeze  Bars 
Crutches 

lOO's  of  Invalid  needs 

PHONE 
ED  8-7802 


THEODORE  F.  RIGGS.  M.D. 

1874—1962 

Theodore  F.  Riggs,  M.D..  passed  away  May 
30,  1962  at  the  age  of  87.  Death  was  attributed 
to  old  age. 

Dr.  Riggs  was  born  July  7,  1874  at  Hope 
Station,  Dakota  Territory.  He  was  graduated 
from  Johns  Hopkins  University  in  1903  and 
was  a physician  and  surgeon  in  Pierre,  South 
Dakota. 

He  served  on  the  Pierre  Board  of  Education 
for  30  years,  and  the  high  school  bears  his 
name. 

In  addition,  he  was  a member  of  the  South 
Dakota  State  Medical  Association  and  re- 
ceived the  Distinguished  Service  Award  from 
the  Association  in  1951.  He  was  also  president 
of  the  Association  in  1927. 

Dr.  Riggs  is  survived  by  two  sons,  Thomas 
L.  Riggs  and  Foster  L.  Riggs;  five  grand- 
daughters, and  one  grandson. 

HENRY  O.  RUUD.  M.D. 

1890—1962 

Dr.  Henry  O.  Ruud  passed  away  July  21, 
1962  in  a Rapid  City  Hospital  at  the  age  of  71. 

Dr.  Ruud  was  born  at  Fosston,  Minnesota, 
October  7,  1890.  In  1919,  he  married  Ruthella 
Taylor  at  Bismarck,  North  Dakota. 

He  was  graduated  from  the  University  of 
Minnesota  School  of  Medicine,  and  began  his 
practice  in  Bismarck.  Shortly  after  the  out- 
break of  World  War  I,  he  entered  the  armed 
services.  After  his  discharge,  he  practiced  in 
Alexandria,  Minnesota;  Hot  Springs,  South 
Dakota;  and  Grand  Forks,  North  Dakota. 
Then,  in  1956,  he  moved  to  Rapid  City. 

After  living  in  retirement  for  a number  of 
years.  Dr.  Ruud  reopened  his  practice  in 


Deadwood  about  a year  ago  and  continued 
until  his  final  illness. 

Dr.  Ruud  was  a member  of  the  American 
Medical  Association,  a Fellow  of  the  Amer- 
ican College  of  Surgeons,  a Fellow  of  the  In- 
ternational College  of  Surgeons,  and  was  a 
past  president  of  the  North  Dakota  Academy 
of  Oto-Rhino-Laryngology. 

Surviving  are  his  wife  of  Rapid  City;  one 
son,  Dr.  E.  T.  Ruud  of  Rapid  City;  two  grand- 
children; a brother  and  a sister. 

A memorial  has  been  established  for  the 
American  Cancer  Society. 

G.  I.  W.  COTTAM,  M.D. 

RECOGNIZED  BY  INTERNATIONAL 
COLLEGE  OF  SURGEONS 

G.  I.  W.  Cotlam,  M.D.,  of  Sioux  Falls,  South 
Dakota,  was  recognized  recently  in  an  issue 
of  the  Journal  of  The  International  College 
of  Surgeons  for  two  ideas  which  he  sug- 
gested be  put  into  operation  by  the  College. 

One  of  Dr.  Cottam’s  recommendations  was 
the  plan  of  a sliding  scale  for  life  member- 
ship. In  fact,  not  only  did  Dr.  Cottam  make 
the  suggestion  — he  also  applied  for  a life 
membership  for  himself. 

The  other  very  promising  plan  suggested 
by  Dr.  Cottam,  which  will  be  put  into  effect 
during  the  coming  year,  is  for  the  establish- 
ment of  a speakers’  fund.  Its  purpose  is  to 
create  a fund  that  the  State  Divisions  may 
draw  upon  to  finance  the  cost  of  having  out- 
standing speakers  at  Division-sponsored  meet- 
ings. 

The  closing  paragraph  of  the  article  reads 
as  follows:  “The  College  is  greatly  indebted 
to  Dr.  Cottam  for  these  suggestions  and  for 
the  interest  in  its  advancement  that  they 
indicate.” 

SCIENTIFIC  EXHIBITS  FOR 
NEXT  ANNUAL  MEETING 
YANKTON.  SOUTH  DAKOTA 

The  committee  in  charge  of  arrangements 
at  the  next  annual  meeting  is  very  desirous 
of  obtaining  several  good  scientific  exhibits 
for  presentation  by  South  Dakota  doctors. 

Members  of  the  South  Dakota  Association 
who  would  like  to  present  an  exhibit  are 
urged  to  contact  Dr.  George  Knabe,  Univer- 
sity of  South  Dakota  Medical  School,  Ver- 
million, South  Dakota,  in  order  that  proper 
space  and  arrangements  can  be  made  well  in 
advance. 
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Gentlemen: 

I have  recently  returned  from  the  Annual  Meeting  of  the  A.M.A.,  which  was  held  in 
Chicago,  Illinois,  and  was  much  impressed  with  the  very  able  handling  of  this  huge  and  im- 
portant meeting. 

It  gave  me  a feeling  of  confidence  for  our  future  in  our  battle  for  the  preservation  of  the 
type  of  medical  practice  we  have  had  and  want  to  continue,  for  we  feel  that  it  is  the  best  for 
all. 


This  was  the  first  meeting  of  the  A.M.A.  where  all  the  State  presidents  were  present, 
which  I believe  denotes  the  awareness  of  all  of  us  that  we  must  be  alert  if  we  intend  to  stave 
off  these  new  socialistic  tendencies. 

The  type  of  men  that  we  have  as  leaders  are  outstanding  and  with  them  at  the  helm  we 
should  be  confident  of  the  results  if  we  — one  and  all  — put  out  a one  hundred  per  cent  effort 
to  help  them. 


Magni  Davidson,  M.D. 
President 


L 
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This  is  your 


MEDICAL  ASSOCIATION 


NEWS  • NOTES  • • • BIRTHS  • • • CHANGES  • NEWS 


Pop's  Proverbs 

The  snows  of  winter  melt 
anon  and  leave  no  trace 
of  cold. 

The  snows  of  life  pile  up 
upon  our  lives,  and 
make  us  old. 

But  winter  snows  with 
flowers  bind  the  fields, 
to  paint  the  country- 
side, — 

So  may  the  storms  of  my 
life  find  a flowery  crop 
at  eventide. 

NEWS  NOTES 

Ralph  Green,  M.D.,  has  re- 
tired after  31  years  of  service 
with  the  Veterans  Adminis- 
tration in  Sioux  Falls.  The 
retiring  chief  of  staff  was 
honored  at  a testimonial  din- 
ner in  Sioux  Falls,  and  also 
received  a certificate  of  ap- 
preciation from  the  Amer- 
ican Legion’s  National  Re- 
hibilitation  Commission  at 
the  Legion’s  state  convention 
in  Aberdeen. 

* Hs  * 

Dr.  Albert  Reifel,  brother 
of  Representative  Ben  Reifel, 
has  transferred  from  Royal 
C.  Johnson  Hospital  to  the 
Veterans’  Administration 
Hospital  in  Tucson,  Arizona. 
Dr.  Reifel  is  a specialist  in 
internal  medicine  and  is  a 
board  diplomat. 

* * * 

Seldon  Virtucio,  M.D.,  a 33 

year  old  intern  at  McKennan 


Hospital  in  Sioux  Falls,  was 
killed  in  an  automobile  ac- 
cident near  Gorham  in  up- 
state New  York  recently.  Dr. 
Virtucio  was  a native  of  the 
Phillippines. 

*  *  * 

The  appointment  of  Dr. 
Francis  P.  Kwan  as  an  as- 
sociate in  pediatrics  with  Dr. 
J.  D.  Bailey  at  the  Rapid  City 
Medical  Center  has  been  an- 
nounced by  J.  L.  Gormley, 
business  manager.  Dr.  Kwan 
received  an  A.B.  degree  from 
the  University  of  Illinois,  an 
M.S.  degree  from  North- 
western University  and  his 
M.D.  degree  from  Marquette. 
His  internship  was  taken  at 
St.  Joseph’s  Hospital  in  Mil- 
waukee, Wisconsin. 

!{!  * * 

F.  U.  Sebring,  M.D.,  who 

had  practiced  in  Martin  for 
the  past  13  years,  has  retired 
and  moved  to  Vermillion, 
South  Dakota.  Dr.  Sebring 
has  given  up  his  practice  for 
an  indefinite  time  due  to  ill 
health. 

t ^ ^ 

Karl  H.  Wegner,  M.D.,  has 

been  named  head  of  the  De- 
partment of  Pathology  at 
Sioux  Valley  Hospital  in 
Sioux  Falls.  In  addition,  he 
will  have  a Laboratory  for 
Clinical  Medicine  at  1320  S. 


Minnesota  Avenue. 

Dr.  Wegner  is  a graduate 
of  Yale  University,  Harvard 
Medical  School,  and  his 

parents  reside  in  Pierre, 

South  Dakota. 

* * * 

Theodore  P.  Roman.  M.D., 

has  announced  plans  to 

establish  medical  practice  in 
Martin,  South  Dakota.  He 
had  formerly  been  associated 
with  the  Public  Health  Serv- 
ice in  Rosebud,  South  Da- 
kota. 

!j!  * * 

A Canton  man,  D.  Max 
Reade,  M.D.,  has  joined  the 
staff  of  the  Medical  Clinic  in 
Yankton,  South  Dakota.  Dr. 
Reade  holds  a Bachelor  of 
Science  Degree  in  Medicine 
from  the  University  of  South 
Dakota,  and  received  his  M.D. 
degree  from  the  University 
of  Chicago.  He  recently  com- 
pleted his  internship  at 

Wichita,  Kansas. 

* * * 

A member  of  the  Univer- 
sity of  Michigan  Medical 
School  faculty,  George  C. 
Rinker,  Ph.D.,  has  joined  the 
University  of  South  Dakota 
faculty.  Dr.  Rinker  has  as- 
sumed the  position  of  asso- 
ciate professor  of  anatomy. 

A native  of  Kansas,  Dr. 
Rinker  is  a graduate  of  the 
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University  of  Kansas.  He 
took  his  M.D.  and  Ph.D.  de- 
grees in  anatomy  at  the  Uni- 
versity of  Michigan. 

* * * 

Vernon  C.  Scandrett,  M.D., 

a native  of  Wessington 
Springs,  South  Dakota,  re- 
cently joined  the  medical 
staff  at  the  Veterans  Admin- 
istration Hospital  at  Fort 
Meade. 

Dr.  Scandrett  attended  the 
University  of  South  Dakota 
and  was  graduated  from  the 
University  of  Illinois  College 
of  Medicine. 

For  the  past  several  years 
Dr.  Scandrett  has  worked  at 
the  Interamerican  Mission, 
Columbia,  South  America,  as 

a medical  missionary. 

* * * 

Milton  G.  Mutch,  Jr.,  M.D., 

Sioux  Falls,  was  one  of  sev- 
eral doctors  recently  exam- 
ined and  certified  in  the 
specialty  of  Obstetrics  and 
Gynecology  by  the  Amer- 
ican Board  of  Obstetrics  and 

Gynecology. 

* * * 

Charles  J.  Mongeon,  M.D., 

who  has  been  associated  with 
Drs.  Quinn  and  Brzica  in  the 
practice  of  medicine  at  Sioux 
Falls  for  the  past  two  years, 
has  left  to  take  up  ear,  nose 
and  throat  studies  at  Stan- 
ford University,  Palo  Alto, 
California. 

* * * 

A new  general  practitioner, 
Donald  J.  Destache,  M.D.,  has 
joined  the  Aberdeen  Medical 
Center  staff. 

Dr.  Destache  studied  med- 
icine at  Marquette  Univer- 
sity, and  served  his  intern- 
ship at  Miller  Hospital  in  St. 
Paul.  He  had  served  with  the 
U.  S.  Public  Health  Service 
at  Rosebud  for  the  past  two 
years. 


Lowell  Schmidt,  Huron, 
South  Dakota,  was  elected 
president  of  Sertoma  Inter- 
national at  its  50th  annual 
convention.  Mr.  Schmidt  is 
manager  of  the  Huron  Clinic. 

Mrs.  Richard  B.  Leander  of 
Sioux  Falls,  wife  of  Dr. 
Leander,  was  elected  record- 
ing secretary  of  the  organiza- 
tion. 

* * * 

DR.  PATT  RECORDS 
HOLE-IN-ONE 

Walter  Patt,  M.D.,  of 

Brookings  recorded  a hole-in- 
one  June  30th  while  golfing 
at  the  Brookings  Country 
Club.  The  hole-in~one  was 
made  on  the  198-yard,  par  3 
eighth  hole,  using  a number 
3 iron. 

It  was  the  first  hole-in-one 
Dr.  Patt  has  ever  made,  and 
only  the  second  one  ever 
made  on  the  eighth  hole  at 
the  Brookings  club. 


8TH  HAHNEMANN 
SYMPOSIUM 

Title:  Medical  Considera- 
tions in  the  Surgical  Patient. 

Date  of  Meeting:  December 
12  to  14,  1962. 

Location  of  Meeting: 
Sheraton  Hotel,  1725  Penn- 
sylvania Blvd.,  Philadelphia 
3,  Pennsylvania. 

Purpose:  To  consider  the 
major  medical  problems 
which  the  physician  encoun- 
ters in  the  surgical  patient. 

For  further  information 
contact  Wilbur  W.  Oaks, 
M.D.,  Director;  Hahnemann, 
Medical  College  and  Hos- 
pital, 230  North  Broad  Street, 
Philadelphia  2,  Pennsylvania. 


REMINDER! 

The  Ninth  Annual  Meeting 
of  The  Academy  of  Psycho- 
somatic Medicine  will  be 


held  in  the  newly-remodeled 
Radisson  Hotel  in  Min- 
neapolis, November  1-3,  1962. 
Physicians  desiring  to  attend 
may  obtain  pre-registration 
and  hotel  reservation  forms 
from  Dr.  Bertram  B.  Moss, 
Executive  Secretary,  55  East 
Washington  Street,  Chicago 
2,  Illinois. 

The  Medical  College  of 
Georgia’s  Department  of 
Continuing  Education  has 
planned  a series  of  five  in- 
tensive postgraduate  courses 
for  the  fall  and  winter. 

Oct.  23-25: 

“Clinical  Pathology  in 
Medical  Practice” 

Nov.  13-15: 

“Diagnosis  and  Practical 
Management  of  Arthritis” 

Dec.  4-6: 

“Orthopedics  in  General 
Practice” 

Feb.  12-14: 

“Growth  and  Development 
— Management  of  Common 
Behavior  Disturbances” 

March  12-14: 

“Gynecologic  Problems  in 
Private  Practice” 

Each  course  is  acceptable 
for  18  hours  credit  by  the 
American  Academy  of  Gen- 
eral Practice.  Contact  Dr. 
Claude-Starr  Wright,  Direc- 
tor, Dept,  of  Continuing  Edu- 
cation, Medical  College  of 
Georgia,  Augusta,  Georgia. 

Dr.  Edward  R.  Annis, 
President-Elect  of  the  Amer- 
ican Medical  Association, 
will  be  one  of  the  featured 
speakers  at  the  Third  Annual 
Program  Conference  of  Blue 
Shield  Plans  to  be  held  Oc- 
tober 8-10,  1962  at  the  Ameri- 
cana Hotel  in  Miami  Beach, 
Florida,  the  National  Asso- 
ciation of  Blue  Shield  Plans 
announced  recently. 
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‘CORTISPORIN 

OTIC  DROPS  (sterile) 

the  #1  therapy  for  inflamed,  infected  ears 

BeCSUSC  it  provides  Polymyxin  B the  eradication  of  Pseudomonas,  the 
prime  cause  of  external  otitis,  ‘Cortisporin’  is  the  logical  choice  of  treatment 
for  inflamed,  infected  ears.  Polymyxin  B is  the  antibiotic  specific  for  Pseu- 
domonas aeruginosa  infections,  and  is,  for  this  pathogen,  the  standard  of 
effectiveness  against  which  other  antibacterials  are  measured. 

s 

■Anti-inflammatory  Each  cc.  contains: 

' Antipruritic  ‘Aerosporin’®  brand  Polymyxin  B sulfate. 10.000  units 

■ Antibacterial  Nemnycin  Sulfate ......  ..........  5 mg. 

s™  (E(|uiva!ent  to  3.5  mg.  Neomycin  Base) 

Hydrocortisone 10  mg.  (1%) 

Bottles  of  3 cc.  with  sterile  dropper. 

Literature  available  on  request. 


.LQ  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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GUILFORD  C.  GROSS.  PH.D. 
EDITOR 

Division  of  Pharmacy 
South  Dakota  State  College 
Brookings,  South  Dakota 


— 359  — 


ACEUTICAL 


THE  CHALLENGE  TO  PHARMACY* 
by 

Arthur  L.  Eide** 

St.  Paul,  Minnesota 


Mr.  Chairman,  honored  guests,  fellow  phar- 
macists: 

It  was  with  a great  deal  of  pleasure  that  I 
accepted  the  invitation  to  address  this  con- 
vention today.  This  is  almost  a homecoming 
for  me  because  many  years  of  my  childhood 
were  spent  in  South  Dakota,  living  in  the 
cities  of  Watertown,  Sioux  Falls  and  Garret- 
son.  Naturally,  I have  many  fond  memories 
of  your  fair  state. 

Our  purpose  today,  however,  is  not  to  recall 
fond  memories  of  childhood  but  rather  to  face 
the  realities  of  today.  Doubtless  there  are 
those  among  you  who  are  not  aware  that  any- 
thing is  wrong.  Some  of  you  are  probably 
enjoying  additional  business  and  in  some 
cases  increased  profits.  I would  venture  to 
say  though  that  even  these  fortunate  phar- 
macists have  some  amount  of  concern  about 
the  future.  Even  if  your  business  seems  to 
progress  you  are  aware  of  a change  in  our 
nation’s  way  of  living. 

This  group  here  today  should  certainly  be 
cognizant  of  some  of  our  problems  but  just  in 
case  you  aren’t,  let  me  mention  a few: 
Kefauver  investigations,  generic  name  trends, 
anti-trust  actions  against  pharmaceutical  as- 
sociations, preferential  discounts  by  whole- 
salers and  manufacturers,  mail  order  phar- 
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macies,  dispensing  doctors,  unions  trying  to 
organize  pharmacists,  discount  stores,  F.D.A. 
labeling  requirements,  additional  F.D.A. 
powers  — such  as  the  right  to  check  prescrip- 
tion files,  and  the  Kefauver-Cellar  bill. 

Now  if  this  list  doesn’t  make  you  wonder 
what  our  future  is  — I know  of  a state  not 
far  from  here  that  has  some  unsolved  prob- 
lems left  over  and  I’m  sure  the  people  in  that 
state  would  be  happy  to  share  their  problems 
with  you.  My  purpose  in  being  here  today  is 
not  to  spread  a pall  of  gloom  but  rather  to 
discuss  some  of  these  problems  and  comment 
on  them.  My  first  comment  should  probably 
be:  brothers,  let  us  pray.  Not  long  ago  I heard 
of  a fellow  who  turned  to  prayer  frequently 
and  I would  like  to  relate  his  experience  to 
you.  There  was  a church  in  a small  town  that 
had  as  one  of  the  members  of  the  congrega- 
tion a woman  of  questionable  moral  charac- 
ter. Everyone  in  town  knew  of  this  woman 
and  her  alleged  activities,  including  the  pas- 
tor of  the  church.  The  pastor,  of  course,  had 
tried  to  counsel  this  member  in  the  Christian 
way  of  life  without  much  success.  One  day 
the  pastor  met  this  woman  on  the  street  and 
told  her  that  only  the  night  before  he  had 
thought  about  her  and  had  prayed  for  her. 
Whereupon  the  woman  informed  him  that  he 
didn’t  have  to  pray  for  her  if  he  would 
just  telephone,  she  would  come  over. 

Just  a moment  ago,  while  citing -for  you 
some  of  the  problems  facing  us,  the  name  of 
Senator  Kefauver  was  mentioned  twice.  Cer- 
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tainly  some  of  the  dilemma  we  find  surround- 
ing our  profession  today  can  be  traced  back 
to  Senator  Kefauver’s  investigation  of  the 
pharmaceutical  manufacturers.  Even  though 
the  senator’s  investigation  was  concerned 
with  manufacturers  and  their  practices,  the 
repercussions  were  felt  right  down  to  the 
pharmacist  and  his  patient.  You  practicing 
pharmacists  can  probably  recall  many  cases 
when  your  patients  would  remark  to  you 
about  the  amount  of  profit  you  were  making 
on  each  prescription  while  the  Kefauver  hear- 
ings were  underway.  This  was  due,  in  large 
measure,  to  the  unfavorable  press  releases 
which  did  not  distinguish  between  the  alleged 
profits  the  manufacturers  were  making  and 
the  ordinary  — and  in  some  cases  the  sub- 
standard profits  — the  practicing  pharmacists 
were  making.  This  investigation  helped 
create  some  of  the  bad  image  that  we  are 
operating  under  today. 

Following  close  on  the  heels  of  the 
Kefauver  investigation  came  the  anti-trust 
actions  by  the  federal  government  against  the 
pharmaceutical  associations  in  Arizona,  Cali- 
fornia and  Utah.  During  these  actions  the 
question  arose  as  to  whether  pharmacy  was 
a profession  or  not.  In  the  California  case  the 
late  Judge  Goodman  ruled  it  was  not.  This 
misinformed  jurist  seemed  to  think  that  the 
practice  of  pharmacy  consisted  entirely  of 
taking  capsules  or  tablets  from  one  container 
and  putting  them  into  a smaller  container  and 
handing  them  to  the  patient.  If  the  practice 
of  pharmacy  is  only  concerned  with  these 
physical  manipulations,  why  do  we  require  a 
candidate  for  a pharmacist’s  license  to  be  a 
graduate  of  a five-year  college  course,  not  to 
mention  a year  of  internship  and  other  quali- 
fications. Well,  you  gentlemen  know  the 
answer  to  that  as  well  as  I do,  so  we  won’t 
dwell  on  it  at  this  time.  The  point  is  that  this 
California  Federal  Court  decision  also  re- 
duced the  image  of  pharmacy  and  in  my 
estimation  we  are  still  suffering. 

I think  you  will  agree  that  our  profession  is 
in  difficulty.  Every  day  seems  to  bring  a new 
problem,  a new  loss  of  prestige  or  public 
image.  Isn’t  it  ironic  that  our  world  has  en- 
joyed marvelous  developments  in  the  fields 
of  science  — including  still  to  be  announced 
medical  wonders — and  yet  we  find  ourselves, 
the  keepers  of  the  nation’s  medicine  cabinet. 


in  such  an  indecisive,  floundering,  dazed  con- 
dition. I am  not  admitting  that  we  have 
placed  ourselves  in  this  position  — certainly 
there  has  been  help  from  outside  factors  — • 
but  we  must  admit  to  a certain  amount  of  un- 
necessary bickering  and  in — fighting  amongst 
ourselves.  In  order  to  withstand  the  storm, 
we  must  stand  back  and  take  stock  of  our- 
selves, arrive  at  agreed  methods  to  solve  our 
problems,  and  then  act. 

First  of  all  we  must  decide  if  we  want  to 
stand  up  and  be  counted  as  professional  per- 
sons or  merchants.  If  the  decision  is  for  pro- 
fessionalism, there  is  much  work  to  be  done; 
if  the  decision  is  for  being  merchants,  our 
problems  are  over.  If  our  decision  is  to  be 
classified  as  merchants,  may  I suggest  the 
following:  hang  up  a discount  sign,  stop  giv- 
ing any  type  of  service  (except  a parking  lot), 
stack  your  loss  leaders  or  discount  products 
in  mass  displays  on  the  floor,  advertise  that 
every  item  in  your  store  is  discounted  and 
that  you  make  no  profit  of  any  kind  (or  at 
least  try  to  leave  that  impression),  tear  up 
your  pharmacy  license  (or  hang  it  in  the  base- 
ment at  home  for  periods  of  nostalgia),  and  go 
to  work.  I may  add  here,  too,  that  if  you  are 
in  need  of  a new  building  for  carrying  on 
your  discount  business  you  may  want  to  con- 
sider charging  your  prospective  customers  a 
nominal  fee  for  membership  and  the  privilege 
of  shopping  at  your  store.  Evidently  this 
works  well  and  if  you  think  hard  enough  you 
may  devise  a way  to  have  your  customers 
chip  in  later  to  pay  the  taxes  on  the  building 
— surely  they  would  be  willing  to  do  this  be- 
cause you  won’t  be  making  any  profit  on  the 
merchandise  you  sell  them. 

Now  if  the  decision  is  to  be  members  of  the 
profession  of  pharmacy  there  is  much  work 
to  be  done  to  regain  the  prestige  and  image 
we  have  apparently  lost.  The  basic  require- 
ments as  I see  them  for  being  a member  of  a 
profession  are  the  following: 

1.  You  must  be  of  good  moral  character. 

2.  You  must  have  completed  a prescribed 
course  of  study  relating  to  the  problems 
that  will  confront  you  in  the  practice  of 
your  profession. 

3.  You  must  have  met  certain  requirements 
of  your  local  or  national  government  and 
be  licensed  by  such  government  after 
proving  the  fulfillment  on  numbers  1 
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and  2. 

4.  You  should  belong  to  and  actively  sup- 
port a group  or  association  that  volun- 
tarily polices  its  own  members  both  for 
the  protection  of  the  people  you  serve 
and  the  benefit  of  the  members  of  the 
profession. 

5.  You  should  be  sufficiently  devoted  to 
your  calling  to  the  extent  that  remunera- 
tion for  your  labors  in  aiding  your  fellow 
man  will  come  to  you  in  adequate 
amounts  without  undue  concern  on  your 
part. 

I would  estimate  that  most  of  us,  who  use 
the  title  of  pharmacist,  have  already  met  the 
requirements  of  1,  2,  3,  and  4.  Number  5 could 
be  a stumbling  block  for  some  of  us  but  it  is 
essential  if  we  are  to  be  counted  as  profes- 
sional. 

Assuming  that  pharmacy’s  main  ambition 
is  to  render  a dignified,  scientific  and  humane 
health  service  to  the  public  and  that  we  desire 
to  do  this  on  a professional  basis,  let  us  exam- 
ine a little  closer  how  various  vocations  are 
controlled.  Generally  there  are  three  types  of 
forces  that  control  vocational  activity.  These 
forces  are  competition,  government,  and  pro- 
fession. Also,  generally  speaking,  as  the  re- 
quirements for  entering  a vocation  increase, 
the  control  tends  to  shift  from  competition 
through  government  to  profession.  Perhaps 
my  own  examples  here  may  help  us  under- 
stand this  theory.  Let’s  take  the  vocations  of 
grocer,  pharmacist,  and  physician.  In  my 
estimation  the  only  requirement  for  being  a 
grocer  is  that  you  have  the  necessary  capital 
to  invest  in  stock  and  fixtures.  To  be  a phar- 
macist, as  you  all  know,  you  must  have  the 
necessary  educational  qualifications  and  be 
licensed.  To  be  a physician  you  must  have 
completed  a complex  educational  program 
plus  serving  an  internship  and  as  the  practice 
of  medicine  seems  to  be  going  today,  an  ad- 
ditional course  in  specialization  seems  to  be 
necessary.  Now  to  continue  this  line  of 
reasoning,  would  it  not  seem  fair  to  say  that 
competition  regulates  the  vocation  of  the 
grocer;  pharmacists  tend  to  be  regulated  by 
government;  and  physicians  tend  to  be  regu- 
lated by  the  profession  itself?  It  is  entirely 
possible  that  there  are  other  and  better  ex- 
amples of  this  theory  but  I hope  these  will 
suffice  for  now.  If  you  accept  these  examples 


then  we  should  have  proven  to  ourselves,  to 
a certain  extent  at  least,  that  we  are  on  the 
way  to  becoming  a profession. 

My  contention  that  pharmacists  are  regu- 
lated by  government,  or  law  is  based  on  the 
contents  of  the  Food,  Drug  and  Cosmetic  Act, 
the  various  state  pharmacy  laws,  and  the 
regulations  of  the  state  boards  of  pharmacy. 
We  must  not  ignore,  however,  that  certain 
parts  of  an  accepted  pharmacy  operation  are 
still  governed  by  competition  and  it  is  here 
that  we  lose  a certain  amount  of  the  profes- 
sional image  that  we  desire. 

The  fact  that  pharmacy  is  regulated  by  law 
does  not  agree  with  certain  factions;  namely 
the  merchandisers,  which  unfortunately  at 
this  time  do  include  some  pharmacists.  Some 
violent  opposition  to  certain  regulations  pro- 
mulgated by  various  boards  of  pharmacy 
recently  came  from  the  board  chairman  of  a 
large  drug  chain  at  a meeting  in  Chicago.  This 
was  not  only  opposition  in  a sense  but  came 
very  near  being  a threat  as  this  man  said  in 
part,  “Should  the  pharmacy  boards  take  a 
second  look  at  their  methods,  and  clean  their 
own  houses,  keeping  a good  name  for  retail 
pharmacy,  or  should  they  wait  for  the  state 
governors  and  Justice  Department  to  clean 
house  for  them?”  Well,  it  would  be  my  opin- 
ion that  regulations  promulgated  by  a board 
of  pharmacy,  which  are  for  the  purpose  of 
protecting  the  health  and  welfare  of  the  pub- 
lic, are  valid  regulations  until  proven  to  be 
unconstitutional,  invalid,  or  arbitrary  by  the 
courts  of  the  land  and  this  gentleman  will 
have  to  abide  by  them  until  they  are  so 
proven.  Can  it  be  argued  that  a pharmacy’s 
primary  purpose  for  being  is  not  in  the  in- 
terests of  public  health?  No,  it  can’t  be  so 
argued  and  if  it  can’t,  are  boards  of  pharmacy 
wrong  in  setting  forth  certain  regulations  re- 
garding entrances  so  that  these  pharmacies 
are  open  to  anyone  that  desires  to  use  them? 
Are  boards  of  pharmacy,  which  are  composed 
of  pharmacists,  wrong  in  setting  forth  space 
requirements  for  the  proper  practice  of  our 
profession?  Certainly  they  are  not  wrong  — 
who  should  know  these  requirements  better 
than  pharmacists?  Certainly  not  a governor 
merely  because  he  is  an  elected  official;  cer- 
tainly not  a judge  because  he  may  be  an 
attorney. 

If  there  is  opposition  to  regulations,  all  of 
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the  arguments  for  and  against  should  be  pre- 
sented, together  with  the  qualification  of  the 
person  presenting  those  arguments  and  an 
impartial  decision  be  rendered.  It  is  my  firm 
conviction  that  regulations  adopted  by  boards 
of  pharmacy  are  for  the  betterment  of  the 
public  health  and  welfare  and  we  should  fight 
with  all  our  vigor,  as  pharmacists,  to  see  that 
they  are  upheld.  We  should  not  bow  to  those 
factions  that  desire  a relaxation  of  our  regu- 
lations for  their  private  purposes  — most  of 
which  seem  to  deal  with  merchandising  and 
profit  seeking. 

About  three  weeks  ago  a pharmacist  in  our 
state  sent  me  a page  from  a magazine,  which 
deals  largely  with  the  problems  in  which 
chain  drug  stores  are  involved  and  interested 
in.  On  the  page  which  was  sent  to  me  was 
an  article  dealing  with  the  relationships  be- 
tween some  chain  stores  and  various  boards 
of  pharmacy.  Apparently  the  chain  drug 
stores  take  exception  to  some  of  the  rules  and 
regulations  promulgated  by  boards  and  one 
in  particular  seemed  to  be  any  regulation 
which  limits  the  ownership  of  a pharmacy  to 
a pharmacist.  Here  I would  like  to  apply 
some  reasoning  for  this  type  of  regulation.  If 
pharmacy  is  a profession  dealing  with  public 
health,  and  if  the  profession  is  practiced  in  a 
licensed  pharmacy,  doesn’t  it  seem  not  only 
practical  but  also  essential  that  the  respon- 
sibility for  the  operation  of  a pharmacy  rest 
on  a person  learned  in  the  profession?  Here 
it  could  be  argued  that  if  a pharmacist  were 
hired  as  a manager  or  operator,  the  pharmacy 
would  be  properly  conducted;  but  doesn’t  it 
also  follow  that  the  non-pharmacist  owner 
could,  by  the  process  of  elimination  and 
duress,  find  a pharmacist  who  would  bow  to 
certain  of  his  unethical  demands?  For  very 
definite  reasons  affecting  the  protection  of 
the  public,  I believe  pharmacies  should  be 
owned  by  pharmacists.  Pharmacists,  because 
of  their  professional  knowledge  and  their 
respect  for  the  various  laws  and  regulations 
governing  our  profession,  are  the  only  logical 
persons  to  be  allowed  to  own  outlets  which 
deal  in  dispensing  health-giving  and  life- 
saving medications. 

The  chain  stores  also  seem  to  feel,  accord- 
ing to  this  magazine  article,  that  the  public 
health  would  be  more  adequately  protected 
by  a stiffening  of  enforcement,  and  penalties. 


for  over-the-counter  sales  of  prescription 
legend  drugs,  by  the  denial  of  association 
membership  to  any  drug  operation  whose 
prescription  department  does  not  meet  cer- 
tain standards  of  cleanliness,  by  a re-checking 
of  all  pharmacies  for  the  possession  of  basic 
equipment  needed  to  fill  prescriptions,  and 
by  the  denial  of  a license  to  any  pharmacy 
not  equipped  to  fill  all  types  of  prescriptions, 
including  compound  drugs.  Now  here  is  a 
suggestion  that  appeals  to  me;  however,  such 
inspections  should  be  thorough  and  include 
all  types  of  pharmacies  including  chain-type 
stores.  I wonder  if  they  could  stand  this  type 
of  scrutiny  better  than  independently  owned 
pharmacies?  Regardless  of  the  outcome,  the 
need  for  this  type  of  enforcement  may  exist. 

No  doubt  some  of  the  pharmacists  here  to- 
day are  becoming  a little  weary  of  the  word 
professionalism  and  its  implications.  This  is 
understandable  because  we,  as  a group,  have 
certainly  used  it  as  a topic  for  discussions, 
speeches,  and  conversation  for  many  years. 
Sometimes  I feel  that  we  should,  by  now  at 
least,  have  convinced  ourselves  that  phar- 
macy is  a profession.  If  we  have,  fine,  but  we 
should  not  stop  there.  We  must  convince  the 
public  and  other  members  of  the  health  team 
that  the  services  we  render  in  dispensing 
drugs  are  professional  and  are  deserving  of 
such  recognition  by  them. 

Let  us  consider  some  of  the  positive  actions 
we  can  take  to  increase  our  professional 
image.  These  actions  will  vary  with  in- 
dividuals but  may  I give  you  my  ideas  of  how 
we  can  improve  ourselves.  First,  I think  it 
would  be  well  for  us  to  increase  our  contacts 
with  our  patients.  How  long  has  it  been  since 
you  personally  have  served  a patient  after 
dispensing  the  medication  called  for  on  his 
prescription?  Do  you  fill  the  prescription  and 
then  hand  it  to  a clerk  or  subordinate  for 
final  packaging  and  delivery  to  the  patient? 
Patients  like  to  talk  to  the  professional  per- 
sons who  are  performing  the  services  they’re 
paying  for.  This  is  probably  more  true  of  the 
health  professions  than  any  other.  The  doctor 
takes  the  time  to  speak  to  his  patients  only 
allowing  certain  minor  preparations  and 
laboratory  procedures  to  be  performed  by 
subordinates.  The  attorney  talks  to  his  clients 
concerning  their  legal  problems  and  leaves 
only  the  minor  details  to  stenographers  and 
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clerical  help.  Why  then  should  not  the  phar- 
macist, if  time  and  circumstances  permit,  de- 
liver the  finished  prescription  to  the  patient 
in  the  event  that  there  are  any  questions  con- 
cerning it?  If  the  patient  has  no  questions 
about  the  medication,  maybe  he  would  ap- 
preciate a little  assurance  regarding  the 
medication  he  has  just  received  from  you. 
Either  way,  contact  with  the  customer  or 
patient  — if  properly  used  — affords  an  ex- 
cellent opportunity  to  improve  the  image  of 
pharmacy  . 

How  long  has  it  been  since  you,  as  a phar- 
macist, visited  your  local  physician  for  the 
purpose  of  detailing  him?  No,  I’m  not  sug- 
gesting you  should  become  pharmaceutical 
salesmen,  but  rather  salesmen  of  your  pro- 
fession. Your  doctors  would  appreciate  a per- 
sonal call  from  you  — after  all  you  see  many 
of  their  patients  shortly  after  they  leave  the 
doctors.  Don’t  hesitate  to  let  your  doctors 
know  when  you  improve  your  services  in 
some  way.  They  would  be  interested  in 
knowing  if  you  improve  your  bookkeeping 
system,  or  if  you  obtain  a new  delivery  car 
for  faster  deliveries.  They  would  be  in- 
terested in  knowing  if  you  change  your  store 
hours  or  if  you  remodel  or  obtain  a new  piece 
of  equipment.  Most  of  all,  the  doctors  who 
depend  on  your  services  would  appreciate 
knowing  that  you  have  in  stock  a new  drug 
which  they  may  want  to  use.  There  is  every- 
thing to  gain  and  nothing  to  lose  by  increas- 
ing our  contacts  with  members  of  the  other 
health  professions.  What  I have  said  regard- 
ing doctors  can  also  be  applied  to  dentists  and 
nurses.  I suppose  this  type  of  contact  could 
be  called  an  inter-professional  word-of-mouth 
advertising  campaign.  Call  it  what  you  want, 
it  is  time  we  started  blowing  our  own  horn. 

Have  you  checked  your  prescription  de- 
partment for  neatness  lately?  Here  is  prob- 
ably the  one  place  we  neglect  our  profession 
and  we  don’t  realize  it.  I know  it  is  easy  to 
neglect  this  department  because  we  are  so 
close  to  it.  Objects  — many  of  them  unneces- 
rary  and  unrelated  to  prescription  compound- 
ing — seem  to  collect  there.  Do  you  recall  a 
pile  of  old  professional  journals  in  your 
prescription  department?  Or  possibly  you 
can  close  your  eyes  and  visualize  old  invoices 
or  drugs  to  be  returned  cluttering  up  your 
prescription  work  space.  Certainly  the  area 


which  you  use  for  compounding  and  dis- 
pensing drugs  should  be  neat  and  clean  at  all 
times.  After  all,  your  patients  in  many  in- 
stances have  just  come  from  a doctor’s  or 
dentist’s  office  where  aseptic  procedures  are 
necessary  and  routine.  Is  it  too  much  for  the 
patient  to  expect  cleanliness  where  his  drugs 
are  dispensed?  Personal  cleanliness  is  also 
important  — more  important  than  we  may 
think.  Now  in  the  hope  of  not  sounding  like 
a school  teacher  or  a parent  I don’t  even  want 
to  mention  such  things  as  clean  hands,  clean 
fingernails,  fresh  shave,  etc.;  but  is  it  asking 
too  much  to  request  that  we  practice  our  pro- 
fession in  a clean,  neat  professional  coat  of 
some  kind  rather  than  appearing  behind  the 
prescription  counter  in  a sport  shirt?  Not 
only  would  a coat  or  cloak  of  some  style  pre- 
sent a better  appearance  but  think  of  the 
laundry  chores  it  would  save  your  wife  if  you 
subscribed  to  a linen  service. 

There  is  one  more  area  of  possible  profes- 
sionalism that  I would  like  to  mention.  This 
is  a rather  new  subject  to  many  of  us  but  the 
necessity  for  considering  it  has  been  sug- 
gested by  the  recent  anti-trust  actions  in- 
volving pharmacy.  This  new  approach  to 
professional  stature  involves  the  pricing  of 
our  services  and  is  called  the  “professional  fee 
concept.”  It  is  my  opinion  that  pharmacy 
should  seriously  study  this  fee  concept  and  if 
no  serious  loopholes  are  discovered,  its  adop- 
tion should  be  considered.  My  reason  for 
favoring  professional  fee  concept  is  that  I 
believe  that  markup  based  on  the  cost  of 
goods  is  for  merchants,  while  a professional 
person  should  charge  a standard  fee  for  his 
services  regardless  of  the  cost  of  the  mer- 
chandise involved.  There  are  still  a few  facets 
of  this  fee  concept  that  need  study  and  clari- 
fication but  if  agreement  as  to  desirability  of 
this  concept  can  be  reached,  it  will  add  to  our 
professional  stature. 

If  you  were  to  say  that  the  previous  re- 
marks have  been  somewhat  idealistic,  I would 
have  to  agree  with  you.  Whenever  remarks 
are  made  concerning  how  a profession  should 
be  practiced,  the  remarks  can  only  be  ideal- 
istic because  they  set  forth  certain  desirable 
precepts  but  do  not  in  themselves  make  pro- 
visions for  punishment  if  they  are  not  ad- 
hered to.  Codes  of  ethics,  however,  are  neces- 
sary because  they  are  the  conscience  of  the 
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professional  man  and  I would  earnestly  sug- 
gest we  all  review  the  code  of  ethics  under 
which  we  operate  and  make  a renewed  effort 
to  live  up  to  them. 

Up  to  this  point  I have  limited  my  remarks 
to  the  adverse  factors  affecting  our  profession 
and  my  own  versions  of  some  actions  that 
could  be  taken  to  improve  our  lot.  There  is 
progress  being  made  in  our  struggle  for  recog- 
nition and  survival.  For  example,  several 
states  have  made  progress  by  passing  new 
pharmacy  acts  and  several  more  states  are 
considering  the  same  action.  Too  many  of  our 
pharmacy  laws  are  outdated  or  at  best  are 
patchwork  affairs  which  need  replacement. 
Most  new  pharmacy  acts  tend  to  define  the 
profession  of  pharmacy  more  completely  and 
for  the  protection  of  the  public,  limit  more 
severely  not  only  who  may  dispense  drugs 
but  also  limit  those  who  practice  the  profes- 
sion. Legislation  is  a desirable  way  to  im- 
prove the  profession  because  it  involves  the 
people  through  their  elected  representatives. 
When  pharmacy’s  position  in  the  health  pro- 
fessions is  presented  properly  in  new  legis- 
lation, such  legislation  should  not  be  difficult 
to  pass.  If,  however,  legislation  with  exces- 
sive demands  is  drafted,  it  could  be  very 
difficult  to  press  for  passage.  Pharmacists 
should  insist  on  and  support  any  legislation 
that  protects  the  public  by  controlling  more 
closely  the  distribution  of  drugs  and  med- 
icines. 

As  you  well  know,  many  of  the  laws  affect- 
ing the  distribution  of  drugs  have  been  tested 
in  the  courts.  In  Minnesota  we  have  had  some 
good  decisions  and  the  most  recent  was  the 
Supreme  Court  ruling  that  certain  pre- 
packaged drugs  were  not  exempted  from  the 
pharmacy  act.  This  decision  placed  certain 
drugs  in  their  proper  category  but  at  the 
same  time  caused  problems  of  enforcement 
that  are  overwhelming.  During  the  litigation 
regarding  these  drugs,  the  illegal  sale  of  them 


became  very  general.  Now  we  must  notify 
each  unlicensed  outlet  that  they  are  in  viola- 
tion of  the  pharmacy  act  and  if  appropriate 
action  to  conform  is  not  taken  by  the  outlet, 
we  will  prosecute.  As  you  can  well  imagine, 
this  will  be  a tremendous  undertaking  but  is 
also  mandatory  on  the  part  of  the  Board.  Ac- 
cording to  the  statutes  in  our  state  we  must 
proceed  through  the  county  attorneys  or  city 
attorneys  which  we  are  proceeding  to  do. 

You  may  be  wondering  about  recent  pub- 
licity given  to  our  court  case  with  Red  Owl 
and  Groves  Kelco.  Actually,  the  Supreme 
Court  decision  was  handed  down  on  February 
9th  but  it  was  just  three  weeks  ago  that  the 
court  handed  down  its  decision  on  the  taxa- 
tion of  costs  of  that  case.  The  decision  that 
the  defendants  had  to  pay  these  costs  proves 
without  a doubt  that  the  Board  of  Pharmacy 
and  the  Minnesota  State  Pharmaceutical  As- 
sociation were  the  winners.  Armed  with  this 
recent  Supreme  Court  victory,  we  intend  to 
present  an  entirely  new  pharmacy  act  to  the 
next  session  of  the  legislature. 

There  will  be  many  challenges  in  the  year 
ahead.  We  will  be  fighting  to  maintain  the 
gains  we  have  made  but  equally  important 
we  must  fight  to  make  new  progress.  We 
must  insist  that  the  potent  drugs  we  work 
with  be  dispensed  by  qualified  pharmacists 
in  licensed  outlets  that  meet  all  necessary  re- 
quirements for  the  proper  and  ethical  dis- 
tribution of  drugs.  This  must  be  accomplished 
for  the  protection  of  the  people  we  serve. 

Meetings  — such  as  you  are  holding  here  — 
are  the  best  method  for  making  progress.  It 
is  at  gatherings  of  the  members  of  the  pro- 
fession that  ideas  are  born,  exchanged,  and 
developed  into  group  action.  It  has  been  a 
genuine  pleasure  for  me  to  have  taken  a part 
in  your  meeting  here  today.  May  the  rapport 
that  exists  between  our  two  states  continue 
for  the  benefit  of  all. 

Thank  you. 
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PHARMACISTS  AS  PROFESSIONALS 
AND  AMERICANS* 

An  Address  by  Senator  Hubert  Humphrey** 


Thank  you  very  much,  Mr.  Bittner,  mem- 
bers of  the  South  Dakota  Pharmaceutical 
Association,  many  old  friends  of  the  family 
and,  I hope,  personal  friends  of  mine.  I under- 
stand that  you  are  working  under  some 
severe  program  limitations  here  on  time  and 
being  a United  States  Senator,  where  time  in 
speeches  apparently  means  very  little,  I had 
better  get  on  with  my  task  and  with  my 
privilege. 

The  first  thing  I wish  to  do  is  to  apologize 
to  the  officers  of  the  Association  and  to  those 
who  were  in  attendance  at  the  dinner  last 
evening  for  not  being  able  to  be  with  you. 
I seem  to  be  a jinx  on  weather  in  Minnesota. 
We  had  beautiful  flying  conditions  right  out 
of  Minneapolis  and  right  into  Sioux  Falls, 
but  I live  some  40  miles  west  of  Minneapolis. 
First  we  were  told  we  might  not  be  able  to 
fly  at  all  due  to  tornadoes  and  severe 
thunderstorms  — a line  running  from  Sioux 
Falls  to  Rochester.  Then  I was  told,  yes,  we 
would  be  able  to  fly  so  get  on  your  horse  and 
get  here  and  be  on  time,  which  I promptly 
proceeded  to  do  only  to  encounter  some 
rather  hectic  weather  in  the  40  miles  between 
Minneapolis  and  Waverly,  Minnesota.  I got 
within  about  35  minutes  of  the  airport,  and 
decided  I should  call  and  let  them  know  that 
it  didn’t  look  like  I was  going  to  get  there. 
About  this  time  I had  to  let  you  folks  know. 


*Presented  at  the  76th  Annual  Convention  of  the 
S.  D.  Pharmaceutical  Association,  Sioux  Falls, 
S.  D.,  June  17-19,  1962. 

♦♦Democrat,  Minnesota. 


through  a gentleman  who  works  with  me, 
that  I would  not  be  able  to  be  present  at  your 
dinner.  I apologize.  I regret  it.  But  I made 
up  my  mind  that  I would  alter  my  schedule 
and  be  here  at  least  to  fulfill  my  engagement. 
I do  not  like  people  who  promise  they  are 
going  to  do  something  and  then  not  do  it,  and 
I promised  I would  be  here. 

By  the  way,  I met  somebody  downstairs 
here  a moment  ago  who  said  to  me,  “Well,  I 
am  surely  glad  to  see  you,  Humphrey.  I was 
campaigning  for  you,”  he  said,  “I  just  worked 
like  all  get-out  to  make  you  president.”  And, 
of  course,  the  poor  fellow  got  off  on  a bad 
tangent  there,  along  with  me. 

I am  always  reminded  of  this  because  every 
once  in  a while  somebody  will  say  something 
like  that  to  me  in  a very  friendly  and  kindly 
manner  and  I tell  them  that  it  isn’t  exactly 
all  lost.  I had  planned  on  having  all  of  my 
meals  at  the  White  House,  but  I at  least  get 
breakfast  every  Tuesday  morning  over  there 
and  I will  be  over  there  tomorrow  morning 
for  what  we  call  our  Legislative  Leaders’ 
Meeting  where  we  sit  down  with  President 
Kennedy;  and  Vice  President,  Mr.  Johnson; 
the  Speaker  of  the  House,  Mr.  McCormick; 
the  Majority  Leader  of  the  House;  the 
Majority  Leader  of  the  Senate,  Mr.  Mansfield; 
and  myself  — the  Majority  Whip  of  the 
Senate  — and  Senator  Smathers  from  Florida, 
the  Majority  Conference  Secretary.  We  sit 
down  and  discuss  what  is  going  on  in  this 
country  of  ours.  Sometimes  these  discussions 
are  not  as  happy  as  we  would  like;  sometimes 
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they  are  very  exhilarating.  Then  we  plan  the 
week’s  program  and  the  weeks  ahead. 

As  you  well  know,  we  are  going  to  have  a 
very  busy  period  between  now  and  the  con- 
clusion of  the  second  session  of  the  87th  Con- 
gress. I hope  we  will  be  through  by  Labor 
Day,  but  I wouldn’t  want  to  bet  on  it. 

You  know,  we  sort  of  live  in  what  some- 
body might  call  a “fool’s  paradise.”  I built  a 
home  in  Minnesota  in  1956.  We  had  sold  our  . 
other  home  there  when  we  went  to  Washing- 
ton. Somebody  said,  “That  surely  exhibits  an 
awful  lot  of  confidence  on  your  part,  Hum- 
phrey, selling  your  home  just  for  a six-year 
term  in  the  Senate.”  But,  I felt  that  I ought 
to  display  great  courage  and  great  confidence 
in  the  hopes  of  getting  the  second  term.  That 
worked  and  I am  on  my  third  term  now  in 
the  United  States  Senate. 

But  we  built  a home  out  some  39  or  40 
miles  west  of  Minneapolis  — out  alongside  a 
beautiful  lake.  It  is  a lovely  home,  I hear.  I 
occasionally  get  to  spend  a Saturday  there 
and  I commute.  It  is  a long  ways  to  travel 
for  a half  day  in  a rowboat,  but  mother  and 
the  children  love  it  and  I love  it,  too.  I would 
surely  like  to  see  that  Congress  complete  its 
business  sometime  so  I could  be  out  there  in 
the  summer,  because  Minnesota  has  a tend- 
ency to  get  a little  chilly  sometimes  in  the 
winter  — almost  like  South  Dakota.  Of 
course,  you  live  in  southern  South  Dakota 
here  in  Sioux  Falls  and  you  are  much  warmer 
than  they  are  in  other  parts  of  the  state. 

I am  going  to  talk  to  you  this  morning  just 
a little  bit  about  pharmacy  and  then  I am 
going  to  talk  to  you  about  some  experiences 
I have  had  which  I think  relate  more  directly 
to  your  full  citizenship  rather  than  just  as  a 
pharmacist.  I am  privileged  to  be  registered 
in  this  State  as  a pharmacist.  I am  very 
pleased  with  that  and  I hold  several  honorary 
licenses  and  several  honorary  degrees  from 
pharmacy  colleges  and  universities.  Only 
recently  I was  made  an  honorary  member  of 
the  State  of  Hawaii  Association  of  Pharmacy. 

I spoke  in  Honolulu  and,  by  the  way,  that  was 
a quick  trip,  too.  These  modern  jets  really 
get  you  there  in  a hurry. 

I met  with  all  the  pharmacists  in  Honolulu. 

I became  a member  of  the  Association  and 
was  given  an  honorary  license  in  the  city  of 
Honolulu.  I was  also  made  a pharmacist  in 


Puerto  Rico.  I am  a full  member  of  the 
Puerto  Rican  Pharmaceutical  Association. 

I thought  you  would  like  to  know  that 
wherever  I go  — in  any  state  that  I have 
been  — the  pharmacists  are  the  most  kindly, 
the  most  generous,  the  most  friendly  of  any 
of  the  people.  They  come  to  the  airplane, 
generally,  to  meet  me  and  I have  more  phar- 
macy plaques  in  my  office  and  my  home,  I 
think,  than  any  other  one  memento  of  my 
public  life,  and  I love  it.  I have  been  honored 
by  the  New  York  Pharmaceutical  Associa- 
tion, the  Pennsylvania,  the  Rhode  Island,  the 
Delaware,  and  many  of  the  western  states 
with  beautiful  little  mementoes  of  their  ap- 
preciation of  having  someone  in  public  life 
who  is  a pharmacist. 

I do,  as  a pharmacist,  attempt  to  watch  out, 
in  the  Congress,  for  those  matters  which  re- 
late to  this  profession.  Let  me  say,  quite 
candidly,  that  I look  upon  pharmacy  as  a pro- 
fession as  well  as  a business.  It  has  been  said 
here  by  Mr.  Bittner  that  I was  literally  born 
inside  a drugstore,  and  that  is  true.  I am 
proud  of  that.  I feel  that  it  was  a wonderful 
background  of  experience  to  have  been  asso- 
ciated with  a small,  independent  retail  phar- 
macy and  to  have  learned  some  of  the  les- 
sons of  life  and  some  of  the  lessons  of  citizen- 
ship and  of  business  as  one  closely  associated 
with  a retail  business.  I also  learned  some- 
thing about  the  profession  of  pharmacy  and 
in  my  years  in  public  life  I have  spent  a good 
deal  of  time  working  on  legislative  matters 
that  relate  to  this  profession. 

The  Humphrey-Durham  Act,  the  prescrip- 
tion legend  drugs  — this  is  some  of  our  en- 
deavor. The  Food  and  Drug  Administration 
is  an  operation  over  which  we  keep  a watch- 
ful eye  and  with  which  we  work  in  Washing- 
ton, D.  C. 

I don’t  claim  to  be  an  expert  pharmacist. 
My  goodness,  things  have  changed  so  much 
in  pharmacy  in  recent  year  that  any  man  who 
tries  to  say  that  he  is  a pharmacist  now  after 
not  having  practiced  for  many  years  is  really 
fooling  himself  and  attempting  to  fool  the 
public.  THAT,  I don’t  want  to  do.  This  is  a 
completely  new  profession  in  the  last  20 
years;  even  more  so.  I’d  say,  in  the  last  15 
years  since  World  War  H.  The  new  drugs  — 
the  new  miracle  drugs,  the  new  compounds  — 
that  you  as  pharmacists  now  dispense  on  the 
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order  of  the  prescription  — this  is  a new  kind 
of  pharmacy.  But  what  I do  have  is  a pro- 
fessional interest  in  this  profession.  The  in- 
terest of  regarding  at  all  times  the  sanctity, 
really,  or  should  I say  the  integrity  of  the 
doctor-pharmacist-patient  relationship.  I 
think  this  is  very,  very  important  and  I can 
assure  this  group  of  people  here  today  — 
pharmacists,  their  wives  and  their  guests  — I 
can  assure  you  that  as  long  as  I have  anything 
to  do  with  legislation  in  Washington,  I will  do 
my  best  to  see  to  it  that  this  matter  of  doctor- 
pharmacist-patient  relationship  (the  privacy 
of  it,  the  integrity  of  it)  is  preserved.  I have 
always  believed  in  that. 

PROFESSIONAL  INTEGRITY 

I must  say  that  there  are  times  when  I have 
disagreed  with  some  aspects  of  the  healing 
arts  or  some  groups  in  the  healing  arts  as  to 
legislation,  but  not  as  it  relates  directly  to  the 
profession.  I arn  not  going  to  try  to  get  argu- 
mentative here  today,  but  I would  like  to  say 
to  my  fellow  pharmacists  that  everyone  is  en- 
titled to  his  own  personal  point  of  view  as  to 
tax  policy,  social  policy,  the  political  policy, 
the  foreign  policy,  or  the  economic  policy  of 
our  federal  government  or  of  our  state  gov- 
ernment or  of  local  government.  But,  when 
it  comes  to  these  matters  where  I think  the 
profession  itself  is  involved,  the  integrity  of 
the  profession,  I believe  those  of  us  who  have 
enjoyed  the  opportunity  of  serving  as  phar- 
macists, or  those  who  may  be  doctors  of  serv- 
ing as  doctors,  have  a special  duty  to  protect 
the  professional  standards,  to  sustain  those 
standards,  to  improve  them  and  to  see  that 
they  are  not  tampered  or  meddled  with  either 
privately  or  by  private  persons  or  by  public 
bodies.  I have  sought  in  my  own  way  at 
every  opportunity  to  inform  the  Congress,  the 
federal  agencies,  and  the  public  of  the  pro- 
fessionalism and  the  self-discipline  of  phar- 
macy’s practitioners.  I think  we  all  know 
that  when  a person  obtains  a prescribed  med- 
ication he  is  not  obtaining  another  commodity 
that  you  can  just  pick  off  the  shelf  — he  is 
obtaining,  in  fact,  a compound  or  a drug  or  a 
product  PLUS  the  services  of  a highly  trained 
professional. 

Each  year  the  standards  of  this  profession 
are  strengthened.  You  have  one  of  the  best 
schools  of  pharmacy  in  the  United  States  at 
your  State  College.  There  isn’t  any  doubt 


about  that.  Brookings  is  looked  upon  as  one 
of  the  finest.  I say  that  we  also  have  an  ex- 
cellent one  in  the  University  of  Minnesota. 
There  are  many  throughout  the  country.  One 
of  the  thing  that  disturbs  me  a bit  is  the  lack 
of  adequate  numbers  of  students  enrolling  in 
pharmacy  to  be  properly  trained  as  phar- 
macists. Because,  after  all,  the  pharmacy  we 
know  is  not  just  the  pharmacy  of  the  labora- 
• tory,  important  as  that  is.  It  is  not  merely 
the  pharmacy  of  the  airbase  or  the  naval  or 
army  base,  important  as  that  is.  We  have 
pharmacists  in  many  of  our  health  facilities 
today  — in  hospitals  and  particularly  in  these 
great  military  installations.  V/e  have  hun- 
dreds of  pharmacists  today  involved  in  terms 
of  the  laboratory  research  of  our  great  phar- 
maceutical manufacturing  companies. 

But,  we  are  here  today  primarily  on  the 
basis  of  the  retail  pharmacist.  The  pharmacist 
who  works  in  a retail  establishment,  who  is 
a professional  as  well  as  a merchant.  Now  I 
could  go  to  some  areas  of  our  country  and  just 
talk  to  white-coat  pharmacists.  But  I have 
been  around,  I know  that  most  of  you  here 
have  to  wait  on  the  trade,  as  we  say.  You  are 
up  there  selling  everything  from  cigars  to  the 
latest  miracle  drug.  There  is  not  a thing 
wrong  with  that  at  all.  In  fact,  part  of  the 
confidence  that  the  public  has  in  the  retail 
pharmacist  today  is  the  fact  that  he  is  a 
friend  in  the  cornmnnity.  He  is  an  honored 
member  of  the  community. 

I will  tell  you  something,  ladies  and  gentle- 
men, I consider  being  the  son  of  a pharmacist 
being  a pharmacist  and  being  closely  asso- 
ciated with  pharmacy,  one  of  the  best 
political  assets  that  I have,  to  put  it  frankly 
to  you.  Because  it  goes  far  beyond  partisan- 
ship. It  indicates  a kind  of  contact  with  the 
public  that  everyone  knows  about  — ■ every 
boy  and  girl  in  America  knows  about  the 
corner  drugstore,  as  we-  call  it.  This  is  as 
much  a part  of  American  life  as  the  Fourth 
of  July.  I consider  that  it  was  a very 
fortunate  situation  for  me  in  my  public  life 
and  in  my  private  endeavors  to  have  been  as- 
sociated with  pharmacy  and  to  have  been 
associated  with  the  people  who  are  involved 
in  pharmacy  — the  sales  people,  the  salesmen 
who  call  upon  us,  those  who  come  out  from 
these  great  pharmaceutical  manufacturing 
houses,  those  who  come  and  sell  us  the  sundry 
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items,  not  just  the  professional  pharmaceu- 
ticals, but  ALL  that  make  up  what  we  call  a 
modern  retail  drugstore. 

May  I say  to  Mr.  Bittner,  I remember  my 
father’s  interest  and  his  activity  in  the  field 
of  veterinary  medicine.  I want  to  say  frankly, 
we  wouldn’t  have  lasted  without  it.  And  I 
tell  you,  it  brought  me  closer  to  the  problems 
of  farmers  than  any  other  person  in  private 
life  except  a farmer.  No  one  knows  more 
about  farming  than  a farmer.  But,  how 
lucky  it  was  for  a man  who  was  going  to  be  in 
public  life  later  on  to  have  had  the  oppor- 
tunity to  have  been  with  a father  who  visited 
hundreds  of  farms  and  talked  first-hand  to 
farmers.  Yes,  I have  said  many  times  that  I 
helped  my  daddy  vaccinate  thousands  of  pigs 
and  I knew  what  anthrax  was  besides  know- 
ing how  to  spell  it  — and  hemorrhagic 
septicemia,  necroenteritis  and  a lot  of  other 
things.  I still  remember  it  and  I remember 
what  we  did  about  it.  I have  been  able  to  go 
to  the  people  of  my  state  — farm  people  — 
talking  some  of  their  language;  talking  about 
their  problems  and  not  just  talking  about  it 
but  knowing  about  it.  This  is  why  I have 
been  interested  in  agriculture  to  a large  meas- 
ure. Not  merely  the  theory  of  it,  not  merely 
what  I read  about  the  economics  of  agricul- 
ture, but  I have  been  out  on  thousands  of 
farms,  thousands  of  them,  in  South  Dakota, 
Minnesota  and  other  places  and  talked  to 
farm  people  so  I have  had  some  appreciation 
of  what  they  go  through  just  as  I have  seen 
retail  pharmacists. 

PROFESSIONAL  PHARMACY 

Just  as  I know,  for  example,  the  number  of 
items  you  have  to  carry  for  inventory  that 
you  never  get  a chance  to  sell.  Just  as  I know 
that  many  members  of  Congress  don’t  quite 
understand  that  when  they  talk  about  prices 
of  drugs  and  when  they  talk  about  certain 
federal  regulations  in  this  field.  I realize  that 
everybody  has  a responsibility  to  the  public, 
but  I think  the  most  important  thing  that  the 
public  needs  to  know  about  the  retail  phar- 
macy is  that  when  the  doctor  writes  a pre- 
scription and  the  patient  takes  it  to  your  store, 
the  patient  wants  you,  the  pharmacist,  to 
have  the  drug  that  is  prescribed  now;  not 
next  week,  but  now.  Or  the  patient  wants 
you  to  have  it  available  in  such  order  that  it 
can  meet  the  health  needs  of  that  particular 


patient.  And  I am  of  the  opinion  that  mail 
order  drugs  and  all  other  fancy  gimmicks 
won’t  satisfy  the  basic  needs  of  each  commun- 
ity. A drugstore  in  a little  community  is  vital 
and  essential  to  the  health  of  that  community. 
I can  go  to  our  own  drugstore  up  at  Huron, 
South  Dakota.  As  I have  told  my  brother 
many  times:  “My  gracious,  look  at  the  inven- 
tory we  are  carrying  here.  Look  at  this.” 
After  all,  I have  an  interest  in  that  store,  it 
is  a little  family  business,  but  under  the  terms 
of  my  father’s  will,  I am  the  president  of 
that  family  business  and  I have  a financial 
interest  in  the  business.  I don’t  like  to  lose 
money;  I like  to  make  money  just  like  most 
people.  I like  to  see  it  earn  a profit  and  I 
know  that  when  you  have  to  put  thouands  of 
dollars  into  inventory,  you  don’t  do  that  just 
for  yourself.  You  do  that  to  serve  the  public 
so  that  when  people  walk  into  that  store  with 
that  important  professional  item  called  a 
prescription,  you  are  able  to  satisfy  that  pre- 
scription and  that  doctor  and  that  patient  on 
a moment’s  notice.  I wish  more  people  under- 
stood that. 

You  know,  every  prescription  is  really 
unique  and  it  is  as  different  and  unique  as  the 
person  for  whom  it  is  written.  The  very 
nature  of  the  multitude  of  professional  con- 
siderations involved  renders  every  prescrip- 
tion a unique  document.  The  medication  is 
only  dispensed  by  a pharmacist  pursuant  to  a 
particular  order  of  a particular  prescriber  and 
the  medication  is  for  a particular  use  in  a 
particular  quantity  for  a particular  patient.  It 
is  for  a specific  or  particular  condition  and 
for  a specific  period  of  time  and  it  is  to  be 
utilized  according  to  specific  and  particular 
instructions.  That  is  what  we  mean  by  pro- 
fessional pharmacy.  It  isn’t  just  a grab-bag. 
It  isn’t  something  you  just  look  into  and  put 
your  hand  into  and  say,  “I  hope  this  will 
help.”  Every  prescription,  every  drug,  is  re- 
lated to  a particular  set  of  circumstances,  a 
particular  person  for  a particular  disease  or 
disturbance  for  a particular  or  specific  time. 
So,  as  I said,  a pharmacist  does  not  sell,  over 
his  prescription  counter,  a commodity.  He 
performs  a professional  service.  I think  that 
an  indispensable  element  of  the  professional 
service  that  I have  been  talking  about  is  the 
direct  personal  relationship  between  the 
pharmacist,  the  patient,  and  the  prescriber. 
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So  this  pharmacist-patient-prescriber  rela- 
tionship must  be  maintained  and  it  is  this  that 
this  pharmacist  and  this  senator  has,  in  a 
sense,  sought  to  do. 

Now,  I think  the  key  to  an  effective 
pharmacist-patient-prescriber  relationship,  as 
I have  said  here,  is  the  ability  of  the  phar- 
macist to  dispense  immediately  any  medica- 
tion which  any  pharmacy  can  be  reasonably 
expected  to  provide.  It  is  for  these  reasons 
that  objection  is  rightly  made  to  what  I call 
the  “phantom  pharmacist”  who  never  has 
personal  contact  with  the  patient;  or  to  those 
occasional  pharmacists  who  use  their  educa- 
tion and  professional  privileges  essentially  for 
monetary  gain  rather  than  for  public  service. 

SELF  DISCIPLINE 

Now  another  area  to  which  we  should  give 
attention  is  the  commercial  promotion  of  nar- 
cotic and  prescription  legend  drugs  to  the 
public.  I am  just  going  to  say  a word  about 
this.  The  best  way  to  maintain  your  profes- 
sion, as  an  independent  enterprise,  is  self- 
discipline.  Now  let’s  quit  kidding  ourselves, 
there  is  far  too  much  over-the-counter  selling 
of  some  of  these  habit-forming  drugs  and  a 
little  too  much  laxity  in  some  of  these  pre- 
scription legend  drugs  which  are  to  be  dis- 
pensed on  prescription.  This  leads  also  to 
laxity  in  what  I call  narcotic  drugs.  Pre- 
scription drugs  and  prescription  drug  use  must 
be  sane,  sensible,  supervised  and  not  pushed 
as  a lead  item  to  public  promotion.  Pre- 
scribers  of  prescription  medication  should  not 
be  subjected  to  pressures  designed  to  stim- 
ulate the  prescribing  or  sale  of  medications 
in  bulk  quantities.  Prescription  drug  use 
should  be  professionally  determined,  care- 
fully controlled,  and  continuously  supervised 
to  discourage  increased  or  excessive  use  and 
to  prevent  delayed  recognition  of  possible  ad- 
verse drug  reactions.  This  is  what  we  were 
getting  at  in  the  so-called  Humphrey-Durham 
Act.  I mention  it  once  again  because  you 
would  be  surprised  to  know  that  I have  even 
had  a little  criticism  occasionally  from  some 
of  my  pharmacy  friends  because  of  the 
Humphrey-Durham  Act.  They  say  it  is  too 
strict.  Now  let  me  tell  you,  and  you  and  I 
know  this:  these  new  drugs  are  powerful  and 
many  of  them  need  to  be  carefully  watched 
and  supervised  by  the  most  competent  med- 


ical supervision  because  there  are  all  kinds  of 
reactions. 

I don’t  want  to  go  into  the  detail  of  it,  but  I 
think  I ought  to  tell  you  that  for  seven  years 
now  I have  been  chairman  of  a subcommittee 
on  Scientific  and  Medical  Research  in  the 
United  States  Congress.  We  haven’t  made 
many  headlines  but  we  have  published  a 
large  number  of  professional  reports  which 
have  been  subscribed  to  and  which  have  been 
received  and  applauded  all  over  the  world. 
I have  been  engaged  in  the  promotion  of  what 
we  call  international  cooperation  in  the  field 
of  medical  research  and  scientific  research 
and  I am  happy  to  say  that  this  has  resulted 
in  some  very  splendid  cooperation  with  coun- 
tries all  over  the  world:  India,  Indonesia, 
Soviet  Union,  Poland,  Germany,  Switzerland, 
Italy  and  countries  in  Latin  America. 

In  the  final  moments  of  what  I have  with 
you  — and  I am  just  going  to  take  a few  more 
— I would  like  to  tell  you  just  a little  bit 
about  some  of  the  experience  that  has  been 
mine  in  trying  to  promote  this  form  of  inter- 
national cooperation  and  activity  in  the  field 
of  medical  research. 

UNFAIR  COMPETITION 

By  the  way,  I forgot  something  here  I am 
not  going  to  talk  on  quality  stabilization  to- 
day, I think  you  are  for  it.  And,  if  you  are 
not,  I hope  you  will  be.  I hope  you  are  study- 
ing it.  We  have  introduced  legislation  in  the 
Congress,  as  you  know,  as  a protection  — 
bluntly  and  frankly  — against  the  cut-throat, 
unprincipled  competition  of  the  discount 
house.  There  is  something  happening  in  this 
area  that  needs  to  be  looked  into.  Fortunately, 
discounters  are  beginning  to  discount  each 
other  and  this  generally  happens  when  you 
have  the  “rule  of  the  jungle.”  The  big  and 
the  strong  start  eating  the  others.  But  we 
have  introduced  in  the  Congress,  and  it  has 
complete  bipartisan  support,  what  we  call  the 
Quality  Stabilization  Act,  which  is  a form  of 
fair  competitive  practices.  I regret  to  say  that 
elements  in  the  Justice  Department  are  op- 
posed to  this  legislation.  But  that  doesn’t 
deter  Hubert  Humphrey  at  all,  who  is  a 
friend  of  this  Administration  and  who  works 
for  this  Administration.  I have  introduced 
this  legislation  along  with  a man  who  is  as  far 
apart  from  me  on  many  political  subjects  as 
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you  can  imagine  — Senator  Homer  Capehart 
of  Indiana.  We  are  both  interested  in  the 
preservation  of  independent  enterprise  and  as 
I have  said  to  those  who  are  the  critics  of  our 
program:  “What  is  your  solution  to  it?  What 
is  your  answer  to  the  inroads  upon  the  in- 
dependent entrepreneur?  What  do  you  intend 
to  do  in  this  government  — those  of  you  who 
oppose  quality  stabilization  or  fair  com- 
petitive practices?”  I say  to  those  critics: 
“What  do  you  intend  to  do  to  help  people  sus- 
tain themselves  against  unfair  competition?” 
Mark  my  words,  I have  been  around  long 
enough  to  know  you  can’t  sell  everything  at 
wholesale  and  stay  in  business.  I don’t  care 
how  smart  you  are,  how  clever  you  are,  or 
who  your  friends  are,  somewhere  along  the 
line  you  have  to  sell  an  item  on  which  you 
make  a profit  if  you  are  going  to  pay  the  costs 
of  overhead  and  if  you  are  going  to  make  a 
profit  on  your  investment.  If,  perchance,  you 
start  selling  all  the  name  brands,  all  the  na- 
tionally advertised  products  at  prices  that 
most  retail  pharmacists  can’t  even  obtain  at 
wholesale;  if  retailers,  in  the  name  of  retail- 
ing, are  going  to  sell  name  brand,  nationally 
advertised  products  for  less  than  what  you 
have  to  pay  for  them  wholesale,  then  those 
same  discounters  have  got  to  sell  something 
at  a pricethat  is  unfair  and  really  is  usurious 
— a price  that  is  sky-high  in  order  to  stay  in 
business.  I think  we  have  got  to  get  this  mes- 
sage across  to  the  public,  my  friends,  because 
many  people  today  find  that  when  you  sell  an 
item  for  55  cents,  or  let’s  just  take  a figure  — 
50  cents,  and  they  will  read  in  the  paper  that 
it  is  advertised  some  place  else  at  31  cents, 
there  is  only  one  conclusion  that  they  come 
to:  you  have  charged  them  far  too  much.  You 
have  been  robbing  them.  That  is  the  layman’s 
immediate  conclusion.  “How  can  there  be 
such  a difference?”  they  say.  The  fact  of  the 
matter  is,  as  you  and  I know,  that  the  average 
profit  of  a retail  pharmacist  is  a mighty  slim 
margin  in  terms  of  his  net  on  his  investment 
and  on  his  sales.  If  it  is  a fact  that  there  is 
this  price  spread  between  the  discounter  and 
the  regular  retail  pharmacy  establishment, 
then  the  answer  must  be  found  as  to  the 
profit  of  the  discounter  in  other  items.  The 
whole  theory  of  it  is:  have  enough  of  these 
“hot-shot”  items  that  you  can  spread  out  to 
dazzle  the  customer  and  while  he  is  there 


sell  him  something  that  you  can  make  200 
per  cent  on,  or  100  per  cent  on,  which  keeps 
the  store  open.  This  message  has  to  get 
across,  and  more  importantly,  I think  just  fair 
play.  I believe  in  fair  play. 

This  is  why  I believe  in  programs  for  our 
farmers.  I believe  in  programs  for  our 
workers.  I believe  in  an  orderly  society  and 
I want  to  say  to  my  druggist  friends,  don’t 
expect  to  have  people  being  interested  in  you 
having  fair  play  and  fair  competitive  prac- 
tices, which  means  some  control  and  some 
regulation  and  some  help  on  the  part  of  your 
government,  unless  you  are  willing  to  extend 
the  same  privilege  to  somebody  else.  All  too 
often  I find  our  associations  being  led  down 
some  blind  political  alleys  where  there  is  a 
plea  and  a cry  which  goes  up:  “Help  me”  with 
quality  stabilization,  which  is  just  the  right 
of  the  manufacturer  to  protect  the  name  of 
his  property.  The  word  goes  up:  “Mr.  Gov- 
ernment, help  me  in  this.”  Then  the  same 
association  is  asked  to  oppose  a program  for 
somebody  else  which,  in  a sense,  would  be 
beneficial  to  that  group.  I have  been  in 
politics  long  enough  to  know  that  you  can’t 
have  it  just  your  way,  you  have  to  help  some 
others,  too. 

THE  NATIONAL  ECONOMY 

Well,  unless  you  be  discouraged  about  the 
future  of  our  country  and  where  we  are,  let 
me  say  quickly  to  you  that  I think  we  are 
beginning  to  make  progress  on  many  fronts.  I 
know  that  there  are  certain  words  and  certain 
indications  on  the  economic  front  which  dis- 
turb some  people.  About  the  stock  market  — 
I have  been  disturbed  about  that. 

Of  course,  the  market  is  a sort  of  mirror 
of  what  is  happening  in  our  country  and 
sometimes  it  gets  pretty  cloudy.  I think, 
quickly,  what  happened  in  the  market  is  this. 
Stocks  were  overpriced,  good  stocks  were  at  a 
premium,  there  was  some  inflation  built  into 
these  stocks.  The  wholesale  price  index  in 
the  United  States  has  been  rather  steady  for 
two  years,  the  earnings  on  the  overpriced 
stocks  were  not  big  enough.  In  other  words, 
you  can’t  have  earnings  of  $36  a year,  let’s 
say,  and  have  a stock  that  goes  from  $400  to 
$700,  still  keep  the  same  $36  and  have  that 
stock  sell  at  $700.  Some  water  has  been 
squeezed  out.  The  main  thing  is  that  we  don’t 
squeeze  it  too  hard.  There  is  some  lack  of 
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confidence,  some  uncertainty  about  govern- 
ment policies.  I think  Congress  itself  is  some- 
what responsible  for  this. 

I happen  to  believe  that  we  ought  to  pass 
tax  legislation  quickly.  I disagree  with  some 
of  my  friends  in  my  own  party.  I believe  that 
the  delay  on  the  part  of  Congress  upsets  the 
investing  community.  I happen  to  support  a 
tax  cut,  believe  it  or  not,  knowing  full  well 
it  will  produce  a federal  deficit  for  a year  or 
more.  But,  I think  it  will  stimulate  the 
economy.  I would  rather  have  individuals 
utilizing  the  money  that  they  earn  rather 
than  have  a vast  public  spending  program.  I 
believe  that  individuals  are  more  capable  of 
making  a wiser  investment  that  will  stim- 
ulate the  economy.  I believe  that  we  ought 
to  have  investment  credit  to  expand  our  plant 
and  modernize  it.  These  are  just  a few  of  the 
things  that  I quickly  put  to  you. 

But,  by  and  large,  the  economy  is  pretty 
good.  We  have  increased  our  national  product 
over,  well  let’s  see,  we  have  gone  up  about  12 
per  cent  in  a year.  We  have  had  a billion  dol- 
lar increase  in  agricultural  income  in  a year. 
We  have  had  an  approximate  increase  from  34 
billion  to  52  billion  in  corporate  profits,  which 
is  almost  30  per  cent.  We  have  had  a 15  per 
cent  increase  in  industrial  output.  There  are 
a lot  of  factors  that  indicate  very  good  im- 
provement in  the  economy.  But,  my  fellow 
Americans,  until  this  country  rids  itself  of 
unemployment  (and  we  are  the  only  indus- 
trialized nation  on  the  face  of  the  earth  with 
it)  and  until  we  can  have  this  economy  of  ours 
grow  at  the  rate  of  about  five  per  cent  a year 
instead  of  two,  we  are  going  to  have  trouble 
and  it  will  catch  more  each  time. 

We  have  had  three  recessions  in  ten  years 
and  each  recession  has  left  another  million 
and  a half  unemployed  that  were  not  re- 
employed. And  a group  of  unemployed  in 
your  community  that  are  looking  for  jobs, 
and  this  is  particularly  true  in  the  industrial 
areas,  is  a drag  on  the  economy.  Last  night 
on  television  in  Minnesota  I heard  there  were 
4,000  high  school  students  who  had  applied 
for  jobs  and  40  were  available  for  summer 
employment  in  the  Twin  Cities.  So  far,  40 
out  of  4,000.  I want  to  say  to  you  that  this 
kind  of  an  economy  is  not  good  enough.  It 
is  good  enough  to  keep  some  people  happy. 


It  is  good  enough  for  95  per  cent  of  the 
country,  but  it  is  the  other  five  per  cent 
which  is  the  drag.  Every  merchant  knows 
this.  You  can  have  good  business.  You  can 
be  doing  what  you  call  a tremendous  busi- 
ness, but  if  there  is  something  in  your  busi- 
ness structure  that  is  sucking  out  a certain 
amount  of  its  vitality,  you  are  not  making 
money.  You  are  not  adding  a profit.  What 
we  are  facing  in  our  country  today  is  that 
despite  the  progress  which  has  been  made 
— and  it  is  much  (we  have  gone  up  from  500 
billion  dollars  to  560  billion  dollars  in  16 
months;  we  have  re-employed  almost  two 
million  of  our  workers;  but  we  still  have  four 
and  a half  million  unemployed  and  maybe 
more),  with  this  kind  of  a drag  in  the  kind  of 
a world  in  which  we  live  — you  are  going  to 
have  some  trouble. 

Let  me  leave  you  with  this  thought:  the 
United  States  of  America  is  powerful  and  it 
is  relatively  rich,  but  a lot  of  things  have 
changed  in  our  world  and  I hope  that  all 
Americans  will  understand  it.  We  are  not  the 
only  powerful  nation  any  longer.  I have  seen 
this  power;  I have  visited  our  fleets.  I have 
been  in  the  polaris  submarine.  I have  been 
aboard  the  Enterprise  nuclear  carrier.  I have 
seen  the  Offut  Strategic  Air  Command.  I 
know  the  tremendous  power  that  this  country 
represents  and  I know  of  its  wealth,  but  the 
wealth  is  not  insatiable.  I mean  there  is  a 
chance  that  it  can  be  drained  off.  We  are 
faced  with  other  powers  today:  the  Sino- 
Soviet  Bloc.  Today  85  cents  of  every  dollar 
that  you  spend  for  your  federal  government 
goes  for  security  and  it  will  not  be  less  in  the 
kind  of  world  in  which  you  and  I live.  Let  us 
face  up  to  that.  Anyone  who  comes  out  here 
and  tells  you  good  neighbors  and  friends  that 
next  year  it  is  going  to  cost  less  is  telling  you 
a falsehood  because  as  long  as  Mr.  Krushchev 
is  what  he  is,  and  as  long  as  the  communist 
bloc  is  as  determined  as  it  is,  you  and  I know 
that  we  cannot  spend  less,  so  why  do  we  try 
to  fool  ourselves.  Why  don’t  we  face  up  to  it? 

Then  I submit  to  you  that  when  we  face  up 
to  the  fact  that  our  neighbors  in  western 
Europe  are  going  to  compete  with  us  eco- 
nomically for  markets  overseas  and  even  here 
at  home  we  have  to  equip  ourselves  to  face 
that  competition.  The  problems  are  manifold 
and  I don’t  address  you  just  as  pharmacists; 
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your  lives  are  at  stake,  your  children’s  lives 
are  at  stake. 

My  own  mother  said  to  me  last  night: 
“What  is  ‘Skip’  (our  oldest  son)  going  to  South 
America  for?”  I said,  “Mother,  maybe  that 
is  where  he  is  going  to  work.”  She  said, 
“What  do  you  mean?”  “Well,”  I said,  “This 
young  man  is  studying  for  overseas  work 
either  in  the  field  of  economics  or  in  the  field 
of  our  foreign  service.”  She  said,  “Well,  this 
is  a funny  world  in  which  we  live;  isn’t  there 
enough  to  do  here?”  I told  her,  “Yes,  there  is 
plenty  to  do  here,  but  the  fact  of  the  matter 
is,  what  happens  in  the  midwest  may  be  more 
determined  by  what  happens  in  the  mideast 
than  any  place  else.  What  happens  in  North 
America  may  well  be  determined  by  what 
happens  in  South  America,  and  what  happens 
in  what  we  call  today  our  Christian  civiliza- 
tion may  very  well  be  determined  by  what 
happens  in  Southeast  Asia.  So,  we  have  to  be 
citizens  of  the  world  today.”  I know,  and  you 
know,  of  no  other  way  to  be  citizens  of  the 
world  except  to  study  the  world  in  which  we 
live. 

I want  to  thank  you  very  m;ich  and  I appre- 
ciate the  chance  to  be  with  you.  I want  to 
salute  you  on  your  76th  annual  convention.  It 
has  been  a joy  to  see  you.  Thank  you. 


ELECTION  RESULTS  ANNOUNCED 

Eugene  Murtagh,  President  of  Druggists 
Mutual  Insurance  Company,  Algona,  Iowa, 
announced  the  election  of  Gordon  K.  Schmidt 
as  assistant  secretary  and  Richard  D.  God- 
fredsen  as  assistant  treasurer. 

Druggists  Mutual  Insurance  Company  is 
celebrating  53  years  as  the  only  mutual  in- 
surance company  specializing  in  insurance  for 
druggists,  doctors,  and  dentists. 


High  Holiday 
I n ventory  ? 


Play  Safe!  Be  sure  that  you  have  ad- 
equate insurance  protection  to  cover 
high  seasonal  inventory.  Well  gladly 
arrange  added  protection  for  you  to  in- 
sure Christmas  merchandise. 


Eugene  Murtagh,  President 
Druggists  Mutual  Insurance  Co. 

Algona,  Iowa 

Yes,  we  will  need  added  insurance  to  cover  our  Holiday  mer- 
chandise. Please'  ask  one  of  your  fieldmen  to  call. 

NAME 

ADDRESS_ 

CITY STATE ■ 

T ' \ DRUGGISTS  MUTUAL 

D.If  Mv  insurance  CO. 

Sy  EUGENE  MURTAGH 

PRESIDENT 

HOME  OFFICE -ALGONA,  IOWA 


NATIONAL  PHARMACY  WEEK 

The  week  of  October  7-13  will  mark  this 
year’s  observance  of  National  Pharmacy 
Week.  It  should  be  an  occasion  when  phar- 
macists throughout  the  nation  rededicate 
themselves  to  carrying  pharmacy’s  message 
of  professional  service  to  the  public.  Now, 
more  than  ever  before,  it  is  vital  to  the  pro- 
fession that  the  public  gain  a better  under- 
standing of  the  pharmacist’s  role  as  a member 
of  the  health  team.  Pharmacy  must  dispel 
the  impressions  that  drug  costs  are  unreason- 
able, that  prescriptions  are  nothing  more  than 
ordinary  commodities  and  that  the  role  of 
the  pharmacist  is  simply  that  of  a merchant. 

To  assist  pharmacists  in  the  cause  of  better 
public  relations,  the  American  Pharmaceu-. 
tical  Association  has  recently  announced  the 
establishment  of  a new  Public  Relations  Serv- 
ice on  a year-round  subscription  basis.  Phar- 
macists who  subscribe  to  the  service  will  re- 
ceive a basic  program  supplemented  by  new 
materials  every  four  months.  The  program 
includes  material  for  radio,  TV,  newspapers, 
public  addresses,  displays,  competitions  and 
proclamations.  The  cost  is  nominal  at  $5.00 
per  year.  The  theme  of  the  first  year’s  service 
is  “Your  Route  To  Good  Health  Is  Through 
Your  Pharmacist”. 

National  Pharmacy  Week  is  the  opportun- 
ity to  gain  community  support  and  coopera- 
tion and  it  is  hoped  that  all  pharmacists  will 
join  together  in  presenting  the  “pharmacy 
story”.  But,  it  should  be  emphasized  that  a 


one-shot  program  is  not  enough  — the  pro- 
gram must  be  a continuing  one. 

A JOB  WELL  DONE 

Somewhat  belatedly  but,  we  hope,  still  ap- 
propriately, we  would  offer  a salute  to  the 
pharmacists  of  Sioux  Falls  for  staging,  what 
we  believe  to  have  been,  one  of  the  best  con- 
ventions of  the  South  Dakota  Pharmaceutical 
Association  that  we  have  ever  attended. 

Having  had  some  experience  with  planning 
conventions,  we  are  cognizant  of  the  effort 
that  goes  into  one.  It  requires  the  cooperation 
and  hard  work  of  many  persons  if  the  event 
is  to  be  really  successful.  The  June  meeting 
in  Sioux  Falls  reflected  such  a team  effort. 
The  program  of  business  and  entertainment 
was  well  organized,  the  food  and  facilities 
were  excellent,  and  there  was  that  attention 
to  a multitude  of  details  which  makes  a con- 
vention run  smoothly.  The  pharmacists  of 
Sioux  Falls  may  rightly  be  proud  of  the  re- 
sults of  their  work. 

Our  hats  go  off,  too,  to  the  Allied  Drug 
Travelers  for  their  fine  contribution  to  the 
convention  entertainment.  And,  we  would  not 
overlook  the  wholesalers  and  pharmaceutical 
manufacturers  whose  generous  contributions 
did  much  to  add  to  the  success  of  the  event. 

We  cannot  but  feel  that  all  who  attended 
the  Sioux  Falls  meeting  had  a profitable,  as 
well  as  enjoyable,  experience.  So,  to  Charles 
Van  De  Walle,  his  committees,  and  all  who 
contributed  to  the  convention,  we  say  “Con- 
gratulations for  a job  well  done.” 
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Your  favorite  wholesale  drug  house,  whether  in  South  Dakota,  Nebraska,  Colorado,  or 
Iowa,  is  now  ready  for  its  annual  merchandising  extravaganza.  Irrespective  of  whether  it  is 
called  “Gift  Show”,  “Gifts  Galore”,  or  “Market  Week”,  it  is  designed  to  offer  the  retail  drug 
store  the  finest  selection  of  merchandise  that  can  be  found  anywhere  — merchandise  that  will 
make  sales  history  in  the  fall  and  winter  months  ahead. 

It  presents  an  opportunity  to  choose  the  best  from  a wide  variety  of  gift  items,  to  get  them 
while  they  are  “hot”,  and,  at  the  same  time,  to  get  the  advice  of  experts  on  how  they  may  best 
be  sold.  It  also  serves  as  an  opportunity  to  renew  old  friendships  and  to  compare  problems  and 
discuss  their  solutions  with  fellow  pharmacists. 

A day  spent  selecting  merchandise  is  an  experience  that  will  pay  big  dividends  the  year 
around.  So,  I’m  off  to  “Market  Week”. 

L.  B.  Urton 
President 
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PHARMACISTS 
HONORED  AT 
CONVENTION 

Several  members  of  the 
South  Dakota  Pharmaceu- 
tical Association  were  cited 
at  the  Sioux  Falls  Conven- 
tion, June  17-19,  for  their  out- 
standing service  to  the  Asso- 
ciation and  to  the  profession. 
Receiving  the  Pepsodent 
Company’s  Presidential 
Plaque  was  Philip  Case. 
Parker,  Association  presi- 
dent. Incoming  president, 
L.  B.  Urton,  Sturgis,  was  pre- 
sented a president’s  gavel 
from  McKesson  & Robins, 
Sioux  City. 

Named  honorary  president 
of  the  Association  for  the 
coming  year  was  Fred  Vilas, 
Pierre.  Mike  Beckers,  Rapid 
City,  was  the  recipient  of  the 
Bowl  of  Hygeia  award.  This 
award  is  made  by  the  A.  H. 
Robins  Company  to  an  Asso- 
ciation member  who,  in  ad- 
dition to  his  professional  ac- 
tivities, has  rendered  out- 
standing community  or  civic 
service. 

A Centerville  student,  Lee 
Gustafson,  was  the  recipient 
of  a $500  Pepsodent  scholar- 
ship to  study  pharmacy  at 
South  Dakota  State  College. 
This  award  is  made  annually 


to  an  incoming  freshman 
pharmacy  student. 


MEMORIAL  SERVICES 
CONDUCTED  FOR 
DECEASED 
PHARMACISTS 

A Memorial  Hour  was  held 
during  the  Convention  of  the 
South  Dakota  Pharmaceu- 
tical Association,  June  17-19, 
to  honor  the  memory  of 
those  Association  members 
who  had  died  during  the  pre- 
ceding year.  Former  active 
members  who  have  passed 
away  are:  Ralph  E.  Kemp, 
Denver,  Colorado;  Robert  O. 
Meyer,  Glasgow,  Montana; 
E.  E.  Aisenbrey,  San  Diego, 
California;  C.  Arthur  Hart- 
man, Excelsior,  Minnesota; 
Edward  Hoffelt,  Estelline; 
Harold  R.  Newell.  Dead- 
wood;  A1  A.  Miller,  Lennox; 
and  Loren  K.  Johnson,  Mit- 
chell. Former  honorary 
members  who  are  deceased 
are  H.  L,  Lewis,  Sioux  Falls, 
and  J.  C.  Thomas,  Marion. 

The  Memorial  Hour  was 
conducted  by  Don  Norberg 
and  the  Reverend  Albert 
Erickson. 


STATE  COED  ENLISTS 
IN  NAVY  PROGRAM 
Louise  Margaret  Kemen, 

Madison,  Minn.,  senior  phar- 


macy student  at  South  Da- 
kota State  College,  has  en- 
listed as  an  officer  candidate 
in  the  U.  S.  Navy.  Miss 
Kemen  attended  an  eight- 
week  officer  indoctrination 
course  this  summer  at  the 
Navy  school  in  Newport, 
R.  I.,  and  has  been  released 
to  inactive  duty  to  complete 
her  education.  Upon  receipt 
of  her  degree  from  State  Col- 
lege in  June,  1963,  she  will 
be  commissioned  an  ensign, 
U.  S.  Naval  Reserve,  and  re- 
turn to  Officer  Candidate 
School  for  eight  weeks  of 
final  indoctrination  before 
starting  22  months  of  active 
service. 


WEILAND  RETIRES 
FROM  LILLY 

Lawrence  J.  Weiland, 

salesman  for  Eli  Lilly  and 
Company  in  Mankato,  Min- 
nesota, retired  on  June  30. 
He  has  been  a member  of  the 
Lilly  sales  organization  for 
thirty-one  years  and  has 
been  headquartered  in  Man- 
kato since  1946. 

A native  of  Marion,  South 
Dakota,  Weiland  was  grad- 
uated from  Marion  High 
School  in  1923  and  attended 
Creighton  College.  He  be- 
came registered  as  a phar- 
macist in  his  home  state  in 
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1926  and  was  employed  in 
retail  pharmacies  in  Woon- 
socket, Mobridge,  and  Sioux 
Falls  before  joining  Lilly  on 
January  2,  1931. 

His  career  with  Lilly  in- 
cludes assignments  in  Sioux 
Falls  and  Aberdeen,  South 
Dakota,  and  Milwaukee,  Wis- 
consin, as  well  as  Mankato. 


VOY  NAMED  TO 
NATIONAL  COMMITTEE 

Robert  Voy,  Dell  Rapids, 
who  completed  his  second 
year  of  medicine  at  the  Uni- 
versity of  South  Dakota  in 
June,  has  been  named  chair- 
man of  the  Committee  on 
Medical  Education  of  the  Na- 
tional Student  American 
Medical  Association. 

Voy,  a 1955  graduate  in 
pharmacy  at  South  Dakota 
State  College,  is  an  owner  of 
Voy’s  Drug  Store  in  Dell 
Rapids.  The  store  is  under 
the  management  of  Donald 
Entwisle. 


APhA  ELECTS 
OFFICERS 

Robert  J.  Gillespie,  prac- 
ticing pharmacist  and  leader 
in  Michigan  pharmacy,  was 
declared  president-elect  of 
the  American  Pharmaceu- 
tical Association  by  the 
Board  of  Canvassers  in  a 
heavy  mail  ballot. 

Four  other  practicing  phar- 
macists from  Florida,  Ari- 
zona, Ohio  and  Michigan 
were  also  swept  into  office 
for  the  1963-64  term.  John 
Stadnick,  practicing  phar- 
macist of  Miami  Springs, 
Florida,  has  been  elected  to 
serve  as  first  vice  president; 
and  Mike  Harris,  practicing 
pharmacist  of  Phoenix,  Ari- 
zona, will  be  the  second  vice 
president  in  1963-64. 


Councilors  elected  to  a 
three-year  term  are  Le©  E. 
Eiler,  practicing  pharmacist 
of  Dayton,  Ohio;  William  B. 
Hennessy,  practicing  phar- 
macist of  Detroit,  Michigan; 
and  Linwood  F.  Tice,  Dean  of 
Pharmacy,  Philadelphia  Col- 
lege of  Pharmacy  and 
Science. 

The  newly  elected  officers 
will  be  installed  at  the  con- 
clusion of  the  APhA  annual 
meeting  in  Bal  Harbour 
(Miami  Beach),  Florida,  the 
week  of  May  12,  1963.  The 
present  officers  of  the  APhA 
who  will  continue  to  serve 
through  the  1963  annual 
meeting  are  George  F.  Ar- 
chambauli,  president;  J.  Cur- 
tis Nottingham,  first  vice 
president;  and  Lee  E.  Eiler, 
second  vice  president. 

The  Honorary  President  of 
the  APhA  is  elected  by  the 
House  of  Delegates  annually, 
and  the  Executive  Director 
and  Treasurer  are  elected 
triennially  by  the  House  of 
Delegates.  Paul  S.  Pittenger, 
of  Philadelphia,  Pennsyl- 
vania, currently  serves  as 
Honorary  President,  while 
William  S,  Apple  of  Wash- 
ington, D.  C.,  was  elected 
Executive  Director  and  Hugo 
H.  Schaefer  of  Yonkers,  New 
York,  was  elected  Treasurer 
for  a three-year  term  at  the 
1962  annual  meeting. 


ASHP  ELECTS 
OFFICERS 

Members  of  the  American 
Society  of  Hospital  Phar- 
macists elected  Milton  W. 
Skolaut  as  president-elect 
and  Robert  A.  Statler  as  vice 
president  to  serve  during 
1963-64.  The  new  constitu- 
tion, presented  at  this  year’s 
annual  meeting,  was  ap- 


proved by  mail  ballot. 

Mr.  Skolaut  is  a member 
of  the  ASHP  Executive  Com- 
mittee and  Chief  of  the  Phar- 
macy Department  of  the 
Clinical  Center,  National  In- 
stitutes of  Health.  Mr.  Stat- 
ler is  Chief  of  Program  De- 
velopment, Veterans  Admin- 
istration Pharmacy  Service. 

These  officers  will  be  in- 
stalled at  the  ASHP  annual 
meeting  to  be  held  in  con- 
junction with  the  APhA  an- 
nual meeting  in  Miami 
Beach,  Florida,  next  May. 


AMA  JUDICIAL 
COUNCIL  CONSIDERS 
PHYSICIAN-OWNED 
PHARMACY  PROBLEM 

The  American  Medical  As- 
sociation’s Judicial  Commit- 
tee has  spelled  out  pro- 
cedures for  handling  com- 
plaints of  unethical  practices 
resulting  from  physician- 
owned  pharmaceutical  com- 
panies or  drug  repackaging 
companies.  The  Judicial 
Council  report  issued  after 
meeting  with  representatives 
of  the  American  Pharmaceu- 
tical Association  and  the  Na- 
tional Association  of  Retail 
Druggists  states: 

“When  a complaint  is 
made  regarding  the  prac- 
tices of  a particular  phy- 
sician or  group  of  phy- 
sicians who  own  or  have  an 
interest  in  pharmacies, 
pharmaceutical  companies 
or  drug  repackaging  com- 
panies, the  local  medical 
society  has  a positive  ob- 
ligation to  investigate  the 
facts.  The  society  must  as- 
certain whether  the  par- 
ticular practice  exploits 
the  patient;  whether  it  re- 
sults in  inferior  medical 
care;  whether  the  cost  of 
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drugs  to  the  patient  is  in- 
creased; whether  the  situa- 
tion is  an  act  in  derogation 
of  the  integrity  and  honor 
of  the  medical  profession 
and  its  traditions;  whether 
the  practice  is  a subterfuge 
to  permit  the  doctor  to  ac- 
cept a rebate;  or  whether 
it  tends  to  cause  the  doctor 
to  over-prescribe  or  pre- 
scribe less  effective  drugs. 
Having  conducted  such  an 
investigation,  the  local 
medical  society  must  then 
take  appropriate  action 
where  indicated  to  protect 
both  the  public  and  the 
professions.” 

In  its  report,  the  Judicial 
Council  stated  that  while  it 
“is  not  in  itself  unethical  for 
physicians  to  own  pharma- 
cies, or  to  hold  stock  in  phar- 
maceutical companies,  the 
ownership  of  a pharmacy  or 
the  ownership  of  stock,  or  a 
financial  interest  in  a phar- 
maceutical company,  can 
under  certain  circumstances 
become  unethical  and  con- 
trary to  the  best  interests  of 
the  public  and  the  medical 
professions.” 

The  American  Medical  As- 
sociation’s Judicial  Council 
further  suggested  the  estab- 
lishment of  a code  of  co- 
operation between  physicians 


and  pharmacists  to  serve  as 
another  measure  to  prevent 
abuses  and  to  promote  bet- 
ter understanding  between 
these  two  professions.  The 
Judicial  Council  and  repre- 
sentatives of  APhA,  ACA 
and  NARD  have  agreed  to 
draft  a model  code  of  co- 
operation which  is  to  be  pre- 
sented at  the  November, 
1962,  meeting  of  the  Ameri- 
can Medical  Association 
House  of  Delegates  for  con- 
sideration. 


PMA  ESTABLISHES 
COMMISSION  ON 
DRUG  SAFETY 

Lowell  T.  Coggeshall,  M.D.. 

a leading  U.  S.  medical  scien- 
tist and  educator,  and  vice 
president  of  the  University 
of  Chicago,  has  been  named 
chairman  of  the  prescription 
drug  industry’s  Commission 
on  Drug  Safety. 

Coggeshall  is  also  profes- 
sor of  medicine  and  a trustee 
of  the  University,  and  former 
president  of  the  American 
Association  of  Medical  Col- 
leges and  of  the  American 
Cancer  Society. 

The  commission  was  estab- 
lished July  28  by  the  Phar- 
maceutical Manufacturers 
Association  in  an  attempt  to 
broaden  scientific  knowledge 


regarding  predictability  of 
action  in  humans  of  the  po- 
tent drugs  likely  to  emerge 
in  the  future. 


UNIVERSITY  OF 
MINNESOTA  TO  OFFER 
CONTINUATION  STUDY 
COURSE 

The  University  of  Min- 
nesota, through  its  College 
of  Pharmacy  and  its  Center 
for  Continuation  Study,  in 
cooperation  with  the  Min- 
nesota State  Pharmaceutical 
Association,  has  announced 
the  Twenty-Third  Annual 
Continuation  Study  Course 
in  Pharmacy  to  be  held  on 
the  Minneapolis  Campus,  No- 
vember 8-10,  1962. 

The  Course  has  been  de- 
signed to  meet  the  needs  of 
community  practitioners  of 
pharmacy  and  other  mem- 
bers of  the  pharmacy  pro- 
fession for  review  and  in- 
struction in  the  recent  de- 
velopments confronting  all 
members  of  the  profession. 
Changes  occurring  in  all 
areas  affecting  pharmacy 
will  be  highlighted. 

Dr.  Hugh  F.  Kabat,  Assist- 
ant Professor  of  Pharmaceu- 
tical Technology,  University 
of  Minnesota,  is  in  charge  of 
arrangements. 
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Non-Anatomic 
Dysfunction  of  the 
Distal  Esophagus 
(Schatzki's  Ring) 

by 

John  B.  Gregg,  M.D. 
Sioux  Falls,  South  Dakota 


Degulutatory  complaints,  the  sensation  of 
food  sticking  in  the  throat  or  in  the  chest 
and  other  aberrations  of  the  swallowing  act 
are  common  disorders.  Most  of  these  are 
functional  problems  due  primarily  to  im- 
proper mastication  of  food  or  faulty  eating 
habits.  However,  there  are  certain  other 
functional  and  structural  disorders  of  the 
throat,  cricopharyngeal  area  and  the  eso- 
phagus which  must  be  constantly  suspected. 
These  include  cricopharyngeal  spasm,  globus 
hystericus,  paresis  or  paralysis  of  the  throat 
musculature,  and  the  distal  esophageal  func- 
tional abnormalities,  1 ’ 2.  3,  4,  5 variously  re- 
ferred to  as  reflux  esophagitis,®-  cardio- 
spasm, achalasia,  meg-esophagus,  hiatal  eso- 
phagismus  and  hiatal  hernia.  (See  figures 
#1,  2,  3,  4)  . 

In  1944  Templeton®  described  another  form 
of  distal  esophageal  anomaly  which  appears 
as  a band-like  ring.  This  was  reported  again 
by  Ingelfinger  and  Kramer,  9 and  Schatzki 
and  Gary,io  in  separate  articles,  in  1953,  and 
has  come  to  be  known  as  “Schatzki’s  ring.”  It 
is  described  as  a non-anatomic  dysfunction  in 
the  distal  one  fourth  of  the  esophagus  con- 
sisting of  a constriction  which  can  be  demon- 
strated on  X-rays  but  which  cannot  be  found 
on  endoscopic  examination.  In  the  few  cases 
which  have  come  to  surgical  exploration, 
there  have  not  been  consistent  anatomical 
findings,  although  several  observers  have  re- 
ported feeling  a band  of  tissue  in  the  eso- 
phageal sub-mucosa. 

Because  this  dysfunction  is  accompanied 
by  symptoms  suggesting  low  grade  eso- 
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Figure  #1.  Cardiospasm  (achalasia)  of  the 
esophagus,  showing  reduplication  of  the  mid- 
esophagus due  to  long  standing  dilitation. 


phageal  obstruction  and  because  it  may  easily 
be  overlooked  if  not  suspected,  it  deserves 
more  attention.  It  is  the  author’s  contention 
that  this  abnormality  is  probably  more  com- 
mon than  usually  suspected,  being  missed  be- 
cause it  is  not  sought  in  routine  esophagrams. 
It  was  the  author’s  privilege  to  perform  the 
esophagoscopic  examinations  upon  the  only 
two  established  cases  of  Schatzki’s  ring 
which  had  been  seen  in  the  University  of 
Iowa  Hospitals,  and  to  have  assisted  at  the 
esophagoscopic  examination  of  another  pa- 
tient who  had  X-rays  suggesting  Schatzki’s 
ring.  A discussion  of  the  radiological  and 
endoscopic  findings  in  these  cases  will  be  pre- 
sented. 

CASE  REPORTS 

1)  G.  R.  T.  Male  70  years.  This  patient  was  first 
seen  in  the  Otolaryngology  Department  of  the 
University  Hospitals  in  October  1954  because  of 
epigastric  distress,  regurgitation  of  food  after 
eating  and  some  hoarseness.  This  was  first  noted 
one  and  one  half  years  previously,  while  eating, 
when  he  choked  on  food  and  regurgitated.  He 
had  had  similar  trouble  intermittently  since. 


Figure  #2.  Secondary  contractions  of  the 
esophagus.  These  are  found  quite  often  on 
routine  esophagrams  and  are  usually  asymp- 
tomatic. 

Liquids  passed  into  the  stomach  easily.  There 
was  also  some  sensation  of  substernal  burning 
and  occasionally  he  noted  the  sensation  in  his 
throat,  of  difficulty  initiating  the  act  of  swal- 
lowing. Hoarseness  had  been  present  for  about 
the  same  time,  and  because  of  this  he  had 
stopped  smoking  cigars,  because  he  was  wor- 
ried about  cancer.  He  had  been  a moderate 
drinker  until  three  years  previously,  at  which 
time  his  physician  had  advised  him  to  cut  down. 
There  had  been  slight  weight  gain  in  the  pre- 
ceding six  months.  Past  History  and  Family 
History  were  not  revealing.  Examination 
showed  mild  injection  of  the  faucial  mucous 
membranes  and  moderately  severe  diffuse  hy- 
peremia of  the  laryngeal  mucosa  but  no  other 
significant  abnormality.  Esophagrams  were 
reported  to  be  normal  and  he  was  discharged 
to  home  with  suggestions  as  to  diet. 

He  was  seen  again  in  December  1959  com- 
plaining of  intermittent  dysphagia  and  regur- 
gitation of  food  twice  to  three  times  weekly. 
The  symptoms  had  been  present  intermittently 
since  the  previous  examination.  There  was  no 
weight  loss  and  no  other  general  or  Ear,  Nose 
and  Throat  complaints. 

Examination  showed  chronic  pharyngitis  and 
chronic  laryngitis. 

Esophagrams  showed,  “Examination  of  the 
esophagus  by  the  barium  swallow  revealed  a 
contractile  ring  of  the  distal  esophagus  a few 
cm.  above  the  diaphragm.  This  is  best  seen  in 
maximum  distention.  The  lumen  measures 
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Figure  #3.  Lower  esophageal  web.  This 
was  demonstrated  on  X-rays  and  seen  on 
esophagoscopy. 


about  9 mm  in  diameter.  I do  not  believe  that 
a hiatus  hernia  is  also  present.  A review  of  the 
previous  examination  in  1954  does  not  show 
films  to  adequately  visualize  this  area.  Sum- 
mary: Contractile  ring  (as  first  described  by 
Schatzki)  of  the  distal  esophagus.”  (See  Figure 
#5). 

Esophagoscopy  was  performed  the  following 
day,  the  scope  being  passed  completely  through 
the  esophagus  and  into  the  stomach  with  ease. 

In  no  area  was  there  anything  to  suggest  stric- 
ture, neoplasm  or  any  form  of  organic  obstruc- 
tion. 

The  patient  was  discharged  home  on  anti- 
spasmodics  and  has  not  been  seen  since. 

2)  F.  O.  Female  49  years.  This  patient  was  seen 
first  in  1948,  complaining  of  intermittent 
hoarseness  of  eight  years  duration.  She  was 
referred  to  the  Otolaryngology  Department  be- 
cause of  a patch  of  leukoplakia  on  her  vocal 
cord.  She  had  lost  about  ten  pounds  in  the  pre- 
ceding three  months  and  had  noted  some 
dysphagia. 

Examination  showed  a yellow  colored,  funga- 
ting lesion  on  the  left  vocal  cord,  involving  the 
majority  of  the  cord.  The  biopsy  showed 
squamous  cell  carcinoma.  Total  laryngectomy 
was  performed,  the  post  operative  course  being 
uncomplicated. 

Followup  examinations  showed  no  evidence 
of  recmrence  or  metastasis  of  the  carcinoma 
but  when  seen  in  July  1960  she  complained  of 
the  sensation  of  something  stuck  in  her  throat. 

Esophograms  showed,  “Examination  of  the 
cervical  and  thoracic  esophagus  with  the  bar- 
ium swallow  revealed  dilatation  of  the  lower 
esophagus.  On  the  upright  view  there  is  a 
suggestive  appearance  of  cardiospasm,  but  with 
the  patient  recumbent  and  swallowing  large 
amounts  of  barium,  a contractile  ring  of  the 
lower  esophagus  was  clearly  demonstrated.  I 
am  not  sure  of  the  exact  diameter  of  the  lumen 
of  the  esophagus  through  this  ring  structure, 
but  I feel  sure  that  this  is  the  cause  of  the 
patient’s  symptoms.”  (See  Figure  #6). 

Esophagoscopy  was  reported,  “The  adult  50 
cm.  Jessberg  esophagoscope  was  used  to  inspect 
the  esophagus  to  full  depth.  The  mucosa  and 
the  structure  of  the  esophagus  were  inspected 
on  the  way  in  and  on  the  way  out.  It  was  found 
that  the  cricopharyngeal  area  was  rather  tight 
but  dilated  easily  with  the  esophagoscope  and 
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Figure  #4.  A large  esophageal  hiatus 
hernia. 


there  was  nothing  to  suggest  neoplasm  or  other 
abnormality.  The  distal  esophagus  was  normal 
and  the  scope  passed  into  the  stomach  easily, 
the  gastric  mucosa  being  normal  in  appearance. 
In  no  area  was  there  evidence  of  specific  in- 
flammatory or  neoplastic  process  and  in  no 
place  was  there  anything  to  suggest  stricture.” 

The  patient  was  placed  on  a bland  diet  and 
mild  antispasmodics  and  when  seen  for  sub- 
sequent examination  was  asymptomatic.  It  is 
notable  that  this  patient  was  unable  to  de- 
velope  esophageal  speech  post-laryngectomy, 
despite  intensive  speech  therapy. 

3)  K.  H.  Female  14V2months.  This  patient  was  ad- 
mitted to  the  University  Hospitals  because  of 
frequent  colds,  pneumonia  and  bronchitis  since 
birth.  She  had  been  hospitalized  at  home  at 
age  11  months  because  of  pneumonia  and  again 
for  the  same  reason  one  month  before  admis- 
sion here.  Bronchoscopy  and  bronchograms  had 
been  attempted  at  home,  unsuccessfully,  and 
for  this  reason  she  was  referred.  The  Past  His- 
tory and  Family  History  were  nonrevealing. 

Physical  examination  showed  loud  rattling 
to  be  present  on  expiration  over  the  entire 
chest.  Many  expiratory  noises  were  audible, 
seeming  to  originate  in  the  mouth.  Scattered 
ronchi  were  heard  throughout  the  lung  fields. 

Tests  for  cystic  fibrosis  of  the  pancreas  were 
negative.  Other  laboratory  studies  were  nor- 
mal. Barium  swallow  showed  a transitory  an- 
nular filling  defect  in  the  distal  esophagus 
which  was  thought  to  be  a muscular  contrac- 
tion or  an  anatomic  varyant.  The  chest  X-ray 
showed  peripheral  emphysema  probably  due  to 
chronic  pulmonary  infectious  disease  without 
other  abnormality.  (See  Figure  #7). 
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Figure  #5.  Esophagrams  performed  upon 
and  reported  in  Case  #1,  showing  multiple 
views  of  the  Schatzki’s  ring. 


Direct  laryngoscopy,  bronchoscopy  and  eso- 
phagoscopy  were  performed.  The  larynx  was 
structurally  normal.  The  esophagoscope  passed 
through  the  esophagus  without  difficulty,  there 
being  no  evidence  of  tracheo-esophageal  fistula, 
stricture  or  other  abnormality.  On  broncho- 
scopy there  was  found  to  be  chronic  bronchitis 
bilaterally,  more  so  on  the  right  side. 

On  supportive  treatment,  the  child  improved 
in  the  Hospital  and  was  sent  home  on  a sug- 
gested diet.  She  has  not  been  seen  here  since 
discharge. 

DISCUSSION 

In  his  dissertation  on  this  lower  esophageal 
anomaly  Schatzki^  ^ stated,  “The  lower  eso- 
phageal ring  is  a more  or  less  symmetrical, 
thin  diaphragm  which  protrudes  into  the  lu- 
men of  the  lower  esophagus  in  a plane  which 
is  vertical  to  the  longitudinal  axis  of  the  eso- 
phagus approximately  4 to  5 cm.  above  the 
diaphragm.  The  ring  is  quite  thin,  about 
4mm  thick.  There  is  usually  a sharp,  nearly 
right  angle  between  the  surfaces  of  the  ring 


and  the  walls  of  the  esophagus.”  Schatzki 
also  noted,  that  to  show  the  ring  best  it  is 
usually  necessary  to  distend  the  distal  eso- 
phagus. It  is  usually  seen  best  when  the  pa- 
tient is  in  the  horizontal  position  with  face 
down  and  the  body  partially  turned  onto  the 
right  side.  There  is  no  sex  preponderance  and 
it  appears  most  often  in  persons  over  fifty 
years.  In  a series  of  esophagrams  done  upon 
368  patients  who  had  swallowing  problems, 
and  in  whom  this  abnormality  was  sought, 
it  was  found  in  seventeen  instances.  The 
narrowest  part  of  the  lumen  in  these  cases, 
varied  from  three  to  thirty  eight  millimeters. 
Three  of  these  patients  who  demonstrated 
distal  esophageal  rings  also  had  Zenker’s 
diverticulae. 

The  esophageal  ring  is  distinguished  from 
a web  by  the  fact  that  it  is  a non-anatomical 
structure  which  is  located  in  the  distal  eso- 
phagus, while  webs  are  more  often  located 
in  the  upper  esophagus  and  can  be  seen  endo- 
scopically.  The  web  is  usually  thinner  than 
is  the  Schatzki’s  ring. 

To  date  this  anomaly  has  been  observed 
quite  frequently  but  not  often  enough  to  al- 
low the  collection  of  a series  of  cases  large 
enough  to  provide  accurate  statistical  data. 
The  majority  of  the  patients  reported  in  the 
literature  and  those  reported  here  were  con- 
trolled quite  well  by  means  of  regulated 
bland  diet,  careful  chewing  and  swallowing 
of  their  food  and  by  the  use  of  mild  seda- 
tion.''2.  13  The  atropine  like  drugs  have  not 
proved  particularly  helpful  to  these  patients. 
LaFave,  Calvin  and  MaCleani^  reported  im- 
provement in  a sixty  one  year  old  man  who 
underwent  surgical  correction  of  this  dis- 
order. At  operation  a thin  web  like  mem- 
brane was  reported  to  have  been  felt.  This 
was  ruptured,  following  which  the  patient 
was  able  to  swallow  well.  Bartlett  and 
Jones '5  also  reported  improvement  in  four 
patients  who  had  lower  esophageal  rings 
which  were  treated  surgically.  In  all  four 
instances  there  was  also  a small  sliding  hiatus 
hernia.  These  authors  recommended  either 
excision  or  digital  rupture  of  the  ring  com- 
bined with  repair  of  the  hiatus  hernia  as  the 
treatment  of  choice.  Trinkle''®  described  the 
results  in  one  patient  in  whom  vagotomy, 
pyloroplasty,  gastrostomy  and  suture  of  the 
hiatus  hernia  of  the  diaphragm  were  done. 
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Figure  #6.  Esophagrams  of  Case  #2,  illus- 
trating the  varied  appearances  of  the  lower 
esophageal  ring. 


with  symptomatic  relief.  Van  Fleet  and 
Abbott  I "7  found  that  four  patients,  out  of  a 
group  of  132  operated  upon  for  repair  of 
symptomatic  diaphragmatic  hernia,  had  an 
associated  lower  esophageal  ring.  All  four 
underwent  identical  surgical  procedures  con- 
sisting of  reduction  of  the  hiatus  hernia,  gas- 
trotomy  in  the  cardiac  portion  of  the  stomach 
and  palpation  and  visualization  of  the  cardio- 
esophageal  juncture.  In  three  cases  the  ring 
was  treated  by  “avulsion  of  the  thin  mucosal 
constriction  ring,”  but  the  fourth  case  re- 
quired excision  of  the  diaphragm  at  the  point 
of  its  juncture  with  the  internal  wall  of  the 
esophagus,  utilizing  the  electrocautery.  This 
later  case  died  on  the  10th  post  operative  day. 
At  post  mortem  there  was  found  to  be  satis- 
factory repair  of  the  hiatus  hernia  and  no 
evidence  of  residual  obstruction  in  the  distal 
esophagus. 

No  consistent  anatomical  findings  have 
been  seen  in  the  patients  who  have  had  eso- 
phagoscopy  performed,  despite  the  X-ray 
demonstration  of  what  would  appear  to  be  a 
definite  narrowing  of  the  distal  esophagus. 


This  might  be  explained  on  one  of  tvv^o  bases: 
1)  relaxation  of  a spastic  muscular  band  in 
the  lower  esophagus  by  the  premedication 
given  to  the  patient  prior  to  esophagoscopy; 
or  2)  dilitation  of  the  contracted  or  spastic 
lower  esophageal  muscle  by  pressure  of  the 
tip  of  the  esophagoscope.  The  fact  that  this 
disorder  presents  clinically  the  appearance 
of  a temporary  or  intermittent  affectation  of 
the  patient,  without  radiological  or  en- 
doscopic evidence  of  permanent  stricture 
formation  despite  symptoms  of  many  years 
duration,  would  suggest  that  it  is  a benign 
functional  process  and  not  harmful  to  the  pa- 
tient over  a period  of  time.  This  would  also 
suggest  that  conservative  treatment  would 
probably  suffice  in  the  average  instance. 

It  is  notable  in  the  literature  and  in  the 
cases  presented  here,  that  there  has  been 
found  to  be  other  throat,  upper  respiratory 
or  esophageal  pathology  along  with  the  lower 
esophageal  ring.  Zenker’s  diverticulum,  car- 
cinoma of  the  larynx  and  hiatus  hernia,  the 
last  being  the  most  frequent,  have  all  been 
observed  to  accompany  this  disorder.  This 
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Figure  #7.  Esophagrams  in  Case  #3,  show- 
ing the  transitory  ring-like  formation  in  the 
distal  esophagus. 


would  suggest  that  if  Schatzki’s  ring  is  seen 
or  suspected,  another  abnormality  in  close 
proximity  should  also  be  considered. 

The  third  case  presented  here,  an  infant 
with  respiratory  distress,  possibly  the  result 
of  aspiration  of  formula,  also  had  X-ray  find- 
ings and  endoscopic  results  suggesting  a 
Schatzki’s  ring.  This  is  much  younger  than  is 
Usually  reported  to  be  the  case  with  this 
anomaly.  It  would  suggest  that  this  abnor- 
mality of  the  esophagus  should  be  sought  in 
others  than  adults,  especially  in  children,  who 
have  repeated  bouts  of  aspiration  pneumonia. 
SUMMARY  AND  CONCLUSIONS 

Schatzki’s  ring  is  a non-anatomical  func- 
tional disorder  of  the  distal  one  fourth  of  the 
esophagus,  characterized  by  a web  like  band 
which  is  seen  in  esophograms  but  is  not 
demonstrable  endoscopically.  Proper  posi- 
tioning during  the  esophagrams  is  important 
in  its  demonstration.  In  a series  of  esopha- 
grams done  upon  368  patients  with  swallow- 
ing complaints,  Schatzki  and  Gary  reported 
that  this  anomaly  was  found  in  17  instances. 
Available  evidence  indicates  that  this  disease 
is  not  progressive  or  fatal.  Many  patients 
having  this  disorder  respond  well  to  dietary 


management.  Surgical  treatment  which  has 
included  rupture  of  a “web”,  excision  of  the 
ring,  repair  of  the  hiatus  hernia,  if  present, 
and  a combination  of  vagotomy  and  recon- 
struction of  the  distal  esophagus,  have  all 
been  reported  to  relieve  the  symptoms  of 
Schatzki’s  ring.  Other  alimentary  and  res- 
piratory abnormalities  including  Zenker’s 
diverticulum,  carcinoma  of  the  larynx  and 
esophageal  hiatus  hernia  have  been  reported 
to  occur  concomitantly  in  the  same  patient 
with  Schatzki’s  ring.  This  functional  disorder 
of  the  esophagus  is  probably  being  missed  in 
patients  with  swallowing  complaints  and 
should  be  considered  and  sought  by  means  of 
proper  esophograms. 

BIBLIOGRAPHY 

1.  Womack,  N.  A.,  Brintnall,  E.  S.,  and  Ehrenhaft, 
J.  L.,  Benign  Obstruction  of  the  Lower  Esopha- 
gus, J.A.M.A..  145:283,  1951. 

2.  Marston,  E.  L.,  and  Bradshaw,  H.  H.,  Idiopathic 
Muscular  Hypertrophy  of  the  Esophagus,  J. 
Thoracic  and  Cardiovascular  Surg.,  38:248, 
1959. 

3.  Johnstone,  A.  S.,  Observations  on  the  Radio- 
graphic  Anatomy  of  the  Esophagogastric  Junc- 
tion, Radiology.  73:501,  1959. 

4.  Derom,  E.,  and  Devos,  L.,  Idiopathic  Muscular 
Hypertrophy  of  the  Esophagus,  Acta  Chir.  Belg. 
Suppl..  2:136,  1959. 

5.  Bugden,  W.  F.,  and  Delmonico,  J.  E.,  Lower 
Esophageal  Web,  J.  Thoracic  Surg.,  31:1,  1956. 

6.  Tuttle,  S.  G.,  Bettarello,  A.,  and  Grossman, 
M.  I.,  Gastoresophageal  Regurgitation,  J.A.M.A., 
176:498,  1961. 

7.  Hallstrand,  H.  O.,  Peptic  Esophagitis,  J.  Inter- 
national College  of  Surgeons.  37:313,  1962. 

8.  Templeton,  F.  E.,  X-ray  Examination  of  the 
Stomach,  Univ.  Chicago  Press,  Chicago,  1944, 

p.  112. 

9.  Ingelfinger,  F.  J.,  and  Kramer,  P.,  Dysphagia 
Produced  by  a Contractile  Ring  in  the  Lower 
Esophagus,  Gastroenterology,  23:419,  1953. 

10.  Schatzki,  R.,  and  Gary,  J.  E.,  Dysphagia  Due  to 
a Diaphragm  like  Localized  Narrowing  in  the 
Lower  Esophagus  (Lower  esophageal  ring).  Am. 
J.  Roentgenology,  70:911,  1953. 

11.  Schatzki,  R.,  and  Gary,  J.  E.,  The  Lower  Eso- 
phageal Ring,  Am.  J.  Roentgenology,  75:246, 
1956. 

12.  Helmus,  C.,  The  Lower  Esophageal  Ring,  Arch. 
Otol.,  71:164,  1960. 

13.  Stauffer,  H.  M.,  Bonakour,  P.  A.,  and  Woloshin, 
A.  J.  Brief  Massive  Spasm  of  Distal  Esophagus 
Greatly  Increasing  Gastric  Herniation  Demon- 
strated Cineradiographically  in  a Patient  With 
Lower  Esophageal  Ring,  Gastroenterology.  38:- 
637,  1960. 

14.  LaFave,  J.  W.,  Calvin,  S.  H.,  and  MacLean, 
L.  D.,  Lower  Esophageal  Ring;  A Case  Report, 
Minn.  Med..  42:1601,  1959. 

15.  Bartlett,  M.  K.,  and  Jones,  C.  M.,  Surgical  Ex- 
perience with  the  Lower  Esophageal  Ring, 
Ann.  Surg..  149:491,  1959. 

16.  Trinkle,  J.  K.,  Lower  Esophageal  Ring,  Sur- 
gical Maagement  of  a Case,  Ann.  Surg.,  115:- 
207,  1962. 

17.  Van  Fleit,  W.  E.,  and  Abbott,  A.  O.,  The  Man- 
agement of  Esophageal  Hiatal  Hernia  Com- 
plicated by  a Lower  Esophageal  Ring,  Amer. 
Surg..  25:670,  1959. 


— 384  — 


The  Operation  oi  An 
Accredited  Tumor  Clinic 
and  Registry 


By 


John  T.  Tidd.  M.D.* 
Yankton,  South  Dakota 


Director,  Tumor  Clinic  and  Registry,  Sacred 
Heart  Hospital,  Yankton,  South  Dakota,  and 
Associate  Professor  of  Clinical  Pathology, 
University  of  South  Dakota  School  of  Basic 
Medical  Sciences.  This  study  was  supported 
by  a grant  from  the  American  Cancer  Society, 
South  Dakota  Division. 


Since  the  control  of  cancer  is  one  of  the 
greatest  problems  challenging  the  medical 
profession,  one  method  of  meeting  this  chal- 
lenge is  an  educational  program  designed  to 
help  physicians  keep  informed  as  to  progress 
in  the  diagnosis  and  management  of  neo- 
plastic diseases,  and  to  help  evaluate  their 
own  results.  To  this  end  a tumor  clinic  and 
registry  were  organized  at  Sacred  Heart  Hos- 
pital, Yankton,  South  Dakota,  in  the  fall  of 
1949  in  accordance  with  the  recommendations 
of  the  American  College  of  Surgeons.  By 
describing  the  organization,  operation  and 
problems  of  our  program  perhaps  it  will 
serve  as  a stimulus  for  the  formation  of  other 
registries  and  cancer  clinics  in  this  areas. 

Yankton,  located  in  southeastern  South 
Dakota  on  the  Missouri  River  just  across 
from  Nebraska,  is  a town  of  less  than  10,000 
people.  Yankton  County  has  approximately 
16,000  people,  and  the  surrounding  area,  al- 
most 100,000  people.  The  town  is  primarily  a 
trade  center  for  an  agricultural  area  contain- 
ing no  large  industries.  Sacred  Heart  Hos- 
pital, established  in  1897,  is  a 189  bed  general 
hospital  completely  devoted  to  the  care  of 
private  patients.  The  hospital  is  departmen- 
talized in  compliance  with  the  requirements 
of  the  Joint  Commission  on  Hospital  Accredi- 
tation. The  departments  are  surgery,  ob- 
stetrics and  gynecology,  medicine,  pathology, 
and  radiology,  and  each  has  its  chief  of  serv- 
ice. The  medical  staff  of  the  hospital  has  ap- 
proximately equal  numbers  of  general  prac- 
titioners and  specialists.  The  specialties  rep- 
resented among  the  medical  staff  include 
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general  surgery,  urology,  ophthalmology, 
obstetrics-gynecology,  internal  medicine,  psy- 
chiatry, pediatrics,  pathology  and  radiology. 
The  hospital  facilities  include  operating 
rooms  for  surgery,  equipment  for  x-ray  and 
radium  therapy  as  well  as  for  diagnostic 
x-ray  studies,  equipment  for  frozen  sections 
of  tissue  for  rapid  diagnosis,  a blood  bank, 
a radioactive  isotope  laboratory  and  various 
endoscopic  instruments.  Facilities  are  not 
available  for  supervoltage  or  cobalt  bomb 
therapy. 

Organization:  The  Tumor  Clinic  and  Reg- 
istry, begun  in  1949  as  a project  of  the  med- 
ical staff,  have  been  under  the  directorship 
of  the  pathologist  on  the  medical  staff  for 
nine  years.  Their  formal  organization  is  based 
upon  a constitution  and  by-laws  adopted  by 
the  medical  staff  of  the  hospital  and  which 
permits  all  physicians  on  the  medical  staff  to 
be  members  of  the  Clinic  and  participate  in 
its  work  if  they  are  interested.  All  staff 
physician  members  are  free  to  examine  pa- 
tients presented  at  the  Tumor  Clinic  and  en- 
couraged to  take  part  in  the  discussions.  The 
recommendations  of  the  Tumor  Clinic  are  not 
binding  upon  the  individual  physician  al- 
though in  general  these  recommendations  are 
usually  followed.  Tumor  Clinic  consultation 
is  not  to  be  used  as  a source  of  referral  and 
revenue  for  clinicians.  The  meetings  of  the 
Clinic  are  held  on  alternate  Thursday  morn- 
ings at  8 A.M.  These  meetings  are  attended 
regularly  by  the  pathologist,  radiologist,  one 
or  more  general  surgeons  and  internists,  as 
well  as  by  other  interested  physicians,  hos- 
pital personnel,  and  medical  students. 

Full  accreditation  of  our  Tumor  Clinic  and 
Registry  was  originally  obtained  from  the 
American  College  of  Surgeons.  Since  Oc- 
tober, 1958,  accreditation  has  been  a joint 
project  of  the  American  Cancer  Society,  the 
National  Cancer  Institute  and  the  American 
College  of  Surgeons.  These  organizations 
grant  approval  for  a three  year  period  fol- 
lowing which  a resurvey  is  made. 

The  Tumor  Clinic  and  Registry  have  two 
main  functions:  one,  an  educational  program 
and  two,  cancer  control.  The  first  function  is 
discharged  by  means  of  the  Thursday  mor- 
ning meetings  which  are  attended  by  some 
nurses,  student  medical  technologists  and 
resident  physicians  as  well  as  interested  staff 


physicians.  During  the  academic  year  second 
year  students  from  the  University  of  South 
Dakota’s  School  of  Basic  Medical  Sciences 
come  to  the  meetings,  and  the  presentations 
are  designed  primarily  for  the  benefit  of  these 
medical  students  in  an  effort  to  acquaint 
them  with  the  clinical  aspects  of  the  diag- 
nosis and  treatment  of  cancer. 

The  object  of  the  Registry  is  to  obtain, 
record  and  preserve  materials  for  study  and 
statistical  analysis,  assist  in  various  surveys, 
and  provide  materials  for  teaching.  Thus  the 
Registry  carries  on  the  work  of  cancer  con- 
trol. All  patients  with  proven  malignancies 
and  selected  benign  tumors  are  registered 
who  seek  medical  attention  from  a physician 
on  the  medical  staff  of  Sacred  Heart  Hospital. 
Their  names  are  entered  in  an  accession  book 
and  a clinic  assigned  number  to  them.  The 
Registry  uses  records  approved  by  the  Amer- 
ican College  of  Surgeons  which  include  a sep- 
arate clinic  chart  for  each  patient  summar- 
izing the  hospital’s  and  physician’s  record  of 
that  patient.  This  clinic  chart  contains  a sum- 
mary of  the  patient’s  past  and  present  history; 
the  physical  examination;  a description  of  the 
surgical  procedure  performed;  a summary  of 
radiation  therapy;  the  description  of  the  re- 
moved tissues  and  the  pathologic  diagnosis; 
and  a clinical  classification  of  the  case.  Also 
maintained  are  three  separate  card  indexes 
designed  to  record  follow-up  information  con- 
cerning the  patient’s  status.  These  cards  are 
indexed  by  nam.e,  by  month  and  by  type  of 
cancer  respectively.  Once  a year  on  the  an- 
niversary of  the  patient’s  initial  enrollment 
in  the  Registry  a letter  is  sent  to  the  patient’s 
personal  physician  to  ascertain  his  condition; 
that  is,  whether  the  patient  is  alive  and  well; 
alive,  but  still  suffering  from  the  original 
illness;  or  dead,  in  which  instance  the  date 
of  death  is  requested.  If  the  physician  does 
not  know  the  condition  and  whereabouts  of 
the  patient,  then  a letter  is  sent  directly  to 
the  patient  at  his  last  known  address.  The 
information  received  from  the  patient,  his 
family,  and/or  his  physician  is  then  entered 
upon  the  permanent  clinic  chart  and  the 
proper  index  cards.  Another  method  used  to 
trace  patients  in  the  event  they  cannot  be 
located  by  the  system  described  above  is  to 
contact  the  Bureau  of  Vital  Statistics  main- 
tained by  the  Department  of  Health  in  var- 
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ious  states  in  an  effort  to  determine  whether 
the  patient  has  died,  and  if  so,  when,  together 
with  the  cause  of  death  listed  on  the  death 
certificate.  As  a result  of  this  system  we  have 
collected  statistics  on  the  distribution  of  var- 
ious types  of  cancer  seen  in  this  area;  helped 
evaluate  treatment;  and  determined  periods 
of  survival.  Accompanying  tables  in  this 
article  summarize  these  calculations. 

One  of  the  problems  which  is  inherent  in 
the  Registry  is  the  danger  that  patients  with 
malignant  tumors  may  be  overlooked  and  not 
properly  enrolled.  In  the  operation  of  our 
Registry  it  has  been  an  advantage  to  have  a 
pathologist  as  a director  since  nearly  all 
patients  with  a positive  tissue  diagnosis  of 
cancer  naturally  receive  his  attention,  and 
their  records  can  be  immediately  listed  for 
enrollment  in  the  Registry.  In  addition  re- 
ports and  microscopic  slides  are  obtained 
from  other  institutions  for  confirmation  of  a 
diagnosis  when  that  patient  had  the  original 
diagnosis  of  a malignancy  made  elsewhere 
and  later  has  sought  medical  attention  from 
members  of  the  medical  staff  at  Sacred  Heart 
Hospital.  Nevertheless,  there  is  always  the 
possibility  of  cases  being  omitted  from  regis- 
tration. For  instance  a patient  unknown  to 
the  director  or  members  of  the  clerical  staff 
who  has  a malignant  neoplasm  diagnosed 
elsewhere  may  be  referred  to  the  radiologist 
at  the  hospital  for  radiation  therapy  or  may 
seek  medical  attention  for  the  purpose  of  re- 
ceiving chemotherapy,  usually  on  an  out- 
patient basis.  Therefore  cooperation  of  med- 
ical staff  members  in  reporting  these  patients 
is  a necessity. 

Table  I shows  the  number  of  new  patients 
with  proven  malignant  neoplasms  and  cer- 
tain selected  benign  tumors  such  as  menin- 
giomas that  have  been  enrolled  in  the  Regis- 
try each  year  together  with  the  cumulative 
total  which  amounted  to  1,120  cases  by  the 
end  of  1961.  A more  or  less  steady  growth 
pattern  is  evident.  Using  the  methods  out- 
lined above,  we  have  achieved  a 93.6%  follow- 
up of  these  cases  leaving  6.4%  (70  patients) 
untraced  or  with  an  incomplete  follow-up  at 
the  time  these  figures  were  compiled. 

Table  H shows  the  sites  of  the  primary 
malignancy  in  the  new  patients  enrolled  in 
the  Tumor  Clinic  Registry  in  1961,  and  in- 
dicates that  cancer  of  the  skin,  colon,  breast. 


Table  I 

TOTAL  CASES  ENROLLED  IN  TUMOR 
REGISTRY 


Year 

Number  of 

New  Cases 

Cumulative 

Total 

1949 

16 

16 

1950 

45 

61 

1951 

38 

99 

1952 

67 

166 

1953 

74 

240 

1954 

109 

349 

1955 

80 

429 

1956 

82 

511 

1957 

95 

606 

1958 

116 

722 

1959 

154 

876 

1960 

132 

1008 

1961 

112 

1120 

and  prostate  were  the  most  common  sites  in 
that  order  of  frequency. 

The  five  year  survival  rates  of  cancer  pa- 
tients have  been  calculated  from  our  follow- 
up data,  and  the  results  for  selected  cate- 
gories are  summarized  in  Table  HI. 

It  is  beyond  the  scope  of  this  paper  to  in- 
clude a detailed  analysis  of  these  figures  for 
this  would  involve  breaking  down  each  cate- 
gory as  to  type  of  tumor,  age  of  patient,  type 
of  treatment,  etc.  However,  it  is  evident  that 
the  availability  of  this  data  helps  the  medical 
staff  evaluate  the  results  of  their  manage- 
ment of  cancer  patients,  permits  them  to  com- 
pare their  results  with  those  reported  in  the 
literature,  and  serves  to  stimulate  them  to 
strive  for  constant  improvement. 

In  addition  to  the  director,  who  is  non- 
salaried,  the  Registry  and  the  Clinic  employ 
one  full-time  secretary  and  a registered  nurse 
working  part-time  who  maintain  the  records 
and  conduct  the  correspondence.  The  special 
files,  desks,  typewriters,  etc.  for  the  Registry 
are  conveniently  located  in  the  medical  rec- 
ords department  of  the  hospital.  When  the 
Registry  and  Clinic  were  established,  a small 
grant  of  money  from  the  South  Dakota  Di- 
vision of  the  American  Cancer  Society  was 
obtained  which  provided  for  paper,  forms 
and  records  for  the  Registry.  However,  in  re- 
cent years  a more  substantial  grant  has  been 
obtained  from  the  same  source  which  has  en- 
abled the  employment  of  salaried  clerical 
help  allowing  us  to  expand  the  work  of  the 
Registry  and  do  a far  more  satisfactory  pro- 
fessional job. 

Future  Goals:  In  considering  our  future 
plans,  mention  will  be  made  of  various  prob- 
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Table  11 


SITE  OF  PHIMAHY  MALIGNANCY  IN  NEW  PATIENTS 
ENROLLED  IN  THE  TUMOR  CLINIC  REGISTRY  IN  1961 


Site  of  Primary 

Malignancy 

Number  of 
New  Cases 

Site  of  Primary 

Malignancy 

Number  of 
New  Cases 

Skin 

17 

Cervix 

3 

Colon 

12 

Uterus 

3 

Breast 

11 

Thyroid 

2 

Prostate 

10 

Leukemia 

2 

Rectum 

9 

Eye 

2 

Mouth 

7 

Vulva 

2 

Lung 

4 

Parotid 

2 

Stomach 

4 

Pancreas 

1 

Urinary  Bladder 

4 

Ovary 

1 

Lymphosarcoma 

3 

Penis 

1 

Gall  Bladder 

3 

Primary  site  unknown 

6 

Kidney 

3 

TOTAL  NEW  CASES 

112 

Table  HI 

FIVE  YEAR  SURVIVAL  RATES  OF 

CANCER  PATIENTS  IN  SELECTED  CATEGORIES 

Number 

Five  Year  Survival 

of 

Cases 

Number 

% 

Breast 

75 

25 

33.3% 

Cervix 

26 

15 

57.7% 

Uterus 

34 

24 

70.6% 

Colon  and  Rectum 

114 

26 

22.8% 

Resectable 

71 

23 

32.4%- 

Stomach 

44 

5 

11.4% 

Resctable 

27 

5 

18.6% 

Prostate 

45 

8 

17.8% 

lems  in  order  not  to  create  a false  impression 
that  the  operation  of  a tumor  clinic  and  regis- 

recital 

phasis 

of  what  has 
upon  what 

been  done  and  not  em- 
should  have  been  done. 

try  are  devoid  of  difficulties.  In  addition  to 
continuing  the  present  activities  we  have 
plans  to  establish  a more  complete,  compre- 
hensive system  of  obtaining  follow-up  infor- 
mation by  making  actual  home  visits  to  pa- 
tients enrolled  in  the  Registry.  By  use  of 
suitable  questionnaires  and  interview  tech- 
niques it  is  felt  that  much  information  from, 
the  cancer  patient  concerning  social,  eco- 
nomic, occupational  and  hereditary  factors 
can  be  uncovered  and  accumulated  for 
further  analysis. 

We  plan  to  use  the  Tumor  Clinic  for 
presentation  of  live  patients,  especially  diag- 
nostic problems,  to  a greater  extent  for  the 
purpose  of  joint  staff  consultation.  In  this 
connection  it  is  felt  that  the  presence  of  a 
registered  nurse  on  the  Clinic  staff  will  be  a 
great  aid  in  expediting  the  work.  At  present, 
common  to  many  tumor  clinics,  the  patient 
has  been  worked-up,  received  a diagnosis  and 
had  definitive  treatment  before  he  is  discussed 
at  the  conference  of  the  Tumor  Clinic.  Such 
patients  do  not  represent  a diagnostic  prob- 
lem at  the  time  of  presentation,  but  merely  a 


Thus  most  cases  are  observed  in  retrospect 
and  do  not  provide  the  m,axiinum  educational 
or  intellectual  stimulus.  However,  this 
method  is  better  than  no  group  discussion  at 
all.  One  of  the  problems  hampering  the  im- 
provement of  this  situation  is  the  actual  ar- 
rangement of  the  hospital  plant.  It  is  hoped 
that  this  can  be  altered  through  a future 
building  program  so  that  the  mechanics  of 
a bed-side  presentation  of  patients  currently 
in  the  hospital  before  a medical  audience  will 
not  be  so  difficult.  Also  the  fact  that  the  hos- 
pital is  devoted  to  private  patients  so  that  no 
service  cases  exist  restricts  the  program  since 
physicians  are  naturally  reluctant  to  delay 
diagnostic  studies  and/or  therapeutic  pro- 
cedures pending  a formal  presentation  and 
consultation  at  the  Tumor  Clinic. 

Maintaining  adequate  interest  among  phy- 
sicians on  the  hospital  staff  and  obtaining  suf- 
ficient clinical  material  for  the  meetings  of 
the  Tumor  Clinic  especially  diagnostic  prob- 
lems as  mentioned  above  represent  con- 
tinuing problems.  Furthermore  not  all  forms 
of  cancer  are  treated  by  the  m,edical  staff; 
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super-radical  head  and  neck  operations  are 
not  done,  nor  are  pelvic  exenterations.  Also 
tumors  involving  the  central  nervous  system 
are  not  treated  here  but  are  referred  to  large 
medical  centers.  The  lack  of  physician-anes- 
thesiologists has  hampered  to  a degree  the 
development  of  chest  surgery. 

Whether  second  year  medical  students  who 
attend  most  sessions  of  our  Tumor  Clinic 
profit  from  exposure  to  the  complex  prob- 
lems of  diagnosis  and  management  presented 
by  cancer  patients  might  be  debated.  It  is  a 
problem  to  program  the  Clinic  conference  in 
such  a way  that  it  appeals  to  experienced 
physicians  and  at  the  same  time  meets  the 
educational  needs  of  medical  students  in 
their  early  phase  of  training.  Nevertheless 
it  is  felt  that  these  meetings  do  offer  an  op- 
portunity to  the  students  for  a worthwhile 
contact  with  clinical  subject  matter.  The  re- 
lation of  the  resident  house  staff  to  the 
Tumor  Clinic  and  Registry  has  been  a vari- 
able proposition.  At  one  time  the  hospital  had 
a general  rotating  internship  program  as  well 
as  residents  in  surgery,  obstetrics,  medicine 
and  general  practice.  For  several  years  after 
its  organization  only  limited,  part-time  cler- 
ical help  was  available  to  aid  in  conducting 
the  work  of  the  Registry  and  the  house  staff 
was  expected  to  participate  in  the  prepara- 
tion of  records  for  the  Registry,  but  this  was 
not  adequate.  In  recent  years,  as  is  well 
known  interns  have  become  scarce  and  sev- 
eral programs  have  been  abandoned  so  that 
today  residents  in  surgery  and  obstetrics- 
gynecology  form  the  house  staff  and  they  do 
not  have  any  duties  in  regard  to  the  work  of 
the  Registry  although  they  continue  to  pre- 
sent and  discuss  selected  cases  at  the  Tumor 
Clinic. 

Despite  the  foregoing  problems  the  opera- 
tion of  our  Registry  and  Tumor  Clinic  have 
in  general  met  the  needs  for  which  they  were 
organized.  The  Registry  has  provided  follow- 
up information  concerning  the  patients  al- 


lowing us  to  aid  in  the  evaluation  of  diagnosis 
and  management  of  the  various  neoplastic 
diseases  encountered.  The  Tumor  Clinic  has 
served  as  an  educational  tool,  and  has  per- 
mitted a valuable  exchange  of  information 
and  pooling  of  talents  among  members  of  the 
medical  staff. 
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ANNUAL  CLINICAL 
CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 
March  4,  5,  6 and  1,  1963 
Palmer  House,  Chicago 

Lectures  Teaching  Demonstrations 

Medical  Color  Telecasts 

Instructional  Courses 
Film  Lectures 


The  CHICAGO  MEDICAL  SOCIETY 
ANNUAL  CLINICAL  CONFERENCE 
should  be  a MUST  on  the  calendar  of 
every  physician.  Plan  now  to  attend 
and  make  your  reservation  at  the  Pal- 
mer House. 
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OUTBREAK  OF  EARLY  INFECTIOUS  SYPHILIS 
IN  THE  BLACK  HILLS  AND  PINE  RIDGE 
INDIAN  RESERVATION  OF  SOUTH  DAKOTA 


LESION  SYPHILIS  OUTBREAK  IN  SOUTH  DAKOTA  (Jan.-April  1962) 


Original  case  was  an  off-reservation  Indian  male  from  Black  Hills  area. 
Th  is  infected  male  was  interviewed  for  all  sexual  contacts  during  the 
critical  period  from  ninety  days  before  appearance  of  lesion  to  day  of 
treatment.  This  interview  was  designed  to  show  the  source  and  possible 
spread  of  his  infection.  He  named  only  one  sexual  contact. 

This  lone  contact  was  an  out-of-state,  off-reservation,  Indian  female. 
This  contact  was  Infected.  The  infection  was  traced  from  her  back  to  two 
Indian  males  and  one  White  male  In  South  Dakota. 

The  infection  spread  with  typical  rapidity,  involving  forty-one  Indians 
and  twenty  Whites  during  the  next  eighty  days.  Nine  Indians  and  six 
Whites  were  Infected.  One  miscarriage  and  one  congenitally  infected 
live-birth  were  traced  to  this  infection  (congenital  Infection  not  shown  on 
chart  as  confirmation  done  at  three  months). 

Mean  age  was  28  years. 

Mean  school  grade  attained  was  12. 

There  was  little  educational  difference  between  two  races. 

All  White  males  were  steadily  employed,  excluding  two  college 

students. 

Most  Indian  males  were  only  seasonally  employed. 

All  infected  White  males  named  Indian  females  (14  of  27  contacts). 

One  Indian  male  named  one  White  female.  All  infected  Indian  females 

named  White  males,  14  of  20  contacts.  No  White  female  named  an 

Indian  male. 

This  outbreak  Is  essentially  a duplicate  of  the  last  prior  outbreak  In 
South  Dakota,  (January  - July,  I960),  which  involved  five  White  and  7 
Indian  infections 


DEPARTMENT  OF  HEALTH.  EDUCATION  AND  WELFARE 
Public  Health  Service 
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THE  MEDICAL  CARE  PROBLEM 
AND  THE  DOCTOR 

The  sum  total  of  the  Doctor’s  trouble  today 
is  that  Doctors  have  abandoned  the  age-old 
objective  of  “caring  for  the  sick”  in  favor  of 
“making  money”  out  of  a special  training. 
Such  a majority  of  our  members  have  so 
demonstrated  this  premise  as  to  make  it  al- 
most a business. 

Time  was  when  “the  Doctor”  was  sort  of 
on  a par  with  “the  Minister.”  In  fact  there 
was  a time  when  doctors  and  preachers  used 
to  kid  each  other  that  the  one  took  care  of 
the  Spiritual  and  the  other  the  health  needs 
of  a community.  Both  of  them  were  highly 
respected  and  revered  by  the  community  and 
the  country  at  large. 

I can’t  answer  for  the  minister,  even  though 
I am  doubtful  of  them,  too,  but  I know  that 
some  of  my  medical  followers  have  somehow 
lost  sight  of  the  “dedication”  and  now  follow 
a money  making  objective. 

I can  remember  when  doctors  entered  the 
practice  of  medicine  with  a feeling  of  respon- 
sibility to  the  people  whom  they  were  serv- 
ing. Where  now  is  the  doctor  who  would 
spend  the  night  at  the  home  bedside  of  a 
woman  in  labor?  What  has  happened  to  the 
character  who  posed  for  the  picture  of  “The 
Doctor”?  Where  is  the  man  who  did  not  take 
extended  vacation  trips  because  his  patient’s 
might  need  him?  That  was  the  man  whom, 
the  patient  reverently  called  his  “Doctor”  as 
he  spoke  of  his  spiritual  advisor  as  his 
“Preacher”  — where  has  he  gone? 


Alas,  he  has  gone  to  that  lim.bo  of  progress 
where  a man’s  worth  is  reckoned  in  his  abil- 
ity to  spe.nd  and  build  a fine  hom,e.  No  longer 
is  a man  “called”  to  the  practice  of  medicine. 
Our  present  breed  of  M.D.’s  is  a man  of 
ability  who  has  been  trained  in  technical 
knowledge,  which  he  w.ill  dispense  for  a fee; 
no  more,  no  less.  No  longer  is  the  patient’s 
welfare  as  important  as  the  money  the  doctor 
is  going  to  make. 

Fortunately  this  is  not  true  of  all  of  our 
profession,  but  only  of  enough  to  give  the 
snipers  and  antis  ammunition  for  their  guns; 
but  the  aim  is  against  us  all.  Our  only  defense 
is  to  rededicate  our  profession  to  the  care  of 
the  sick  and  not  to  the  earning  of  our  income. 

The  need  for  our  service  should  be  the 
measure  of  our  activity,  not  the  amount  of  in- 
come tax  we  have  to  pay. 

We  are  either  dedicated  healers  of  the  sick 
or  only  skilled  technicians.  As  dedicated 
healers  we  are  completely  immune  from  all 
the  barbs  of  our  enemies  — as  technicians 
working  for  money  only,  we  are  most  vul- 
nerable. 

Let  us  get  back  to  the  ideals  and  ideology 
of  the  practice  of  healing.  The  income  will 
take  care  of  itself  without  making  it  primary. 
If  money  and  income  is  our  aim  we  are 
bastardizing  our  medical  ancestors.  If  the 
“Art  of  Healing”  is  our  aim  we  need  fear  no 
one  or  any  legislation. 

L.  J.  Pankow,  M.D. 
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LETTERS  TO  THE  EDITOR 


September  1,  1962 

Editor 

South  Dakota  Journal  of  Medicine  and  Phar- 
macy 

Dear  Editor: 

Since  to  my  knowledge  I am  the  only  mem- 
ber of  the  Tenth  District  Medical  Society 
who  has  not  completed  his  initial  military 
obligation,  I believe  that  it  is  my  prerogative 
to  comment  on  the  report  of  the  Vice  Presi- 
dent, page  294  of  the  August  1962  issue. 

Since  the  National  Guard  is  entirely  a vol- 
untary organization  with  certain  advantages 
of  remuneration  and  local  prestige  it  does 
not  seem  fair  that  the  recipients  of  these  ad- 
vantages should  try  to  shift  the  concurrent 
obligation  to  those  of  us  who  chose  to  forego 
these  advantages  and  not  belong. 

There  are  numerous  physicians,  myself  in- 
cluded, who  would  be  most  willing  to  serve 
in  the  military  when  needed;  however  I feel 
that  I have  more  useful  things  to  do  than 
serve  in  a “country  club”. 

Sincerely, 

D.  R.  Studenberg,  M.D. 


September  1,  1962 
Mr.  John  C.  Foster 
Executive  Secretary 
South  Dakota  State 

Medical  Association 
711  North  Lake  Avenue 
Sioux  Falls,  South  Dakota 
Dear  Mr.  Foster: 

On  behalf  of  the  American  Association  of 
Medical  Assistants,  and  myself,  I should  like 
to  extend  to  you  and  the  South  Dakota  State 
Medical  Association  our  sincere  appreciation 
for  the  cooperation  and  help  your  organiza- 
tion has  rendered  the  South  Dakota  Medical 
Assistants  Association. 

It  is  through  your  assistance  that  we  have 
been  able  to  move  forward  in  our  work  for 
the  medical  profession  and  our  members.  Our 
organization  is  one  of  education  and  service 
to  the  medical  profession  and  without  your 
cooperation  and  help  it  would  not  be  possible. 
Through  the  medical  societies  we  have  been 
able  to  plan  programs  that  are  beneficial  to 


our  members  as  well  as  their  doctor- 
employers,  and  to  establish  medical  assist- 
ants courses  in  the  colleges  and  universities 
to  train  the  future  medical  assistants  for 
the  medical  profession. 

I hope  you  will  convey  our  deepest  thanks 
and  appreciation  to  all  the  members  and  of- 
ficers of  your  association  and  to  your  county 
societies  for  their  support  and  interest. 

Sincerely, 

Lillie  E.  Woods,  President 


May  28,  1962 

Mr.  John  Foster 
Executive  Secretary 
State  Medical  Association 
711  N.  Lake  Ave. 

Sioux  Falls,  S.  Dak. 

Dear  Mr.  Foster: 

First  of  all,  on  behalf  of  Mr.  Fred  Tweet,  myself 
and  the  South  Dakota  Chapter  of  SAMA,  I wish  to 
express  our  appreciation  for  the  gift  of  $100  from 
your  organization.  The  money  was  used  to  help 
pay  for  the  expenses  incurred  by  Mr.  Tweet  and 
myself  while  attending  the  SAMA  national  conven- 
tion May  9 through  13  at  Washington,  D.  C. 

I would  like  to  briefly  report  to  you  the  results 
and  proceedings  of  our  1962  convention. 

The  House  of  Delegates  was  officially  called  to 
order  by  President  William  B.  Weglicki,  Jr.  of 
Maryland  at  9:00  a.m.  Thursday,  May  10. 

Distinguished  speakers  for  the  various  luncheons 
and  gatherings  were: 

Honorable  Walter  Judd,  M.D.,  Member  of  Con- 
gress (Minnesota) 

James  Murphy,  M.D.,  President,  AAGP 
Senator  John  Tower,  (R-Texas) 

Edward  R.  Annis,  M.D.,  Director,  AMP  AC 
Hugh  H.  Hussey,  Jr.,  M.D.,  Chairman,  Board  of 
Trustees,  AMA 

Leo  J.  Gehrig,  M.D.,  Medical  Director,  Peace 
Corps 

Ivan  Nestingen,  Under  Secretary,  HEW 

Mr.  Tom  Phelps,  President,  Student  American 

Bar  Association 

Mr.  John  Bootes,  President,  International  Fed- 
eration of  Medical  Students  Assoc. 

Among  the  many  scientific  and  educational  ex- 
hibits and  lectures  were  two  outstanding  programs: 

1.  SAMA-Upjohn  Symposium  entitled: 

“Newer  Progestational  Agents  in  the  Treat- 
ment of  Gynecological  Disorders.”  Moderator 
was  Jay  J.  Gold,  M.D.,  Director,  Department 
for  research  in  human  reproduction,  Michael 
Reese  Hospital,  Chicago,  Illinois. 

Panelists: 

William  E.  Barfield,  M.D.,  Assoc.  Prof,  of 
Endocrinology,  Medical  College  of  Georgia, 
Augusta,  Ga. 

Joseph  W.  Goldzieher,  M.D.,  Southwest 
Foundation  for  Research  and  Education, 
San  Antonio,  Texas 

Robert  W.  Kistner,  M.D.,  Assistant  Pro- 
fessor of  Obstetrics  & Gynecology,  Har- 
vard Medical  School 

2.  SAMA-Merck  Sharp  & Dohme  Lecture  en- 
titled: 
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“The  Clinical  Spectrum  of  Primary  Myocar- 
dial Diseases”,  W.  Proctor  Harvey,  M.D.,  Pro- 
fessor of  Medicine,  Georgetown  University 
School  of  Medicine;  Chief,  Division  of  Car- 
diology, Georgetown  University  Medical 
School. 

Most  of  the  time  was  spent  in  meetings  of  the 
House  of  Delegates  and  the  Reference  Committee 
on  Medical  Education,  of  which  I was  a member. 
A discussion  of  the  various  resolutions  and  actions 
of  the  Reference  Committee  and  the  House  of  Dele- 
gates of  interest  to  your  organization  follows: 

A.  The  Reference  Committee  on  Medical  Educa- 
tion: 

1.  Resolution  #9 — Subject:  Federal  Scholarships. 

(a)  Be  it  resolved,  that  SAMA  go  on  record 
as  being  in  favor  of  Federal  Scholarships 
to  medical  students. 

(b)  The  Committee  recommended  the  defeat 
of  this  resolution  on  the  basis  of 

1.  Federal  government  has  not  raised  the 
necessary  laws  to  put  a program  of 
such  into  effect. 

2.  Although  an  acute  shortage  of  phy- 
sicians exists,  it  has  not  been  shown 
that  Federal  Scholarships  will  ade- 
quately relieve  the  situation. 

3.  Medical  students,  medical  schools  and 
medical  societies  have  not  thoroughly 
exerted  themselves  in  the  investigation 
of  currently  existing  sources  of  finan- 
cial aid. 

4.  SAMA  has  not  explored  new  or  po- 
tential sources  of  monetary  aid. 

5.  On  the  basis  of  “that  which  the  gov- 
ernment subsidizes  the  government 
shall  also  control.” 

6.  If  federal  assistance  were  deemed 
necessary  it  should  be  as  a last  resort, 
with  a program  of  federal  loans  being 
least  offensive  or  objectionable. 

(c)  The  resolution  was  soundly  defeated. 

2.  Resolution  #10  — Subject:  Discrimination. 

(a)  Since  this  issue  is  of  great  import,  I will 
here  write  the  resolution  in  toto. 

(b)  Whereas:  The  objects  of  the  Student 
AMA  shall  be  to  advance  the  profession 
of  medicine  and  to  prepare  its  members 
to  meet  the  social,  moral  and  ethical  ob- 
ligation of  the  profession  of  medicine,  and 
Whereas:  SAMA  does  not  prohibit  its  ac- 
tive member  on  the  basis  of  race,  religion, 
color,  or  sex,  and 

Whereas:  The  positive  decisions  of  the 
Supreme  Court  of  the  U.  S.  prescribe  that 
equal  opportunities  should  be  made  avail- 
able to  individuals  regardless  of  race,  re- 
ligion, color,  or  sex  in  order  to  promote 
the  advancement  of  science,  and 
Whereas:  Many  state  and  local  medical 
societies  discriminate  in  membership  on 
the  basis  of  race,  religion,  color  or  sex, 
and 

Whereas:  Membership  in  such  societies  is 
an  important  factor  in  the  securing  of 
staff  appointments  in  many  hospitals,  and 
Whereas:  Many  hospitals  practice  dis- 
crimination in  the  selection  of  persons  for 
staff  appointments  on  the  basis  of  race, 
religion,  color  or  sex,  and 
Whereas:  The  denial  of  these  hospital 
privileges  results  in  the  inability  of  the 
physician  to  practice  the  highest  quality 
of  medicine,  therefore; 

Be  it  resolved,  that  SAMA  go  on  record 
as  opposing  discrimination  on  the  basis 
of  race,  religion,  color  or  sex  in  state  and 
local  medical  societies  and  hospitals. 

(c)  The  Committee  recommended  adoption 
of  the  resolution  with  modifications  de- 


signed to  tone  down  the  implications. 

(d)  The  House  of  Delegates  adopted  the  orig- 
inal resolution. 

3.  Resolution  #14  — Subject:  Medical  Student 
Recruitment. 

(a)  Be  it  resolved,  that  SAMA  encourage  all 
member  chapters  to  organize  or  par- 
ticipate in  medical  recruitment  pro- 
grams pending  the  approval  of  the  ad- 
ministrators of  their  respective  medical 
schools;  and 

Be  it  further  resolved,  that  chapters  al- 
ready conducting  recruitment  programs 
expand  these  programs  by  inviting  the 
participation  of  local  and  state  medical 
societies  in  a joint  effort  of  recruitment. 

(b)  The  Committee  recommended  approval. 

(c)  The  House  of  Delegates  adopted  the  reso- 
lution. 

4.  Resolution  #20  — Subject:  AMA-ERF  Loans. 

(a)  Be  it  resolved,  that  the  House  of  Dele- 
gates convey  the  gratitude  and  apprecia- 
tion to  the  AMA  for  the  assistance  which 
they  have  provided  to  medical  students, 
interns,  and  residents  through  the  Med- 
ical Education  Loan  Guarantee  Program. 

(b)  The  Committee  recommended  approval. 

(c)  The  House  of  Delegates  adopted  the  reso- 
lution. 

5.  Resolution  #21  — Subject:  AMA-ERF  Loans. 

(a)  Be  if  resolved,  that  the  local  SAMA  chap- 
ters will  contact  their  state  and  county 
medical  societies  and  individual  finan- 
cially capable  physicians  and  initiate  a 
program  to  effect  an  increase  in  the 
AMA-ERF  Loan  Guarantee  Fund. 

(b)  The  Committee  recommended  approval. 

(c)  The  House  of  Delegates  adopted  the  reso- 
lution. 

B.  The  Reference  Committee  on  Graduate  Train- 
ing. 

1.  Proposed  Amendment  to  the  Constitution, 
Article  1,  Section  1,  amended  to  read  as  fol- 
lows. 

“the  name  of  this  association  shall  be  the 
American  Association  of  New  Physicians.” 

(a)  The  Committee  recommended  defeat  of 
this  amendment  on  the  basis  of: 

1.  A name  change  would  not  assure  in- 
creased intern-resident  participation. 

2.  More  concrete  evidence  of  resident- 
intern  participation,  or  desire  to  par- 
ticipate, should  precede  any  serious 
consideration  of  name  change. 

3.  Designation  of  our  student  members  as 
“new  physicians”  might  seem  inappro- 
priate. 

4.  A name  change  at  this  time  could 
readily  be  misconstrued  as  a disavowal 
of  the  policies  of  both  SAMA  and  the 
AMA  who  are  at  present  both  engaged 
in  efforts  to  halt  government  control 
of  the  medical  profession. 

(b)  The  House  of  Delegates  defeated  the 
resolution. 

2.  Resolution  6A  — Subject:  Intern-Resident 
Stipends. 

(a)  Be  if  resolved,  that  state  medical  associa- 
tions and  county  and  local  societies  be 
contacted  to  urge  a change  in  the  “essen- 
tials” to  assist  in  the  problem  of  low 
stipends. 

(b)  The  House  of  Delegates  approved  this 
resolution. 

C.  The  Reference  Committee  on  Legislation. 

1.  Resolution  #26  — Subject:  Drug  Advertising. 

(a)  Be  it  resolved  that  the  SAMA  oppose  the 
provisions  of  the  proposed  legislation 
known  as  H.R.  6471. 

(b)  The  Committee  recommended  approval. 
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(c)  The  House  of  Delegates  adopted  the  reso- 
lution. 

2.  Resolution  #33 — -Subject:  Medical  Legislation. 

(a)  Be  it  resolved,  that  this  12th  House  of 
Delegates  of  the  SAMA  urge  and  aid  local 
chapters  in  these  states  to  bring  to  the 
attention  of  their  legislators  the  urgency 
of  prompt  implementation  of  the  Kerr- 
Mills  Law  and  the  improvement  of  exist- 
ing state  and  local  laws. 

(b)  The  Committee  recommended  approval. 

(c)  The  House  of  Delegates  adopted  the  reso- 
lution. 

3.  Resolution  #34A  — Subject;  Medical  Legisla- 
tion. 

(a)  Be  ii  resolved,  that  the  SAMA  reiterate 
its  support  of  the  Kerr-Mills  and  state 
and  local  programs  to  provide  medical 
care  for  the  needy  aged  and  its  continued 
opposition  to  the  enactment  of  the  King- 
Anderson  Bill. 

Be  it  further  resolved,  that  the  members 
of  the  SAMA  endeavor  to  inform  the 
American  public  of  all  the  ramifications 
involved  in  the  Kerr-Mills  Law  and  in 
the  King-Anderson  Bill,  and 
Be  it  further  resolved,  that  the  Delegates 
to  this  convention  state  this  to  their  rep- 
resentatives in  Congress  while  in  Wash- 
ington D.  C.  and  furthermore  that  all 
members  of  SAMA  inform  their  repre- 
sentatives in  Congress  of  their  opinions 
about  this  proposed  legislation. 

(b)  The  Committee  recommended  approval. 

(c)  The  House  of  Delegates  adopted  the  reso- 
lution. 

4.  Resolution  #36A  — Subject:  Medical  Legisla- 
tion. 

(a)  Be  it  resolved  that  the  SAMA  (1)  en- 
dorse the  purposes  of  the  American  Med- 
ical Political  Action  Committee;  and  (2) 
encourage  members  to  be  cognizant  of 
AMPAC. 

(b)  The  Committee  recommended  approval. 

(c)  The  House  of  Delegates  adopted  the  reso- 
lution. 

D.  The  Reference  Committee  on  Miscellaneous 

Business. 

1.  Resolution  #19  — Subject:  Membership  for 

SAMA  in  IFMSA. 

(a)  Be  it  resolved,  that  SAMA  petition  the 
International  Federation  of  Medical  Stu- 
dents Association  for  full  membership, 
and  that  the  SAMA  delegate(s)  to  the 
IFMSA  shall  be  a member  of  the  Execu- 
tive Council. 

2.  Resolution  #11  — Subject;  AMA  News. 

(a)  Be  it  resolved,  that  SAMA  officially 
thank  and  commend  the  AMA  for  making 
the  AMA  News  available  without  cost  to 
the  medical  students;  and 

Be  it  further  resolved,  that  the  AMA  be 
encouraged  to  continue  this  service  to 
medical  students  in  future  years. 

(b)  The  Committee  recommended  approval. 

(c)  The  House  of  Delegates  adopted  the  reso- 
lution. 

The  final  order  of  business  for  the  1962  SAMA 
National  Convention  was  the  election  of  officers. 
The  following  were  elected: 

President:  James  A.  Brooks,  University  of 
Oregon  Medical  School 

Vice  President:  Angus  McBryde,  Jr.,  Duke  Uni- 
versity 

Treasurer:  Stanley  L.  Falor,  George  Washington 
University 

Mr.  Tweet  and  I met  and  talked  with  Repre- 
sentative E.  Y.  Berry,  Senator  Francis  Case  and 
Senator  Karl  Mundt.  We  expressed  our  opposition 
to  the  King-Anderson  legislation  and  were  well 
received. 


Again,  let  me  extend  our  thanks  for  your  gifts 
and  our  wishes  for  your  continued  support  in  the 
future. 

Sincerely  yours, 

Robert  Voy,  President 
South  Dakota  Chapter 
Student  American  Medical  Association 


KREISER  SUR6ICAL,  Inc. 

1220  S.  Minnesota,  Sioux  Falls,  S.  D. 
528  Kansas  City  St.,  Rapid  City,  S.  D. 
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MEDICAL  LIBRARY  BOOKSHELF 


BOOK  REVIEWS 

Max  I.  Light,  Manager  of  Public  Informa- 
tion, of  the  University  of  Illinois,  has  con- 
tributed the  following  review  of  Blood  Ves- 
sels and  Lymphatics,  edited  by  David  I. 
Abrahamson  and  published  by  Academic 
Press  in  1962: 

“A  total  of  59  authors  have  contributed  to  a 
unique  new  book  on  vascular  and  lymphatic 
responses. 

The  812-page  volume  was  edited  by  Dr. 
David  I.  Abramson,  Head  of  the  Department 
of  Physical  Medicine  and  Rehabilitation,  Uni- 
versity of  Illinois  College  of  Medicine, 
Chicago.  It  contains  the  work  of  leading  re- 
searchers from  Sweden,  Canada,  North 
Ireland,  Paraguay  and  the  United  States. 

Among  the  authors  are  Dr.  Hubert  R. 
Catchpole,  Dr.  George  M.  Hass,  and  Dr.  Con- 
rad L.  Pirani.  All  three  are  professors  of 
Pathology  at  the  University  of  Illinois  Col- 
lege of  Medicine. 

Blood  Vessels  and  Lymphatics  include  cur- 
rent data  on  the  embryology,  anatomy,  phys- 
iology, biochemistry  and  pathology  of  blood 
vessels  and  lymphatics.  One  of  the  primary 
purposes  of  the  volume,  according  to  Dr. 
Abramson,  is  “to  help  focus  attention  on  the 
existence  of  gaps  in  our  knowledge  and  per- 
haps act  as  a springboard  for  projection  and 
exploration  into  new  avenues  and  spheres  of 
research.” 

Each  of  the  authors  contributed  articles 
and  data  limited  to  the  areas  of  his  research. 
Dr.  Abramson  integrated  the  various  ac- 
counts into  a systematic  volume  which  gives 
the  impression  of  having  been  written  by  one 
person. 

Most  of  the  chapters  have  several  authors. 


each  covering  his  own  areas  of  special  knowl- 
edge. All  of  these  are  forged  into  a unified 
whole  rather  than  a compilation  of  semi- 
related  articles. 

This  book  is  divided  into  four  parts:  The 
first  part  represents  a broad  discussion  of  the 
various  types  of  blood  vessels.  This  includes 
a discussion  of  the  large  and  small  arteries, 
arterioles,  the  minute  channels  of  the  micro- 
circulation, and  the  venous  system. 

The  second  part  describes  the  circulation 
in  different  organs  and  provides  readily 
available  information  on  this  subject. 

The  third  section  deals  with  different 
pathological  vascular  states;  the  fourth 
covers  the  lymphatic  system. 

Dr.  Abramson  points  out  that  the  descrip- 
tions of  the  clinical  manifestations  of  the  var- 
ious disorders  affecting  blood  vessels  have 
not  been  included  in  the  book.  Such  a des- 
cription would  have  resulted  in  an  unwieldy 
volume  and  would  have  detracted  from  the 
emphasis  on  the  basic  approach. 

The  book  includes  the  latest  discoveries, 
and  articles  referred  to  are  as  recent  as  1961. 

In  addition  to  editing  this  volume  on  blood 
vessels.  Dr.  Abramson  has  written  a book  on 
Peripheral  Vascular  Disorders,  and  is  cur- 
rently revising  his  book  on  Vascular  Re- 
sponses in  the  Extremities  of  Man  in  Health 
and  Disease." 

Another  worthwhile  book  recently  re- 
ceived in  our  Medical  Library  is  the  cul- 
mination of  30  years  of  teaching  medical  stu- 
dents, interns,  residents  and  graduate  stu- 
dents by  the  senior  author.  Dr.  Elizabeth  C. 
Crosby,  Professor  emeritus  of  the  Dept,  of 
Anatomy  at  the  University  of  Michigan.  This 
is  Correlative  Anatomy  of  the  Nervous  Sys- 
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tern  published  by  MacMillan  in  1962.  The 
other  authors  are  Tryphena  Humphrey,  Prof, 
of  Anatomy  at  the  University  of  Pittsburgh 
and  E.  W.  Lauer,  Associate  Prof,  of  Anatomy 
at  the  University  of  Michigan. 

This  is  a valuable  introductory  book  for 
students  and  a good  reference  book  for  those 
in  the  field  of  general  medicine,  anatomy, 
neurology,  neurosurgery,  neuropharmacology 
and  other  like  fields.  It  includes  histology 
of  the  nerve  cells;  spinal  cord;  medulla  ob- 
longata and  pons;  cerebellum;  midbrain; 
diencephalon;  telecephalon;  cerebral  cortex; 
rhinencephalon;  temporal  and  frontal  lobe; 
autonomic  nervous  system;  blood  vessels; 
meninges  and  cerebrospinal  fluid.  A valuable 
atlas  contains  a transverse  series  of  photo- 
micrographs of  Weil  or  Weigert  stained  sec- 
tions through  the  spinal  cord  and  brain. 

This  book  is  highly  recommended  by  Dr. 
George  C.  Rinker  who  has  recently  joined 
our  Medical  Staff,  having  formerly  been  in 
the  Anatomy  Department  at  the  University 
of  Michigan. 

Esther  Howard 

Medical  Librarian 


FOR  SALE:  Eye,  Ear,  Nose  and  Throat 
Practice.  Fifty  years  established  in  same 
location.  Located  in  Southeastern  part 
of  South  Dakota.  Box  No.  A2,  South 
Dakota  Journal  of  Medicine,  711  N.  Lake 
Ave.,  Sioux  Falls,  South  Dakota. 


W.  B.  SAUNDERS  COMPANY  features  the 
following  recent  books  in  their  full  page  ad- 
vertisement appearing  elsewhere  in  this  issue: 
PARSONS  and  SOMMERS  — 
GYNECOLOGY 

A useful  new  guide  to  management  of 
gynecologic  disease — parallels  the  growth 
and  aging  patterns  of  women  covering 
the  disorders  accompanying  each  stage  of 
the  life  cycle. 

DAVIDSON  and  WELLS  — Todd-Sanford 
CLINICAL  DIAGNOSIS  by  LABORA- 
TORY METHODS 

Explicit  guidance  on  how  to  perform 
every  possible  clinical  test  — what  to  do, 
when  and  how  to  do  it,  and  how  to  in- 
terpret your  results. 

WOLFF  — ELECTROCARDIOGRAPHY 
Help  in  understanding  and  evaluating 
electrocardiograms  in  terms  of  clinical 
medicine  — without  relying  on  memor- 
ization of  examples. 


MEDICAL  AUTHORITY  TERMS 
ABORTION  LAWS  "IDIOTIC" 

Therapeutic  abortions  are  being  performed 
in  many  U.  S.  hospitals  despite  the  absence  of 
legal  sanction.  This  was  the  statement  made 
by  Dr.  Alan  F.  Guttmacher,  former  Director 
of  Obstetrics  and  Gynecology  at  Mt.  Sinai 
Hospital,  New  York  City,  in  an  interview 
published  recently  in  Medical  World  News, 
challenging  the  abortion  laws  in  the  fifty 
states. 

Dr.  Guttmacher,  who  is  Chairman  of  the 
Medical  and  Scientific  Committee  of  the 
Human  Betterment  Association,  termed  the 
nation’s  abortion  laws  archaic  and  cited  the 
recent  unsuccessful  attempt  by  the  Phoenix, 
Arizona  mother  to  have  a therapeutic  abor- 
tion after  having  taken  thalidomide.  “The 
Phoenix  case  shows  the  idiocy  of  the  situa- 
tion,” Dr.  Guttmacher  said.  “Our  laws  are 
completely  out  of  date.  They  just  haven’t 
kept  up  with  medicine.” 

Following  publication  of  Dr.  Guttmacher’s 
interview  in  Medical  World  News,  Mrs.  Ruth 
Proskauer  Smith,  executive  director  of  the 
Human  Betterment  Association,  announced 
that  the  Association  was  polling  its  1100- 
member  physicians’  panel  on  the  advisability 
of  broadening  its  program  at  this  time  to  in- 
clude “education  of  the  public  on  the  need  for 
liberalizing  our  abortion  laws  so  as  to  include 
protection  of  the  mother’s  emotional  as  well 
as  physical  life,  and  to  make  provision  for 
every  child  to  have  the  birthright  of  a sound 
mind  in  a sound  body.” 


INTERNIST  needed  by  12  man  group 
in  Iowa  town  of  30,000.  Partnership  in 
two  years.  Salary  open.  Write  Box  Al, 
South  Dakota  Journal  of  Medicine,  711 
N.  Lake  Avenue,  Sioux  Falls,  South 
Dakota. 


FOR  SALE:  One  of  the  best  general  prac- 
tices in  Northwest  Iowa.  Ten  minutes  to 
open  staff  hospital.  1961  gross  income 
$47,500.00.  Equipment,  practice,  and  drugs 
for  $17,500.00.  Please  write  Grant  D.  Bullock, 
M.D.,  Inwood,  Iowa. 
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President  John  F.  Kennedy  presents  the  President’s  Award  for  Distinguished  Federal 
Civilian  Service  to  Dr.  Frances  O.  Kelsey,  Medical  Officer,  Food  and  Drug  Administration, 
Department  of  Health,  Education  and  Welfare.  The  presentation  took  place  on  the  White 
House  South  Lawn  on  August  7. 

The  President’s  Award  for  Distinguished  Federal  Civilian  Service  is  the  highest  that  can 
be  given  to  Federal  employees  for  achievements  significantly  above  and  beyond  the  require- 
ments of  their  jobs. 

Citation: 

Dr.  Frances  O.  Kelsey,  Medical  Officer,  Food  and  Drug  Administration,  Department  of 
Health,  Education  and  Welfare  whose  “exceptional  judgment  in  evaluating  a new  drug  for 
safety  for  human  use  has  prevented  a major  tragedy  of  birth  deformities  in  the  United 
States.  Through  high  ability  and  steadfast  confidence  in  her  professional  decision  she  has 
made  an  outstanding  contribution  to  the  protection  of  the  health  of  the  American  people.” 


POINTERS  FROM  THE  STATE  PRESIDENT 


“We  all  feel  like  taking  a long  breath  of  relief  after  the  defeat  of  “Medicare”,  but  let  us 
not  forget  that  this  is  not  the  last  we  shall  hear  of  the  endeavor  of  the  socialistically  minded 
to  carry  through  similar  legislation  even  under  some  other  name. 

What  are  we  to  do? 

The  answer  is  get  behind  candidates  that  will  look  after  our  interests,  which  we  know  are 
the  best  for  our  country.  We  should  do  all  in  our  power  to  help  these  candidates,  and  as  time 
is  short,  we  should  lose  no  time  in  getting  at  the  job.”* 


* Remarks  of  Magni  Davidson,  M.D.,  President  of  the  South  Dakota  State  Medical  Association 
at  the  annual  fish  fry  in  Spearfish,  South  Dakota. 
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This  is  jrour 

MEDICAL  ASSOCIATION 


Pop's  Proverbs  ~~ 

Memories  are  the  flowers 
that  all  together  make  up 
a bouquet  of  life.  Some 
buds  never  open;  other 
flowers  were  already 
wilted  when  placed  in  the 
bouquet. 


NEWS  NOTES 

Word  has  been  received 
that  Anna  Krijger,  M.D.  of 
Groton  suffered  a severe 
heart  attack  recently.  Her 
husband,  Peter  Krijger. 
M.D.,  plans  to  divide  his 
time  between  the  practices 
in  Groton  and  Corsica. 

*  *  * * 

An  announcement  has  been 
made  by  C.  E.  Kemper,  M.D. 
and  M.  deAlmeida,  M.D.  that 
a contract  has  been  signed 

by  the  Viborg  Clinic  for  a 

new  clinic  building. 

* * * 

Henry  E.  Davidson.  M.D., 

former  general  practitioner 
in  Lead,  South  Dakota,  is 
now  associated  with  Richard 
B.  Leander,  M.D.,  in  the  pri- 
vate practice  of  psychiatry 
in  Sioux  Falls. 

* * 

Dr.  Ralph  G.  Smith  has 

been  appointed  Acting  Direc- 
tor of  the  FDA  Bureau  of 
Medicine,  according  to  an  an- 
nouncement recently  re- 
ceived from  George  P.  Lar- 
rick.  Commissioner  of  Food 


and  Drugs.  Dr.  Smith  re- 
places Director  William  H. 
Kessenich  who  has  returned 
to  the  practice  of  clinical 
medicine  in  Lake  City, 
Florida. 


ATS  OFFERS 
RESEARCH  GRANTS 

The  American  Thoracic 
Society,  medical  section  of 
the  National  Tuberculosis 
Association,  offers  grants  for 
research  in  respiratory  di- 
seases, including  tuber- 
culosis. Grants  are  awarded 
for  medical  and  social  re- 
search in  these  fields.  Dead- 
line for  applications  for  the 
grant  year  beginning  July 
1,  1963  is  DECEMBER  15, 
1962.  Full  information  and 
forms  may  be  obtained  from 
Division  of  Research  and 
Statistics 

American  Thoracic  Society 
1790  Broadway 
New  York  19,  New  York 


USD  PROFESSOR 
JOINS  STAFF  OF 
S.  S.  HOPE 

George  W.  Knabe,  M.D., 

professor  and  chairman  of 
the  Department  of  Pathology 
at  the  University  of  South 
Dakota  School  of  Medicine 
will  be  a staff  member  of  the 
American  Hospital  ship  S.  S. 
Hope  for  eight  weeks. 


The  ship  sailed  for  Peru  on 
May  9th.  Dr.  Knabe  will  be 
flown  to  the  ship  and  will 
serve  as  ship  pathologist 
during  his  two-month  duty 
tour. 

Project  Hope  is  a privately 
sponsored  program  to  share 
modern  medical  knowledge 
and  skills  with  newly  de- 
veloping nations.  The  med- 
ical staff  includes  some  30 
physicians,  2 dentists,  25  nur- 
ses, and  330  auxiliary  per- 
sonnel. 


SEIZURE  CAMPAIGN 
ANNOUNCED 

A nation-wide  seizure 
campaign  to  stop  the  use  of 
a fake  diagnostic  machine 
found  in  offices  of  hundreds 
of  health  practitioners  was 
announced  recently  by  the 
Food  and  Drug  Administra- 
tion. 

The  machine,  known  as  the 
Micro -Dynameter,  is  sup- 
posed to  be  effective  for  de- 
tecting scores  of  serious  di- 
seases by  measuring  elec- 
tric currents  generated  by 
metal  plates  applied  to  areas 
of  the  body.  FDA  scientists 
proved  that  the  only  con- 
dition measured  by  the  de- 
vice is  the  amount  of  pers- 
piration on  the  skin  of  the 
patient. 
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HILLS  FISH  FRY 
DRAWS  EIGHTY 

The  Black  Hills  District 
Medical  Society  held  its  an- 
nual fish  fry  and  meeting  at 
Spearfish  on  August  9th.  As 
in  the  past,  the  event  was  a 
great  success  due  to  the 
planning  of  Doctor  Lyle 
Hare  of  Spearfish. 

Doctor  Magni  Davidson. 
President  of  the  State  Med- 
ical Association,  made  his 
annual  visitation,  and  Doctor 
Alonzo  Peeke  of  Volga  spoke 
on  the  A.M.A.’s  new  commit- 
tee on  Medicine  and  Re- 
ligion. Doctor  Matthew 
Block  of  the  University  of 
Colorado’s  Medical  School 
spoke  on  iron  deficiency. 

Other  guests  included 
Executive  Secretary  John 
Foster  and  Field  Secretary 
Richard  Erickson. 


THIRD  DISTRICT 
HEARS  GIEBINK 

The  Madison-Brookings 
District  Medical  Society  held 
its  scheduled  meeting  at  the 
Madison  Country  Club  on 
August  16th,  with  Doctor 
Robert  Gieblnk,  Sioux  Falls, 
featured  as  the  main  speaker. 

Dr.  Magni  Davidson  made 
his  annual  visitation  and  dis- 
cussed current  medical  prob- 
lems. John  Foster,  Executive 
Secretary  discussed  the 
forthcoming  Medical-Legal 
Conference  on  September 
15th,  and  possible  Kerr-Mills 
legislation  in  South  Dakota. 
Mr.  Richard  Erickson,  Field 
Secretary,  was  a guest  at  the 
meeting. 

SPEAKER  AVAILABLE 

D.  James  Drey  of  1932 
Frederick  Drive,  Sioux  Falls, 


South  Dakota,  is  available  to 
present  a 20-minute  talk, 
“The  Medical  Revolution,” 
to  community  and  profes- 
sional groups.  He  is  a profes- 
sional service  representative 
of  C I B A Pharmaceutical 
Company.  Organizations  in- 
terested in  scheduling  the 
speech  for  their  meetings 
should  contact  Mr.  Drey. 


NEW  CLINIC 
PLANNED  FOR 
HOWARD 

Businessmen  and  residents 
of  the  community  of  Howard 
have  decided  to  increase  the 
medical  facilities  of  that  area 
with  a new  community 
clinic.  The  project  is  being 
set  up  on  an  ownership  basis, 
with  each  donor  receiving  an 
ownership  certificate  in  the 
amount  of  his  contribution. 
They  hope  to  make  the  clinic 
a reality  in  the  very  near 
future. 


COMING  MEETINGS 

Nov.  7-10 

“Fetal  and  Infant  Liver 
Function  and  Structure”, 
Henry  Hudson  Hotel,  New 
York  City.  Sponsored  by 
the  New  York  Academy  of 
Sciences.  Invitations  may 
be  obtained  from  Mrs.  E.  T. 
Minor,  Exec.  Secy.,  New 
York  Academy  of  Scien- 
ces, 2 East  63rd  St.,  New 
York  21,  N.  Y. 

Nov.  24-25 

The  American  College  of 
Chest  Physicians  will  hold 
its  annual  Interim  Session 
at  the  Ambassador  Hotel 
in  Los  Angeles.  (This  is 
just  prior  to  the  American 
Medical  Association  Clin- 
ical Meeting  there.)  Pro- 


grams may  be  obtained 
from  Mr.  Murray  Korn- 
feld.  Exec.  Director  of  the 
College,  112  East  Chestnut 
Street,  Chicago  11,  Illinois. 
Additional  meetings  plan- 
ned by  the  American  Col- 
lege of  Chest  Physicians 
include  the  Seventh  Inter- 
national Congress  on 
Diseases  of  the  Chest,  Feb- 
ruary 20-24,  1963  in  New 
Delhi,  India,  and  the  29th 
Annual  Meeting  in  At- 
lantic City,  June  13-17, 
1962. 


The  31st  Annual  Meeting 
of  the  American  Academy  of 
Pediatrics  will  be  held  in  the 
Palmer  House,  Chicago,  Oc- 
tober 27  to  November  1. 
There  will  be  two  days  of 
section  meetings  preceding 
the  usual  four  days  devoted 
to  general  sessions. 

The  sections  will  have  sep- 
arate programs  on  surgery, 
cardiology,  allergy,  child  de- 
velopment and  diseases  of 
the  chest.  For  full  informa- 
tion, write  to  E.  H.  Chris- 
topherson,  M.D.,  Executive 
Director,  American  Acad- 
emy of  Pediatrics,  1801  Hin- 
man  Avenue,  Evanston,  111. 


October  20  to  25th  will 
mark  the  23rd  annual  meet- 
ing of  the  American  Fracture 
Association  to  be  held  in 
Pasedena,  California.  Speak- 
ers from  Mexico,  Canada, 
Venezuela,  and  various  parts 
of  the  United  States  will  be 
on  hand  to  present  a varied 
and  valuable  program.  Fur- 
ther information  can  be  ob- 
tained from  Roger  A.  Var- 
gas, 1181  N.  Mt.  Vernon  Ave., 
San  Bernadino,  California. 
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POSITIVE  PROGRAMS  FOR  HEALTH 
CARE  OF  THE  AGED* 
by 

C.  Joseph  Stetler** 


It  is  a privilege  and  a pleasure  for  me  to  be 
permitted  to  participate  again  on  your  pro- 
gram this  year.  I say  again  because  I have  a 
very  pleasant  recollection  of  your  meeting  at 
the  Greenbrier  in  1958  when  I discussed  with 
you  the  then  current  status  of  health  legisla- 
tion. I would  also  like  to  congratulate  you  on 
your  selection  of  meeting  places.  At  the 
A.M.A.,  in  our  enthusiasm  for  separating 
business  from  pleasure,  we  find  ourselves  in 
such  garden  spots  as  Minneapolis  in  Decem- 
ber and  Chicago  in  June.  For  my  part,  I 
prefer  a few  of  the  more  pleasant  distrac- 
tions. 

In  inviting  me  to  your  meeting.  Bob 
Abrams  asked  me  to  talk  about  health  care 
for  the  aged  and  in  particular  some  of  the 
positive  aspects  of  the  A.M.A.  program  in  this 
field.  I am  glad  to  have  the  opportunity  to  do 
this  because  the  A.M.A.  does  have  a positive, 
progressive  and  impressive  record  to  talk 
about.  In  addition,  the  distorted  picture  of 
our  role  in  this  area,  which  has  been  created 
by  our  legislative  opponents,  needs  to  be  put 
back  into  focus. 

I certainly  feel  that  I am  among  friends  to- 
day since  pharmacy  and  your  Association 
have  consistently  been  among  the  truest  and 
most  intelligent  and  effective  legislative  allies 
which  medicine  has  had.  You  as  individuals 


*Presented  at  the  Mid-Year  Conference  of  the 
American  College  of  Apothecaries,  Las  Vegas, 
Nevada,  March  26-30,  1962. 

♦ ♦Director,  Legal  and  Socio-Economic  Division, 
American  Medical  Association. 


and  your  leaders  have  been  alert  enough  to 
see  the  long-range  dangers  of  many  bills 
which  for  the  moment  are  directed  primarily 
at  physicians  or  hospitals. 

Medicine  can  no  longer  hope  or  expect  to  be 
successful  in  its  legislative  battles  and  in  its 
professional  programming  without  the  whole- 
hearted cooperation  and  assistance  of  all  ele- 
ments of  the  health  team.  We  are  convinced 
that  a better  rapport  must  be  established  be- 
tween physicians,  dentists,  pharmacists,  nur- 
ses, and  other  personnel  in  the  health  field. 
Members  of  all  of  these  professions  must  stop 
snipping  at  each  other  and  concentrate  on 
establishing  a feeling  of  mutual  trust  and  con- 
fidence. 

I certainly  hope  you  realize,  despite  what 
you  read  in  the  newspapers,  that  the  Ameri- 
can Medical  Association  is  not  a kingsized 
“Hard  Hearted  Hannah”  opposed  to  health 
care  for  the  aged.  On  the  contrary,  the  phy- 
sicians and  others  who  are  responsible  for  the 
very  existence  of  an  aged  population  are  most 
concerned  about  and  do  have  intelligent 
answers  to  the  real  health  problems  of  the 
aged.  As  in  any  area,  however,  a scientific  or 
an  informed  reaction  is  frequently  less  ap- 
pealing and  less  dramatic  than  one  which  is 
emotionally  or  politically  motivated.  Never- 
theless, I am  sure  that  to  any  objective  ob- 
server, medicine’s  record  of  long-standing  in- 
terest and  accomplishment  in  connection  with 
the  aged  and  their  health  problems  will 
“stack  up”  well  beside  the  shallow  pronounce- 
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merits  of  certain  recently  arrived  pseudo- 
sympathizers in  government,  politics  and 
labor. 

The  medical  profession  for  medical,  scien- 
tific, and  humanitarian  reasons  has  pursued 
programs  that  will  help  keep  our  aged  free  to 
direct  their  own  lives  and  to  derive  meaning 
from  them  in  later  years. 

And  we  are  far  from  being  alone  in  this 
philosophy.  Many  allied  health  groups  such 
as  yours  and  many  large  national  non-medical 
organizations  have  recognized  the  wisdom  of 
this  course. 

What  then  are  these  A.M.A.  positive  pro- 
grams, and  how  have  they  sought  to  create  a 
climate  in  which  the  aged  are  not  looked  upon 
as  a segregated,  stereotyped  group  with 
special  needs? 

Although  the  American  Medical  Associa- 
tion has  always  had  an  interest  in  the  well- 
being of  aged  persons,  its  current  formal 
work  in  this  area  goes  back  to  1949  and  its  co- 
sponsorship of  the  National  Commission  on 
Chronic  Illness. 

The  present  A.M.A.  Committee  on  Aging, 
which  was  formed  in  1955,  originally  centered 
its  efforts  primarily  around  a study  of  the 
diseases  of  aging. 

However,  two  basic  facts  came  to  light  very 
early  which  shifted  the  emphasis  of  the  Com- 
mittee’s study.  First,  it  was  found  that  while 
there  are  diseases  among  the  aged,  there  are 
no  diseases  of  the  aged.  Secondly,  the  Com- 
mittee discovered  that  the  vast  majority  of 
older  people  are  not  sick. 

Therefore,  it  was  determined  that  any  pro- 
gram on  behalf  of  older  citizens  should  give 
emphasis  to  preserving  and  extending  their 
favorable  health  status  and  to  providing  a 
continuing  opportunity  to  use  their  capabil- 
ities to  the  fullest. 

A Six-Point  Program 

With  this  guiding  principle  in  mind  the 
A.M.A.  in  1958  drafted  a document  known  as 
“Medicine’s  Blueprint  for  the  New  Era  of 
Aging.”  This  six-point  program  for  action  by 
the  medical  profession  has  since  that  time 
guided  the  work  of  the  Association  and  the 
state  and  county  medical  societies  in  the  field 
of  aging.  It  calls  for: 

(1)  Stimulation  of  a realistic  attitude 
toward  aging  by  all  people. 

(2)  Promotion  of  health  maintenance  pro- 


grams and  wide  use  of  restorative  and 
rehabilitative  services. 

(3)  Extension  of  effective  methods  of  finan- 
cing health  care  for  the  aged. 

(4)  Expansion  of  skilled-personnel  training 
programs  and  improvement  of  medical 
and  related  facilities  for  older  people. 

(5)  Amplification  of  medical  and  socio- 
economic research  in  problems  of  the 
aging.  And 

(6)  Leadership  and  cooperation  in  commun- 
ity programs  for  senior  citizens. 

A closer  look  at  these  six  points  will  in- 
dicate a realization  that  successful  solutions 
to  the  problems  of  the  aged  require  the  in- 
terest and  action  of  many  others  than  phy- 
sicians, ranging  from  the  aged  person  himself 
to  the  entire  community. 

Personal  apathy  and  delusions  based  on 
family  rejection,  unrealistic  employment  and 
retirement  policies  and  the  cruel  behavior  of 
a “youth  conscious”  society  are  probably  more 
important  than  the  medical  and  economic  as- 
pects of  the  problem. 

However,  since  the  real  or  imaginary  finan- 
cial problems  of  the  aged  are  receiving  pri- 
mary emphasis  these  days,  I will  comment  in 
some  depth  on  the  third  of  the  six  points  men- 
tioned, i.e.,  “the  extension  of  effective 
methods  of  financing  health  care  for  persons 
over  65.” 

For  many  years  various  departments  and 
committees  of  the  A.M.A.  have  worked 
closely  with  the  Blue  Cross  and  Blue  Shield 
Plans,  the  commercial  insurance  industry  and 
other  prepayment  mechanisms  to  develop  im- 
proved methods  of  providing  protection 
against  the  cost  of  illness. 

By  far  the  most  rapid  gains  in  health  in- 
surance coverage  in  recent  years  have  been 
made  among  the  65-plus  age  group.  For 
example,  during  the  period  1951-1957,  while 
total  Blue  Shield  enrollment  increased  by  85 
percent,  the  number  of  persons  over  65  cov- 
ered by  Blue  Shield  increased  170  percent. 

Voluntary  Health  Insurance  Plans 

As  a means  of  further  accelerating  this 
trend,  the  A.M.A.  House  of  Delegates  in  De- 
cember, 1958,  adopted  a resolution  urging  that 
its  state  and  county  medical  societies,  as  well 
as  physicians  everywhere,  expedite  the  de- 
velopment of  an  effective  voluntary  health 
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insurance  program  for  persons  over  65  with 
modest  resources  and  low  family  incomes. 

The  House  urged  that  physicians  agree  to 
accept  a lower  level  of  compensation  for  med- 
ical services  rendered  to  this  group  so  that 
such  insurance  and  prepayment  plans  could 
be  offered  at  a reduced  rate. 

The  response  to  this  resolution  was  an  im- 
mediate and  productive  one.  When  the  action 
was  taken  by  the  House  of  Delegates  there 
were  only  8 Blue  Shield  Plans  which  were 
offering  other  than  group  coverage  on  initial 
enrollment  to  persons  over  age  65.  Two  years 
later,  51  plans  had  done  so. 

It  should  also  be  noted  that  the  commercial 
insurance  companies  have,  partially  at  A.M.A. 
urging,  also  liberalized  their  underwriting 
practices  extensively  during  this  period  of 
time.  Many  of  them,  for  example,  abolished 
previous  requirements  that  coverage  would 
terminate  upon  attainment  of  a specific  age 
and  granted  the  right  to  convert  to  individual 
protection  upon  retirement  or  leaving  the  em- 
ploy of  a group  organization.  In  a significant 
number  of  instances  insurance  companies  ac- 
cepted applications  from  persons  who  had  al- 
ready attained  age  65. 

While  there  were  relatively  few  of  the  com- 
mercial companies  making  policies  available 
to  persons  over  age  65  in  December,  1958,  by 
the  end  of  1960  there  were  165  companies 
which  did  so  and  by  July,  1961,  that  group 
had  grown  to  220. 

Several  months  ago,  the  National  Associa- 
tion of  Blue  Shield  Plans  recognized  the  fact 
that,  despite  the  progress  made  by  its  member 
plans,  separate  efforts  could  not  do  as  ef- 
ficient and  effective  a job  of  covering  the  na- 
tion’s older  citizens  as  would  be  possible 
under  a single  uniform  national  program.  As 
a result,  National  Blue  Shield  undertook  the 
creation  of  a plan  designed  to  operate  nation- 
wide and  assure  the  availability  of  uniform 
health  benefits  protection  at  a uniform  prem- 
ium to  all  American  citizens  over  the  age  of 
65  regardless  of  their  place  of  residence. 

The  American  Medical  Association,  through 
its  Board  of  Trustees  has  pledged  its  coopera- 
tion to  the  complete  implementation  of  the 
program. 

On  February  3,  of  this  year,  the  A.M.A. 
Board  of  Trustees  issued  an  additional  state- 
ment urging  all  physicians  to  accept  an  ad- 


justed level  of  compensation  to  older  persons 
of  modest  resources  or  low  family  incomes 
whether  “they  have  health  insurance  cov- 
erage, a prepayment  type  policy,  or  pay 
directly  for  such  expenses  ‘out  of  pocket.’  ” 
The  new  Blue  Shield  program  will  cost 
$3.20  a month  for  a single  person,  and  $6.10 
for  a married  couple.  It  will  pay  the  full  cost 
of  medical-surgical  benefits  covered  for  single 
persons  whose  income  is  $2,500  a year  or  less, 
and  for  married  couples  whose  combined  in- 
come is  $4,000  or  less. 

Target  date  for  the  program  is  May  1,  1962. 
In  mid-March,  47  individual  plans  had  ap- 
proved participation  in  the  program  and 
others  have  since  taken  action.  At  that  time, 
32  state  or  local  medical  societies  had  voted 
their  approval  and  others  have  done  so  since 
with  more  expected  to  act  shortly  as  their 
scheduled  annual  meetings  are  held. 

I think  I should  mention  in  addition  that 
Blue  Cross  is  presently  working  out  details 
for  a nationwide  program  to  provide  hospital- 
ization benefits  for  the  aged. 

Today,  thanks  to  the  vigorous  work  of  vol- 
untary health-insuring  organizations — includ- 
ing Blue  Cross  and  Blue  Shield  — some  53 
percent  or  9 million  of  the  aged  have  some 
financial  protection  in  the  event  of  illness. 
This  percentage  and  gross  figure  undoubtedly 
will  continue  to  rise  in  our  health-conscious 
society. 

Better  Car©  At  Less  Cost 
The  A.M.A.  has  also  fostered  increased  ex- 
perimentation in  methods  of  providing  better 
health  care  at  less,  cost.  Surveys  have  been 
conducted  into  such  special  projects  as  or- 
ganized home  care  programs,  chronic  illness 
information  centers  and  rehabilitation  train- 
ing in  nursing  homes,  to  mention  some. 

The  A.M.A.  co-sponsored  a National  Con- 
ference on  Homemakers  Services  and,  as  a 
continuing  project,  issues  bi-monthly  a Home- 
maker Services  Bulletin. 

It  also  publishes  the  Chronic  Illness  News- 
letter which  is  sent  to  some  7,000  physicians 
and  health  and  welfare  personnel. 

As  a result  of  these  and  many  other  pro- 
grams, in  scores  of  other  fields,  I believe  it 
can  truly  be  said  that  the  American  Medical 
Association  is  continuing  each  year  to  make 
an  increasingly  valuable  contribution  to 
science  and  to  society.  That  it  has  been  able 
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to  do  this,  in  the  face  of  a grave  legislative 
crisis  for  the  past  several  years,  is  a tribute  to 
A.M.A.’s  strength  and  its  devotion  to  the  best 
interests  of  the  American  people. 

Federal  Legislation. 

In  the  remaining  few  minutes  I would  like 
to  comment  very  briefly  on  the  legislative 
crisis  which  confronts  us  and  the  actual 
rather  than  the  “manufactured”  attitude  of 
the  A.M.A.  toward  government. 

Popular  belief  notwithstanding,  it  is  the 
opinion  of  organized  medicine  that  many  of 
the  Federal  government’s  health  and  medical 
activities  are  clearly  a national  responsibility. 
For  example,  there  is  little  or  no  argument 
over  the  basic  objectives  of  the  public  health 
program,  hospital  and  medical  care  for  vet- 
erans with  service-connected  disabilities  and 
for  members  of  the  armed  forces,  the  existing 
regulatory  activities  of  the  Food  and  Drug 
Administration  and  similar  services  which  are 
beyond  the  scope  of  states,  communities  or  in- 
dividuals. 

There  is  another  large  area  in  which  the 
Federal  government  cooperates,  as  a sort  of 
financial  partner  with  states,  communities, 
and  private  organizations.  In  our  opinion,  the 
Federal  government  has  properly  stimulated 
state  and  local  effort  in  such  fields  as  the  con- 
struction of  hospital  and  research  facilities, 
the  support  of  medical  research  projects,  and 
the  development  of  adequate  medical  care 
programs  for  the  indigent.  It  does  this 
through  so-called  grants-in-aid  or  matching 
funds  which  provide  a certain  proportion  of 
the  costs  of  the  programs  or  projects  involved. 

I can  assure  you  that  these  views  and 
policies  of  the  A.M.A.  are  not  based  on  emo- 
tion nor  on  an  inflexible,  rigid  ideology. 
Rather  we  realize  as  I am  sure  you  do,  that  in 
a society  like  ours  the  issues  covered  by  this 
broad  subject  can  be  properly  resolved  only 
on  the  basis  of  sound  information,  careful 
study,  free  discussion  and  willing  recognition 
that  we  live  in  a changing  world.  Wisdom  also 
dictates,  however,  that  we  be  aware  not  only 
of  change  but  that  we  have  a healthy  respect 
for  the  past. 

During  the  past  five  or  six  years,  the  med- 
ical profession,  and  the  A.M.A.  in  particular, 
has  been  charged  by  our  friends  and  enemies 
alike  with  being  defensive  and  reactionary 
(last  Saturday  as  John  Birchers)  and  with 


failing  to  present  satisfactory  alternatives. 
While  it  is  true  that  we  have  not  launched  an 
all-out  offensive  and  while  there  is  nothing 
wrong  with  honest  negotiation,  the  records 
prove  that  we  are  not  as  vulnerable  legisla- 
tively as  some  would  have  you  believe.  In  the 
first  session  and  thus  far  during  the  second 
session  of  the  87th  Congress,  the  A.M.A. 
either  submitted  written  statements  or  of- 
fered oral  testimony  on  13  different  occasions. 
In  4 instances  we  opposed  the  legislation,  on 
3 occasions  we  were  either  neutral  or  pre- 
sented information  only,  and  6 times  we  ac- 
tively endorsed  the  proposal.  This  can  hardly 
be  called  a negative  approach. 

The  A.M.A.  actively  supported  the  Kerr- 
Mills  bill  which  was  signed  into  Law  on  Sep- 
tember 13,  1960.  This  bill  did  not  make  the 
mistake  of  treating  the  nearly  17  million  aged 
as  a homogenous  group  requiring  an  across- 
the-board  welfare  program.  By  providing  aid 
only  to  those  who  need  help,  it  allows  a 
majority  of  the  aged  to  continue  to  obtain 
health  care  through  voluntary  methods. 

The  Kerr-Mills  Record 

What  is  Kerr-Mills’  record? 

Despite  an  indifferent  Department  of 
Health,  Education  and  Welfare,  39  states  and 
three  territories  have  implemented  the  Kerr- 
Mills  law.  Twenty-five  of  these  states  have 
Medical  Assistance  to  the  Aged  programs  in 
operation,  and  14  states  have  expanded  their 
Old  Age  Assistance  programs. 

In  addition,  there  are  five  states  which  have 
enacted  Kerr-Mills  legislation,  but  which 
have  not  yet  put  the  program  in  effect. 

At  this  time  I would  like  to  emphasize  that 
the  West  Virginia  Kerr-Mills  program  — 
despite  “premature  obituaries”  — is  still  very 
much  alive.  On  February  10,  the  State  Legis- 
lature approved  a $1.3  million  appropriation 
which,  with  a matching  Federal  contribution, 
means  West  Virginia  will  have  $4,380,000  to 
operate  the  aged  medical  care  program  in  fis- 
cal 1963. 

As  for  the  program  now  in  operation  — 
which  was  supposed  to  be  bordering  on  bank- 
ruptcy — the  reports  were  grossly  exagger- 
ated. Instead  of  running  out  of  money,  it  de- 
veloped that  West  Virginia  had  $3,244,000  in 
Kerr-Mills  funds  more  than  enough  to  operate 
the  program  until  fiscal  1963. 

We  made  a study  of  the  Kerr-Mills  program 
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in  West  Virginia  and  the  antics  of  the  State 
Democratic  administration  which  was  openly 
accused  of  attempting  to  sabotage  the  pro- 
gram. 

We  found  little  to  refute  this  accusation. 
Kerr-Mills’  ability  to  weather  the  road  blocks 
thrown  by  politicians  in  West  Virginia  is  a 
remarkable  tribute  to  the  soundness  of  the 
program. 

In  conclusion,  I believe  that  health  needs  of 
the  aged  can  be  financed  by  further  imple- 
mentation of  the  Kerr-Mills  program,  by  the 
continuation  of  vigorous  efforts  to  expand 
prepayment  and  health  insurance  coverage, 
and  by  the  judicious  use  of  existing  state  and 
county  welfare  programs. 

In  my  opinion,  the  Administration’s  King- 
Anderson  bill  is  the  negative  approach  to 
health  care  of  the  aged. 

It  would  widen  the  socio-economic  gap  be- 
tween the  aged  and  the  rest  of  society. 

It  would  tend  to  set  senior  citizens  apart  as 
a dependent,  non-productive  segment  of  the 
population. 

It  would  impose  a costly  burden  on  future 
generations. 

And,  once  passed,  it  would  be  expanded 
until  a broad  government-run  health  care 
program  will  take  over  a medical  care  system 
which  has  been  acclaimed  as  the  finest  in  the 
world. 

Whether  a Federal  prescription  for  medical 
care  is  going  to  be  written  by  the  present 
Congress  may  very  well  depend  on  what  each 
of  you  is  willing  to  do  and  actually  do  ac- 
complish within  the  next  two  months. 

As  our  Ambassador  to  Britain  said  some 
time  ago:  “It  isn’t  wise  to  be  sporting  or  to 
be  a good  loser  when  the  prize  being  lost  is 
your  freedom.” 
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HYMN  TO  THE  WELFARE  STATE 

An  anonymous,  presumably  young,  wit  of  the  Cambridge  University  Medical  Society 
penned  the  following  “revision”  of  the  most  famous  Psalm  in  1957: 

The  Government  is  my  shepherd. 

Therefore  I need  not  work. 

It  alloweth  me  to  lie  down  on  a good  job. 

It  leadeth  me  beside  still  factories; 

It  destroyeth  my  initiative. 

It  leadeth  me  in  the  path  of  a parasite  for  politic’s  sake. 

Yea,  though  I walk  through  the  valley  of  laziness  and  deficit-spending, 

I will  fear  no  evil,  for  the  Government  is  with  me. 

It  prepareth  an  economic  Utopia  for  me,  by  appropriating  the  earnings  of  my  own  grand- 
children. 

It  filleth  my  head  with  false  security; 

My  inefficiency  runneth  over. 

Surely  the  Government  should  care  for  me  for  all  the  days  of  my  life! 

And  I shall  dwell  in  a fool’s  paradise  forever. 


— 407  — 


SOUTH  DAKOTA 


PROFIT  SHARING  PENSION  PLANS* 
by 

Tom  Brunson** 

Dallas,  Texas 


Stockholder-officers  and  executives  of  cor- 
porations are  on  a treadmill  today.  Stiff  cor- 
poration and  personal  income-tax  rates  de- 
prive them  of  the  fruits  of  their  labors.  If 
they  increase  the  profits  of  the  business,  only 
a trickle  slips  through  the  tax  strainers  set  up 
by  the  government. 

Even  where  profits  can  be  paid  out  to 
executives  in  the  form  of  salary  increases  and 
bonuses,  personal  income  taxes  skim  off  most 
of  the  cream. 

Thus,  the  problem:  A man  in  a moderately 
high  tax  bracket  is  an  employee  of  a corpora- 
tion — which  he  may  or  may  not  own  — and 
the  company  is  ready  to  give  him  a salary 
increase  or  a yearly  bonus.  The  strategy  in- 
dicated under  these  circumstances  is  not  to 
take  the  extra  payment  as  either  salary  in- 
crease or  a yearly  bonus.  As  stated,  in  both 
cases,  the  money  would  be  subject  to  high  in- 
come tax  rates. 

Let  us  discuss  what  might  be  a good 
strategy:  Under  a treasury  approved,  tax- 
exempt  profit-sharing  trust,  the  employee’s 
share  escapes  both  the  corporate  and  the  per- 
onal  tax  blows.  The  corporation’s  contribu- 
tion is  deductible  from  its  income.  The  trust’s 
income  is  exempt  from  tax.  The  employee’s 
share  is  not  taxed  until  paid  out,  and  then 
at  a long-term  capital  gain  rate. 


*Presented  as  part  of  a panel  discussion  at  the 
Mid- Year  Conference  of  the  American  College 
of  Apothecaries,  Las  Vegas,  Nevada,  March  26- 
30,  1962. 

**Fellow  of  the  American  College  of  Apothecaries. 


Therefore,  executives  now  realize: 

1.  A deferred-compensation  arrangement  is 
a sound  way  to  salvage  more  than  a pit- 
tance from  the  current  tax  system. 

2.  Of  all  deferred-compensation  methods, 
the  tax-exempt  profit-sharing  trust  is 
generally  considered  the  best  and  most 
efficient. 

It  should  be  made  clear  that  the  profit- 
sharing  trust  requires  the  corporation  to  con- 
tribute only  to  the  extent  profits  permit.  In 
good  times  (when  taxes  are  high)  the  contri- 
butions will  be  larger.  If  there  are  no  profits, 
no  contribution  is  made.  Moreover,  it  is  al- 
ways possible  to  place  a ceiling  on  the  con- 
tribution, just  as  it  is  possible  to  make  no  con- 
tribution until  profits  have  risen  above  a 
specified  level  or  a predetermined  yield  on 
invested  capital. 

The  essential  features  of  Raven’s  Prescrip- 
tion Pharmacies,  Inc.,  Profit  Sharing  Trust 
are: 

a.  All  officer-employees  and  employees  are 
members. 

b.  The  law  limits  the  normal  deduction  to 
15  percent  of  the  payroll  of  the  officers 
and  employees  who  are  members  of  the 
plan.  However,  if  any  year’s  contribu- 
tion is  less  than  15  percent  of  the  payroll 
(1961  is  a good  example),  then  the  dif- 
ference may  be  carried  over  to  years 
when  profits  permit  a contribution  of 
more  than  15  percent  of  payroll. 

c.  Individual  accounts  are  set  up  under  the 
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plan  for  each  member.  The  corporation 
contribution  each  year  is  allocated  to 
these  accounts  in  direct  proportion  to  an- 
nual salaries.  At  the  end  of  each  year 
the  trust  earnings,  which  are  tax-exempt, 
are  apportioned  to  the  accounts  of  the 
members  eligible. 

d.  Members  can  draw  down  their  entire 
shares  if  they  retire  for  age  or  disability. 
Upon  the  death  of  any  member  while 
employed,  his  share  is  paid  to  his  bene- 
ficiaries; or  to  his  estate  if  no  beneficiary 
has  been  designated. 

e.  The  first  year  of  membership  (after  one 
calendar  year  of  employment)  entitles  a 
member  to  a “vested  right”  in  10  percent 
of  his  account,  and  to  a vested  right  of  5 
percent  in  each  succeeding  year,  with  100 
percent  vested  interest  at  the  beginning 
of  the  20th  year.  Thus,  if  he  leaves  be- 
fore twenty  years  of  membership,  the 
member  forfeits  part  of  his  account.  The 
forfeited  part  is  then  redistributed 
among  the  accounts  of  the  remaining 
members. 

Hundreds  of  corporations  will  attest  that 
not  only  have  their  profit-sharing  plans  cost 
them  nothing,  but  that  their  profits  have 
greatly  increased.  Because  contributions  up  to 
an  average  of  15  percent  of  payroll  may  be 
taken  as  an  income  tax  deduction  by  the  cor- 
poration, a great  share  of  the  corporation’s 
payment  of  a profit-sharing  trust  comes  out 
of  money  that  would  otherwise  go  for  taxes. 
The  main  reason  for  profit  increase  is  that 
the  plan  gives  employees  the  sense  of  owner- 
ship, hence  a feeling  of  responsibility  for  the 
welfare  of  the  corporation,  since  their  own 
fortunes  rise  with  the  corporate  rise  in  profit. 

Example  of  a Profit-Sharing  Plan 

Now,  let  us  examine  how  the  executives  of 
the  Kennedy  Pharmacy,  a corporation,  fare, 
first,  without  the  profit-sharing  plan,  and 
second,  with  the  plan: 

Mr.  Kennedy,  the  President,  is  40,  married, 
with  two  children.  He  owns  50  percent  of  the 
stock.  His  brother  owns  the  rest. 

Mr.  Kennedy  draws  an  annual  salary  of 
$12,000  and  has  additional  income  of  $3,200 
from  investments.  Without  the  profit-sharing 
plan  his  dividends  from  the  company  for  1961 
would  have  been  $10,500;  and  with  the  plan. 


$7,500.  His  wife  has  no  income  of  her  own. 
Living  expenses  take  $11,000  a year.  What  is 
left  goes  into  stocks  yielding  an  average  of 
4 percent.  His  brother’s  picture  is  much  the 
same  (salary-wise,  that  is). 

No  Plan  With  a Plan 


Kennedy’s  income 


before  tax  

$25,700 

$22,700 

Income  Tax  (Standard 

deduction)  

5,700 

4,700 

Income  after  taxes  ____ 

20,000 

18,000 

Living  Expenses  

11,000 

11,000 

Available  for  private 

investments 

9,000 

7,000 

Allocation  for  year 
to  profit-sharing 

plan 

1,800 

Thus,  the  profit-sharing  plan 

cut  Ken- 

nedy’s  fund  for  private  investment 

in  1961  by 

$2,000.  In  return,  however,  Kennedy  has  $1,- 
800  earning  income  in  a tax-exempt  trust. 
And  that  trust  also  has  $10,950  in  the  accounts 
of  his  brother  and  the  other  employees. 

Now,  let  us  see  what  would  happen  if  tax 
rates  remain  constant,  and  the  events  of  1961 
repeat  themselves  year  by  year: 

We  assume  that  Kennedy’s  private  invest- 
ments would  earn  4 percent  a year,  before 
taxes.  Even  under  a joint  return  with  the  in- 
come splitting  technique,  Kennedy’s  top 
bracket  is  38  percent,  so  his  net  return  would 
be  21/2  percent. 

And  let  us  assume  that  the  profit-sharing 
trust  fund  yields  4 percent.  Since  the  trust  is 
tax-exempt,  this  is  a net  yield,  so  Kennedy 
would  get  off  to  a head  start  under  the  trust. 

And,  another  important  factor  to  be  re- 
membered is  that  in  his  corporation  profit- 
sharing  trust,  an  employee  has  to  be  a mem- 
ber of  the  plan  for  20  years  before  his  rights 
are  vested  100  percent.  And  if  he  leaves  be- 
fore 20  years  of  membership,  he  forfeits  part 
of  his  fund  to  the  other  participating  em- 
ployees. Let  us  assume  — conservatively  — 
that  forfeitures  swells  Kennedy’s  account 
each  year  by  4 percent.  That  brings  each 
year’s  yield  up  to  8 percent. 

Now,  let’s  trace  the  two  funds  ($2,000  a 
year  in  private  investment  fund,  as  against 
$1,800  a year  in  the  profit-sharing  trust  ac- 
count) through  the  years  until  1986,  when 
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Kennedy  becomes  65  years  old  and  plans  to 
retire: 

Amount  after:  Private  Fund  Profit-sharing 


Fund 

5 years 

$10,800 

$ 11,400 

10  years 

23,000 

28,200 

15  years 

36,800 

52,800 

20  years 

52,400 

89,000 

25  years 

70,000 

142,100 

It  is  most  important  to  note  that  taxes  have 
been  paid  on  the  private  fund,  and  have  not 
been  paid  on  the  profit-sharing  fund.  When 
Kennedy  draws  down  his  profit-sharing  trust 
account  in  1986,  he  presumably  can  treat  the 
entire  sum  as  a long-term  capital  gain,  thus  at 
present  rates  the  tax  cannot  be  greater  than 
25  percent. 

Therefore,  Kennedy  will  have  left,  after 
taxes,  the  sum  of  $106,575,  which  is  $36,575  or 
about  52  percent  more  than  he  would  have 
had  without  the  profit-sharing  plan. 

Finally,  we  should  remember  that  Ken- 
nedy’s brother  gets  similar  benefits,  and  both 
the  Kennedys  and  the  Kennedys’  Pharmacy 
employees  would  reap  great  benefits  through 
the  incentive  value  of  the  ever-growing  ac- 
count under  the  profit-sharing  trust. 

In  review,  with  a profit-sharing  trust,  these 
tax  benefits  are  gained: 

1.  The  amount  which  the  company  credits 
to  the  employee’s  account  in  the  trust  is 


not  taxed  against  the  employee  until  he 
receives  payment  from  the  trust.  Under 
the  arrangement  contemplated,  this  will 
be  years  later  when  the  taxpayer  has  re- 
tired and  his  income  is  presumably 
lower  and  subject  to  lower  tax  rates. 

2.  If,  when  the  member  retires,  becomes 
disabled,  or  dies,  the  entire  amount  due 
him  from  the  trust  is  paid  in  a lump 
sum,  and  the  distribution  is  no  longer 
fully  taxable  ordinary  income,  but  is 
converted  into  a long-term  capital  gain- 
maximum  tax  of  25  percent. 

3.  The  member’s  share  of  the  trust  prin- 
cipal is  invested  for  him  through  the 
years  and  earns  income.  The  trust  does 
not  pay  tax  on  this  added  investment  in- 
come, and  no  tax  is  paid  on  this  extra 
accumulation  until  it  is  received  by  the 
member  from  the  trust  — again,  as  a 
long-term  capital  gain. 

In  closing,  we  should  note  most  strongly 
that  these  tax  advantages  are  available  not 
only  to  large  corporations  which  commonly 
set  up  profit-sharing  programs,  but  are  just 
as  applicable  to  the  small,  close  corporation 
such  as  in  the  case  of  the  Raven’s  Prescrip- 
tion Pharmacies,  Inc.,  Profit  Sharing  Trust. 
And,  most  important  to  most  of  us,  any 
owner-employee  of  a corporation  can  share 
in  the  benefits  of  such  a program  equally 
with  a non-stockholder  employee. 
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Every  pharmacist  in  America  should  exercise  his  privilege  of  voting  in  the  November 
election. 

We  should  cherish  this  freedom,  this  right  to  vote,  and  the  right  to  elect  the  best  men  for 
national,  state,  and  local  offices. 

By  exercising  your  right  to  vote,  you  are  proving  that  you  are  worthy  of  living  in  and  en- 
joying all  of  the  benefits  of  a democracy. 

Take  that  fifteen  minute  coffee  break  on  election  day,  and  go  to  the  polls.  Remember 
that  we  as  Americans  and  as  pharmacists  have  much  at  stake  in  the  laws  that  are  enacted, 
and  enforced,  by  our  Congress  and  our  state  legislature.  So  get  out  and  vote  and  take  a friend 
to  the  polls. 

L.  B.  Urton, 

President 
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ANTI-CANCER  DRUGS  FOUND  IN 
PERIWINKLE 


Four  alkaloids  of  the  periwinkle  plant 
(Vinca  rosea,  Linn.)  have  shown  activity 
against  a wide  range  of  cancers  in  animals 
and  the  two  upon  which  clinical  information 
is  available  have  demonstrated  broad  anti- 
tumor effects  in  man,  a report  in  the  August 
issue  of  the  Journal  of  Pharmaceutical 
Sciences  discloses. 

In  the  article,  four  scientists  of  Eli  Lilly 
and  Company  summarize  more  than  five 
years  of  research  on  the  plant  in  several 
laboratories.  They  report  these  achievements 
from  their  own  laboratories:  (1)  exclusive 
discovery  of  twenty  periwinkle  alkaloids;  (2) 
codiscovery  of  three  others;  (3)  development 
of  commercial  production  procedures  for  an 
active  alkaloid  discovered  in  another  labora- 
tory; and  (4)  confirmation  of  the  presence  of 
four  of  the  other  six  alkaloids  listed  in  the 
scientific  literature. 

The  current  report  is  by  Gordon  H.  Svo- 
boda,  Ph.D.,  who  first  started  the  study  of  the 
Vinca  plant  at  Lilly;  Irving  S.  Johnson,  Ph.D., 
who  established  and  heads  up  the  company’s 
cancer-screening  program;  Marvin  Gorman, 
Ph.D.;  and  Norbert  Neuss,  Ph.D. 

The  authors  have  utilized  many  complex 
chemical  and  physical  procedures  to  extract 
the  periwinkle  alkaloids  and  to  determine 
the  structures  of  a number  of  them.  These 
are  also  outlined  in  the  current  report. 


Tlie  four  active  alkaloids  studied  are  vin- 
caleukoblastine  (VLB),  leurosine,  leurocris- 
tine,  and  leurosidine.  The  first  was  discov- 
ered by  scientists  at  the  University  of  Wes- 
tern Ontario.  Dr.  Svoboda  teamed  up  with 
Dr.  Johnson  (who  ran  the  bio-assays)  in  dis- 
covering the  other  three. 

Of  these,  only  VLB,  as  the  trademarked 
product  Velban,  is  presently  available  to 
physicians  generally.  The  others  are  still  un- 
der investigation  and  have  not  been  released. 

VLB  has  been  released  for  the  treatment 
of  generalized  Hodgkin’s  disease  and  chorio- 
carcinoma resistant  to  other  therapy.  The 
latter  is  a rare  tumor,  found  almost  ex- 
clusively in  women. 

Using  VLB,  physicians  have  maintained 
clinical  remissions  of  Hodgkin’s  disease  for 
periods  well  over  a year. 

In  the  status  report  it  is  disclosed  that  some 
clinicians  also  have  found  VLB  to  be  effective 
in  carcinoma  of  the  breast.  Carcinomas  of 
the  bronchus  and  colon  have  responded  to 
VLB.  The  report  adds  that  there  have  been 
isolated  instances  of  responses  in  seminoma, 
teratoblastoma,  and  melanoma. 

Some  investigators,  the  report  says,  have 
obtained  temporary  remissions  with 'VLB  in 
various  leukemias,  but  the  most  striking  anti- 
leukemic results  have  been  observed  with 
leurocristine.  In  one  study  cited,  the  National 
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Cancer  Institute  reported  five  complete  and 
three  partial  remissions  among  thirteen 
children  with  acute  lymphocytic  leukemia. 
The  complete  remissions  were  confirmed  by 
microscopic  examination  of  bone  marrow. 

No  clinical  results  are  available  on  leuro- 
sine  and  leurosidine. 

Discovery  of  leurocristine  and  leurosidine 
came  about  when  Dr.  Johnson  observed  that 
amorphous  fractions  free  of  VLB  and  leu- 
rosine  indefinitely  prolonged  the  lives  of 
DBA/2  mice  implanted  with  P-1534  ex- 
perimental lymphocytic  leukemia.  Dr.  Svo- 
boda  then  extracted  and  crystallized  the  two 
new  alkaloids. 

At  dosages  of  0.25  mg. /Kg.  and  0.30 
mg./Kg.,  60  percent  of  mice  treated  with  leu- 
rocristine survived  indefinitely.  At  dosages 
of  7.5  mg./Kg.  and  10.0  mg./Kg.,  90  percent 
of  mice  treated  with  leurosidine  survived  in- 
definitely. Significant  prolongation  of  life 
occurs  with  these  alkaloids  even  when  treat- 
ment is  delayed  until  the  animals  are  near 
death. 

The  authors  state  that  “very  preliminary 
studies  suggest  that  if  such  animals  survive, 
they  may  become  resistant  to  additional 
challenges  with  the  same  tumor.  ‘Curing’  of 
strain-specific  tumors  in  highly  imbred 
strains  of  laboratory  animals  is  in  itself  rare, 
but  resistance  to  subsequent  challenges  of  the 
same  tumor  is  almost  unique.  It  is  unknown 
whether  such  reactions  can  be  extrapolated 
usefully  to  any  clinical  situation,  either  con- 
cerning neoplasia  or  transplantation  pheno- 
mena.” 

The  preliminary  studies  in  animals  and 
man  suggest  that  tumors  which  become  re- 


sistant to  one  of  the  active  Vinca  alkaloids 
may  then  respond  to  another.  This  possible 
lack  of  cross-resistance  is  remarkable  in  view 
of  the  fact  that  the  alkaloids  are  so  closely  re- 
lated chemically.  The  dimeric  alkaloids 
VLB  and  leurocristine,  for  example,  differ 
only  in  a single  chemical  group  attached  to  a 
nitrogen  atom. 

The  tumor  system  established  by  Dr.  John- 
son for  the  screening  of  5,000  to  7,000  com- 
pounds annually  is  the  only  one  which  has 
been  able  to  detect  and  indicate  the  mag- 
nitude of  activity  of  all  the  active  Vinca  al- 
kaloids. In  earlier  reports.  Dr.  Johnson  has 
stated  that  clinical  activity  was  successfully 
predicted  with  86  percent  accuracy. 

The  report  on  the  status  of  Vinca  research 
clearly  shows  that  this  plant  is  a veritable 
“gold  mine”  of  medicinal  agents  which  de- 
serves the  fullest  exploration. 


NATIONAL  DISASTER 
MEDICAL  CARE  CONFERENCE 
IN  NOVEMBER 

“Survival  in  the  Sixties”  will  be  the  theme 
of  the  13th  County  Medical  Societies  Con- 
ference on  Disaster  Medical  Care  in  Chicago 
November  3-4. 

To  be  held  at  the  Palmer  House,  the  two- 
day  meeting  is  sponsored  by  the  American 
Medical  Association’s  Council  on  National 
Security.  The  question  of  survival  in  the 
sixties  will  be  explored  by  means  of  six 
symposia.  For  advance  registration  and  ad- 
ditional information  write  to  Mr.  Frank  W. 
Barton,  Secretary,  Council  on  National  Secur- 
ity, A.M.A.,  535  N.  Dearborn,  Chicago  10,  111. 
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PIONEERS  ANONYMOUS 
{Robins  Reader) 

“Why,  I thought  of  that  years  ago!”  Have 
you  ever  had  occasion  to  say  that  about  an 
invention,  a new  idea,  or  a better  way  of 
doing  something?  Most  of  us  have.  The 
reason  why  nothing  ever  came  of  it  is  be- 
cause we  figured  that  great  thoughts  are  sup- 
posed to  be  born  in  great  minds,  not  minds 
like  ours.  This  is  a misconception.  Like 
lightning,  ideas  strike  in  unpredictable  places, 
at  unexpected  times. 

Herbert  Spencer  wrote  in  his  First  Prin- 
ciples: “Whoever  hesitates  to  utter  that  which 
he  thinks  the  highest  truth  lest  it  should  be 
too  much  in  advance  of  the  time,  may  re- 
assure himself  by  looking  at  his  acts  from  an 
impersonal  view  ....  He  must  remember  that 
while  he  is  a descendent  of  the  past,  he  is  a 
parent  of  the  future;  and  that  his  thoughts  are 
as  children  born  to  him,  which  he  may  not 
carelessly  let  die.  He,  like  every  other  man, 
may  properly  consider  himself  as  one  of  the 
myriad  agencies  through  whom  works  the 
Unknown  Cause;  and  when  the  Unknown 
Cause  produces  in  him  a certain  belief,  he  is 
thereby  authorized  to  profess  and  act  out  that 
belief.” 

Maybe  you  are  on  time  — not  ahead  of  it! 


FREEDOM  AND  DISCIPLINE 

For  years,  some  members  of  our  profession 
have  had  an  almost  childish  belief  that  legis- 
lation could  alleviate  all  the  ills  of  pharmacy. 
Many  have  felt  that  our  troubles  would  dis- 
appear if  the  legislature  would  wave  its 
magic  wand  over  us.  If  we  are  realistic,  we 
know  this  is  not  true. 

It  has  been  pointed  out  time  and  time  again 
that  any  law  pertaining  to  the  pharmaceu- 


tical profession  is  designed  solely  for  the  pro- 
tection and  safety  of  the  public.  As  far  as 
pharmacy  and  pharmacists  are  concerned, 
these  laws  are  always  restrictive;  they  can 
never  be  protective.  There  is  no  constitu- 
tional way  that  the  legislature  can  impose 
upon  society  restrictions  which  are  designed 
primarily  for  the  promotion  of  the  economic 
prosperity  of  our  profession. 

Undoubtedly,  pharmacists  have  many  needs 
if  they  are  to  continue  to  serve  the  American 
public  efficiently.  One  thing,  however,  we 
do  not  require  • — that  is,  any  further  restric- 
tion. We  must  not  be  restricted  in  our  activ- 
ities. We  must  have  freedom  ■ — • freedom  to 
determine  the  conditions  within  our  profes- 
sion that  need  to  be  changed  for  the  better- 
ment of  society.  After  these  have  been  de- 
termined, we  must  have  freedom  to  make  the 
changes  which  are  necessary,  realizing  that 
what  is  good  for  the  public  is  also  good  for  us. 

It  must  be  recognized  that  before  we  can 
achieve  professional  freedom,  we  must  have 
discipline.  In  our  present  way  of  life,  there 
are  two  ways  by  which  we  can  obtain  pro- 
fessional discipline.  We  can  achieve  self- 
regulation  through  our  own  efforts,  or 
obedience  can  be  imposed  upon  us.  It  is  an 
undeniable  fact  that  self-discipline  is  far 
superior  to  imposed  discipline. 

If  we  do  not  develop  professional  order- 
liness, undoubtedly  imposed  discipline  will 
be  our  fate.  The  right  to  discipline  ourselves 
is  a privilege  — a privilege  which  we  can 
never  afford  to  abdicate. 

We  are  all  shareholders  in  the  future  of  our 
profession.  Wh,at  we  choose  to  do  or  not  to 
do  will  have  considerable  impact  on  achiev- 
ing the  freedoms  which  we  must  have  if  we 
are  to  continue  to  be  a major  and  important 
factor  in  the  health  professions  of  the  future. 
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M.  L.  KNIGHT  RECEIVES 
SERVICE  AWARD 

M.  L.  Knight,  West  Cen- 
tral Region  sales  representa- 
tive, Agricultural  Division, 
American  Cyanamid  Com- 
pany, has  been  cited  by  his 
company  for  20  years  of 
service.  The  citation,  along 
with  an  award,  was  made  at 
the  76th  annual  convention 
of  the  South  Dakota  Phar- 
maceutical Association  in 
Sioux  Falls,  June  17-19. 

The  citation,  made  by  Re- 
gional Manager,  L.  P.  Zapa- 
lac,  reads,  in  part:  “The 
Company  values  highly  the 
qualities  of  loyalty  and  faith- 
fulness which  you,  as  an  em- 
ployee, have  displayed.  We 
look  forward,  with  pleasure, 
to  continuation  of  our  asso- 
ciation with  you  and  extend, 
to  you,  our  best  wishes  for 
your  future  success  with  the 
Company.” 

Mr.  and  Mrs.  Knight  make 
their  residence  in  Brookings. 


SHIRLEY  CAMPUS 
PHARMACY  OPENS 

September  4th  marked  the 
opening  of  the  Shirley  Cam- 
pus Pharmacy,  Inc.,  at  823 
Medary  Avenue,  Brookings. 
Located  on  the  edge  of  the 
South  Dakota  State  College 


campus,  the  new  pharmacy 
will  cater  to  the  needs  of  col- 
lege students  and  faculty, 
neighborhood  residents  and 
tourists. 

A complete  line  of  drug 
store  merchandise  will  be 
offered  by  the  pharmacy, 
and  four  registered  phar- 
macists will  serve  alternat- 
ing shifts. 

The  new  store  is  the  site 
of  the  former  Kampus  Kafe 
which  has  been  completely 
remodeled,  including  a new 
front,  and  which  provides 
the  pharmacy  with  1600 
square  feet  of  floor  space. 
The  basement  of  the  build- 
ing will  house  the  new  Fer- 
gen’s  Varsity  Shop. 

J.  C.  Shirley,  president  of 
the  corporation,  has  been  a 
Brookings  pharmacist  since 
1946  when  he  purchased  the 
Tidball  Drug  Store.  A 1939 
graduate  of  South  Dakota 
State  College,  he  had  worked 
previously  in  pharmacies  in 
Madison,  Brookings,  Onawa, 
Iowa,  and  Oakland,  Cali- 
fornia. 

Serving  as  general  man- 
ager is  James  A.  Biersch- 
bach,  a 1960  graduate  of 
South  Dakota  State  College 
and  a native  of  Webster.  He 
will  be  in  charge  of  mer- 
chandise and  personnel. 


Alternating  as  pharmacists 
will  be  Shirley,  Gerrit  Heida, 
Marge  Lang,  and  John  Mor- 
iarty.  Heida,  a native  of 
Wagner,  is  a 1957  graduate 
in  pharmacy  at  South  Da- 
kota State  College.  He  be- 
came a partner  in  the  Shir- 
ley Pharmacy  in  1960.  Miss 
Lang,  also  a graduate  of 
State,  has  had  hospital  phar- 
macy experience  as  well  as 
experience  in  retail  stores. 
She  is  a registered  phar- 
macist in  Michigan  and 
South  Dakota.  Moriarty  is  a 
1947  graduate  in  pharmacy 
at  State  and  has  had  drug 
store  experience  in  Brook- 
ings and  New  Ulm,  Minn. 


PERSONNEL  CHANGES 
IN  AREA  PHARMACY 
BOARDS  ANNOUNCED 
Hughes  Named  To 
Iowa  Board 

Pharmacist  Charles 
Hughes,  of  the  Hughes  Drug 
Store,  Emmetsburg,  Iowa, 
has  been  appointed  as  a 
member  of  the  Iowa  Board 
of  Pharmacy  for  a three-year 
term.  Mr.  Hughes  succeeds 
Oscar  E.  Johnson  of  Kana- 
wah,  Iowa,  whose  term  ex- 
pired June  30,  1962. 

Peterson  Heads  Minnesota 
Board 

Ivan  Peterson,  Grand 
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Rapids,  Minnesota,  is  cur- 
rently president  of  the  Min- 
nesota Board  of  Pharmacy; 
Max  Bearman,  St.  Paul,  is 
vice  president.  Other  mem- 
bers are  Norman  Telander, 
Northfield;  William  F.  Ap- 
pel, Minneapolis;  John  H. 
Nelson,  Redwood  Falls  and 
Arthur  L.  Eide,  Minneapolis, 
secretary.  Edna  A.  Derubis, 
Stillwater,  is  the  Board’s  as- 
sistant secretary. 

Moore  Heads  North  Dakota 
Board 

J.  W.  Moore,  Bismarck,  is 
the  current  president  of  the 
North  Dakota  Board  of  Phar- 
macy. He  succeeds  Ansul 
Suckerman  of  Dickinson.  Re- 
elected secretary-treasurer 
is  A1  Doerr,  Bismarck.  Other 
members  of  the  Board  are 
O.  S.  Trom,  Lisbon;  E.  M. 
Sinner.  Fargo;  and  James  T. 
Irgens.  Williston. 


RESULTS  OF  SDSC 
RESEARCH  PUBLISHED 
IN  PHARMACY 
JOURNAL 

The  results  of  a research 
project  conducted  in  the  Di- 
vision of  Pharmacy  at  South 
Dakota  State  College  have 
been  published  in  a recent 
issue  of  the  Journal  of  Phar- 
maceutical Sciences. 

Completed  in  1960,  the  re- 
search was  done  by  Linda 
Kay  Rames.  (now  Mrs.  H. 
Dean  Hughes),  when  a grad- 
uate student  at  State,  under 
the  direction  of  Harold  S. 
Bailey,  Dean  of  Academic 
Affairs  and  Professor  of 


Pharmaceutical  Chemistry. 

The  project  is  part  of  a 
continuing  investigation  be- 
ing carried  on  at  State  of  the 
effects  of  radiation  on  bio- 
logical systems. 

By  subjecting  blood  to  a 
large  quantity  of  high- 
energy  radiation  and  using 
radioactive  tracer  tech- 
niques, it  was  possible  to 
identify  one  of  the  sub- 
stances that  is  formed  by  the 
irradiation  of  blood  sugar. 

The  significance  of  the 
findings.  Dean  Bailey  said, 
is  that  we  have  gained  an  in- 
sight into  one  of  the  pro- 
cesses that  may  take  place  in 
a living  organism  when  it 
experiences  radiation  sick- 
ness or  death  from  high 
radiation  levels. 

Mrs.  Hughes,  who  com- 
pleted the  work  for  her  mas- 
ter’s degree  at  State  in  1960, 
finished  two  years  of  study 
at  the  University  of  South 
Dakota  School  of  Medicine 
last  spring.  She  and  her  hus- 
band will  enroll  this  fall  at 
the  University  of  Iowa  Med- 
ical School  for  the  final  two 
years  of  study.  Mrs.  Hughes 
holds  a bachelor’s  degree 
from  South  Dakota  State, 
earned  in  1959. 


PHARMACY  STUDENTS 
RECEIVE  SCHOLARSHIPS 

In  a recent  announcement 
of  scholarship  winners  at 
South  Dakota  State  College, 
ten  pharmacy  students  were 
among  those  listed. 

L©e  Gustafson,  Centerville, 
has  been  awarded  a $500  Pep- 


sodent  scholarship  which 
will  be  given  over  a period 
of  five  years.  At  the  same 
time,  similar  Pepsodent 
scholarships  have  been  con- 
tinued for  Keith  Roberts. 
Pierre;  Rodney  Parry.  Cani- 
stota;  and  Connie  Cottrell, 
Aberdeen. 

Lewis  Drug  awards  of  $198 
each  were  given  to  Douglas 
Carnahan  and  Robert  Frick, 
both  of  Sioux  Falls.  Carol 
Reed,  Brookings,  was  the  re- 
cipient of  a Matthew  Tiernan 
scholarship  of  $198. 

Receiving  O’Connell 
Brothers  Drug  scholarships 
of  $150  each  are  Roger 
Bracha,  Rapid  City  and 
Theodore  Westley,  Aberdeen. 
Robert  Schnell,  Sturgis,  was 
named  recipient  of  an  F.  O. 
Butler  scholarship  of  $250. 


FORMER  S.  DAK. 
PHARMACIST  OPENS 
DENTAL  PRACTICE 
IN  NEBRASKA 

Dr.  Donald  C.  Asbjornson. 
former  South  Dakota  phar- 
macist, has  announced  the 
establishment  of  a dental 
practice  in  Lincoln,  Nebr. 

Dr.  Asbjornson,  a native  of 
Hendricks,  Minnesota,  grad- 
uated in  pharmacy  at  South 
Dakota  State  College  in  1953. 
Since  then,  and  prior  to  en- 
tering the  College  of  Dent- 
istry at  the  University  of 
Nebraska,  he  has  been  em- 
ployed in  the  Farrell  Drug 
Store,  Canton  and  Children’s 
Hospital  in  Denver,  Colo- 
rado. 
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Hamman-Rich  Syndrome: 
A Case  Report 

By 

R.  A.  Nelson,  M.D.*  and 
E.  G.  Huppler, 


^Department  of  Medicine,  Iowa  City,  Iowa. 

**Department  of  Surgery,  Bartron  Clinic, 
Watertown,  South  Dakota. 


CASE  REPORT 

A 49  year  old  white  farmer  (RCP)  con- 
sulted his  physician  for  the  complaint  of 
fatigue  in  November  1958.  His  physician  re- 
ported to  us  that  his  physical  and  laboratory 
findings  were  unremarkable. 

A month  later  he  was  seen  by  his  home 
physician  for  the  complaints  of  anorexia,  5 
pound  weight  loss  and  vague  upper  abdom- 
inal distress.  Another  physical  examination 
revealed  no  abnormality.  His  blood  pressure 
on  this  occasion  was  124/66  millimeters  of 
mercury.  Gastric  analysis  and  roentgeno- 
graphic  studies  of  the  upper  gastrointestinal 
tract  were  normal.  Treatment  with  tridi- 
hexethyl  chloride  and  meprobamate  brought 
remission  of  his  symptoms. 

In  February  1959,  after  a vacation  in  Cali- 
fornia, the  patient  returned  home  acutely  ill. 
He  complained  of  pain  in  his  right  chest; 
cough  productive  of  bloody  sputum,  and  a 
temperature  of  103  degrees  F.  orally.  Exam- 
ination revealed  a leukocytosis  of  21,000 
white  blood  cells  per  cubic  mulliliter;  pneu- 
mococci on  culture  of  his  sputum  and  right 
lower  lobe  pneumonia  verified  by  chest 
roentgenogram.  He  was  hospitalized  and  des- 
pite treatment  with  penicillin  and  tetracy- 
cline he  remained  febrile  for  eighteen  days. 
His  home  physician  stated,  “His  course  in  the 
hospital  was  marked  by  wide  variations  in 
his  reaction  to  his  illness  — on  one  day  he 
would  be  a model  patient  who  complained 
none,  ate  well  and  was  cheerful;  on  the  next 
day  he  would  be  extremely  apprehensive. 
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very  much  dissatisfied  with  everyone  and 
everything  and  offered  multiple  complaints.” 
After  23  days  of  hospitalization  he  was  dis- 
charged and  his  follow-up  visits  showed  the 
chest,  to  have  cleared  clinically  and  radio- 
graphically. A 

Seven  months  later  he  complained  of  short- 
ness of  breath  to  his  local  physician.  Referral 
to  a large  medical  center  for  a more  complete 
evaluation  of  his  exertional  dyspnea  was 
made  in  February  of  1960.  Chest  roentgeno- 
grams at  this  time  showed  pleural  thickening 
in  the  right  lower  lobe  and  a patchy  fibrosis 
in  the  left  lower  lobe.  Pulmonary  function 
studies  revealed  a vital  capacity  60%  of  pre- 
dicted normal,  a significant  reduction  of  the 
diffusing  capacity  across  the  capillary  al- 
veolar membrane,  and  a normal  arterial 
oxygen  saturation.  Cultures  of  sputa  and  skin 
tests  were  negative  except  for  a 4+  reaction 
to  histoplasmin.  Although  no  etiological 
agent  to  explain  the  patient’s  pulmonary 
disease  was  found  it  was  felt  that  the  capil- 
lary alveolar  block  might  be  due  to  inter- 
stitial pulmonary  fibrosis  following  a viral 
pneumonia  or  “farmers  lung”  from  exposure 
to  farm  dusts.®  Based  on  the  clinical  impres- 
sion and  laboratory  findings  it  was  suggested 
that  therapy  with  steroids  might  prove  neces- 
sary. He  received  such  steroids  for  three 
weeks  without  relief  and  this  therapy  was 
discontinued  April  1,  1960. 

On  July  25,  1960  we  first  saw  the  patient 
for  the  performance  of  pulmonary  function 
studies  because  of  progression  of  his  dyspnea. 
He  complained  that  warm  weather  aggra- 
vated his  shortness  of  breath  and  he  com- 
plained of  pain  in  his  lungs  from  vibration 
while  driving  a tractor  and  therefore  he  was 
unable  to  work.  Our  pulmonary  function 
studies  revealed  a vital  capacity  of  51%  and 
a maximum  breathing  capacity  of  38%  of  pre- 
dicted normals.  The  timed  vital  capacities 
were  normal.  Admission  to  Memorial  Hos- 
pital, Watertown,  South  Dakota  was  neces- 
sary on  July  28,  1960  because  of  rapid  pro- 
gression of  dyspnea  and,  in  addition,  sudden 
onset  of  abdominal  pain.  The  patient  was 
acutely  ill  and  found  to  be  moderately 
cyanotic.  His  temperature  was  95.8  degrees 
F.  orally,  pulse  112  per  minute,  respirations  40 
per  minute  and  blood  pressure  of  100/80  mm. 
Hg.  Clinically  the  heart  and  lungs  were  nor- 


mal. Examination  of  the  abdomen  revealed 
an  exquisitely  tender  mass  in  the  right  upper 
quadrant.  We  felt  that  the  patient  had  acute 
cholecystitis  and  the  previously  noted  pul- 
monary insufficiency. 

PATHOLOGY 

Laboratory  tests  obtained  shortly  after  ad- 
mission revealed  the  following:  leukocytosis 
of  16,500  per  cubic  millimeter,  with  a normal 
differential;  erythrocyte  sedimentation  rate 
of  69  millimeter  per  hour;  serum  bilirubin 
1.13  milligrams  percent  total,  and  icterus  in- 
dex of  10.6  units.  The  VDRL,  hemoglobin, 
hematocrit,  blood  urea  nitrogen,  cholesterol, 
serum  electrolytes,  carbon  dioxide  combining 
power,  SGOT,  thymol  turbidity,  cephalin 
flocculation,  alkaline  phosphatase,  prothrom- 
bin time,  total  proteins,  A/G  ratio,  and  plas- 
ma, paper  chromatography  were  within  the 
range  of  normal.  Two  electrocardiograms 
taken  at  a five  hour  interval  showed  only 
sinus  tachycardia  and  minor  T wave  changes. 
A thoracic  roentgenogram  revealed  minimal 
cardiac  enlargement,  and  a flat  plate  of  the 
abdomen  demonstrated  calcification  in  the 
right  upper  quadrant. 

During  the  first  four  hours  after  admission 
the  patient  improved  slightly  symptomatic- 
ally,  but  then  began  to  deteriorate  rapidly  as 
evidenced  by  profuse  sweating,  hypotension, 
increased  cyanosis  and  abdominal  pain.  Dur- 
ing treatment  for  vascular  collapse  he  com- 
plained bitterly  of  abdominal  pain  and  sud- 
denly expired. 

A complete  necropsy  was  performed.^  The 
pathologist’s  gross  findings  were: 

“1.  Acute  myocardial  failure  with  hepatic 
congestion  and  distension  of  the  hepatic 
capsule.  The  gall  bladder  was  tensely 
congested  but  there  was  no  evidence  of 
biliary  disease. 

2.  Diffuse  and  focal  pulmonary  fibrosis 
with  multiple  pulmonary  vascular 
thrombi. 

3.  Cerebellar  coning  with  mid-brain  com- 
pression.” 

The  pathologist’s  microscopic  diagnoses 
were: 

“1.  Pulmonary  disfunction  probably  on  the 
basis  of  vascular  disease  closely  ap- 
proximating periarteritis  nodosa. 

2.  Pulmonary  interstitial  fibrosis  and 
bronchopneumonia. 
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3.  Pulmonary  edema. 

4.  Cerebral  edema  and  cerebellar  coning.” 

The  microscopic  examination  showed  mul- 
tiple organizing  thrombi  in  varying  sized  pul- 
monary arterial  vessels.  The  clots  varied  in 
caliber  and  stage  of  organization.  Adjacent 
to  the  thrombi  was  an  inflammatory  exudate 
throughout  the  wall  of  the  blood  vessels. 
There  was  complete  obliteration  of  the  lumen 
of  the  smaller  vessels.  The  inflammatory 
exudate  in  the  muscular  layers  of  the  vessels 
was  of  the  chronic  mononuclear  cell  type. 
There  were  areas  of  pulmonary  edema 
throughout  the  lung  and  interstitial  fibrosis 
of  the  alveolar  walls  and  small  areas  of 
chronic  inflammatory  exudate. 

The  slides  of  the  lungs  were  reviewed  by 
another  pathologist  who  stated,  “The  thrombi 
of  the  pulmonary  vessels  have  become  organ- 
ized but  appear  to  be  of  a terminal  nature. 
There  is  some  edema  fluid  in  the  pulmonary 
alveoli  of  a spotty  nature  surrounding  the 
areas  of  thrombosis.  There  is  some  evidence 
of  interstitial  pulmonary  fibrosis  but  it  is 
spotty  and  not  very  marked.  I have  con- 
sidered the  possibility  of  alveolar  protenosis 
but  have  decided  the  proteinaceous  material 
is  not  thick  enough. 

DISCUSSION 

The  problem  of  diagnosis  was  only  par- 
tially resolved  by  detailed  clinical  and  patho- 
logical studies  and  will  remain  so.  Static 
fixed  tissues  as  the  pathologist  interprets 
them  do  not  reveal  all  the  evidence  of  past 
pathophysiological  events  leading  to  their 
altered  status  at  the  time  of  death.  Sub- 
sequent case  investigations  will  arrive  at  the 
same  end  until  diagnostic  procedures  are  de- 
veloped which  will  enable  investigators  to 
analyze  intracellular  and  intranuclear  pro- 
cesses. 

On  his  last  admission  to  the  hospital  the 
patient  presented  a picture  of  acute  cholecy- 
stitis complicated  by  moderately  far  ad- 
vanced pulmonary  insufficiency.  His  rela- 
tively sudden  onset  of  right  upper  quadrant 
pain  and  tenderness,  accompanied  by  leu- 
kocytosis, chemical  jaundice,  and  evidence  of 
right  upper  quadrant  calcifications  on  a plain 
roentgenogram  of  the  abdomen  were  quite 
consistent  with  the  presumptive  diagnosis. 
However,  his  rapid  deterioration  and  death 
within  a few  hours  posed  questions  only  par- 


tially answered  by  the  autopsy  findings.  In 
retrospect  the  man  proved  to  have  acute  cor 
pulmonale,  as  evidenced  by  the  dilated  right 
ventricle  and  relative  incompetency  of  the 
tricuspid  valve;  obvious  congestion  of  the 
hepatic  parenchyma;  and  both  fresh  and  or- 
ganizing pulmonary  thrombi,  apparently 
primary  and  not  embolic  from  peripheral 
sites  metastatic  to  the  lungs.  Two  electro- 
cardiographic tracings  revealed  only  sinus 
tachycardia.  The  “S”  waves  in  Lead  I,  even 
in  the  light  of  the  necropsy  findings,  were  not 
thought  to  be  significant  enough  to  con- 
tribute to  the  post-mortem  diagnosis  of  cor 
pulmonale.  The  intracranial  findings  of  flat- 
tened gyri,  cerebral  edema  and  coning  of 
the  cerebellum  contribute  evidence  of  the 
incompetence  of  the  right  heart. 

These  findings  are  concrete  and  firmly 
round  out  the  terminal  hours  of  the  patient’s 
life.  But  what  of  the  basic  pulmonary  di- 
sease? What  of  the  “idiopathic”  interplay  of 
events  that  led  to  the  pulmonary  fibrosis, 
organizing  thrombi,  pulmonary  insufficiency 
and  alveolar  capillary  block?  To  what 
stimulus  was  the  host’s  pulmonary  paren- 
chyma responding  during  the  preceding  two 
years?  Speculation  in  this  specific  instance  is 
useless  except  to  help  us  review  a variety  of 
entities  that  result  in  pulmonary  fibrosis. 

Berylosis  and  radiation  pneumonitis  are 
readily  discarded  through  a history  negative 
for  exposure.  Sarcoidosis,  tuberculosis, 
scleroderma,  lupus  erythematosus  dissem- 
inatus  and  pulmonary  carcinomatosis  can  be 
eliminated  by  a lack  of  the  ancillary  findings 
clinically  and  absence  of  evidence  objectively 
at  autopsy.  Wegener’s  pulmonary  granu- 
lomatosis must  be  considered,  not  only  be- 
cause of  the  respiratory  findings  but  out  of 
respect  for  a previous  prostatic  infection. 
Lack  of  upper  respiratory  tract  ulcerations 
and  absence  of  genito-urinary  tract  disease 
tend  to  eliminate  this  entity  but  do  not  rule 
it  out.  Periarteritis  nodosa  must  be  con- 
sidered, too,  but  again  cannot  be  disposed  of 
as  a diagnosis  since  it  not  infrequently  may 
be  manifested  prominently  in  the  lungs  and 
little  or  not  at  all  in  other  systems. 

Silo-filler’s  disease  is  caused  by  the  in- 
halation of  nitrogen  dioxide  gas  produced 
in  recently  filled  silos.  It  is  usually  charac- 
terized by  an  abrupt  onset  of  pulmonary 
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edema.  On  occasion  the  response  to  exposure 
may  be  delayed  for  two  to  three  weeks  and 
then  be  manifest  by  pulmonary  edema  or 
obliterative  bronchiolitis.  Either  picture  is 
frequently  followed  by  a fatal  outcome. 
There  was  no  history  of  exposure  elicited. 

Farmer’s  lung,! '2  an  entity  distinct  from 
silo  filler’s  disease,  is  caused  by  the  inhalation 
of  the  mold  dust  from  hay  and  silage.  The 
tissue  reaction  in  this  disease  leads  to  pul- 
monary fibrosis.  Most  authorities  today  be- 
lieve there  is  a hypersensitivity  reaction  to 
the  inhaled  dust  and  reject  previous  opinions 
holding  Candida  albicans  to  be  the  etiologic 
agent.  Could  this  man  have  had  farmer’s 
lung? 

The  presence  of  alveolar  capillary  block 
brings  to  mind  the  possibility  of  pul- 
monary alveolar  proteinosis. 3 The  differen- 
tiation can  be  made  on  cytological  study  of 
the  tissues  obtained  from  biopsy  or  autopsy. 
There  is  no  alteration  of  the  alveolar  capil- 
lary bed,  no  alveolar  septal  proliferation,  and 
no  infiltration  of  the  interstitium  with 
chronic  inflammatory  cells  as  found  in  the 
present  case.  Absence  of  alveoli  filled  with 
thick  proteinaceous  material  complete  the 
elimination  of  this  entity. 

Refuge  is  offered  to  us  in  the  intricasies 
and  partially  known  features  of  the  Ham- 
man-Rich  syndrome.  The  great  variation  in 
the  extent  and  type  of  involvement  of  the 
pulmonary  tree  allows  much  latitude  at  the 
present  time  in  respect  to  inclusion  of  cases 
under  this  heading.  As  more  evidence  is  ac- 
cumulated fewer  idiopathic  labels  will  be  ap- 
plied in  years  to  come. 

HAMMAN-RICH  SYNDROME 

In  1944  Hamman  and  Rich  reported  four 
cases  of  primary  interstitial  pulmonary  fi- 
brosis. The  earliest  clinical  manifestations  of 
this  disease  are  dyspnea,  cough  and  cyanosis 
which  may  be  accompanied  by  weight  loss, 
clubbing  of  the  fingers,  weakness  and  rales. 
Roentgenographic  examination  of  the  chest 
reveals  a normal  chest  on  occasion  but 
usually  demonstrates  finely  nodular  or 
reticular  densities  bilaterally.  Pulmonary 
function  studies  show  a diminished  vital 
capacity  assumed  to  be  due  to  decreased 
elasticity  of  the  lung  parenchyma  and  de- 
creased number  of  functioning  alveoli.  The 
timed  vital  capacity  is  normal  and  thus  in- 


dicates no  airway  obstruction.  Analysis  of 
gas  exchanges  across  the  alveolar  membrane 
ordinarily  reveals  little  or  no  oxygen  grad- 
ient increase  at  rest  until  the  alveolar  capil- 
lary block  is  severe  or  the  stress  of  increased 
oxygen  consumption  is  applied  with  exercise. 

Rubin  et  aH  reviewed  Hamman  and  Rich’s, 
and  others’  cases,  and  added  one  more  of 
their  own  and  concluded  that  the  course  of 
the  disease  may  be  prolonged  to  many  months 
and  even  years  in  contrast  to  the  previously 
recorded  cases  which  lasted  a matter  of  a few 
weeks  or  months.  Banyai  & Peabody^  sum- 
marized the  characteristic  pathological  find- 
ings as  follows: 

(1)  It  is  an  inflammatory  process  with 
edema,  hemorrhage,  and  few  leukocytes 
which  is  different  from  ordinary  pneu- 
monia of  bacterial  origin. 

(2)  There  is  an  enlargement  of  the  lining 
alveolar  cells. 

(3)  Necrosis  of  the  alveolar  and  bronchial 
epithelium. 

(4)  Formation  of  a hyaline  membrane  that 
lines  the  alveoli. 

(5)  Extensive,  diffuse,  and  progressive  in- 
terstitial proliferation  of  fibrous  tissue 
throughout  all  lobes  of  both  lungs  asso- 
ciated with  focal  organization  of  intra- 
alveolar  hemorrhage. 

(6)  Eosinophilic  leukocytes  in  the  interstitial 
tissue  in  3 or  4 cases. 

(7)  No  stainable  bacteria  in  the  lesions. 

The  passage  of  oxygen  across  the  alveolar 

membrane  and  into  the  red  blood  cells  of  the 
pulmonary  capillaries  is  accomplished  solely 
by  diffusion.  Diffusion  is  the  movement  of 
oxygen  molecules  from  a region  of  higher 
partial  pressure  within  the  alveolus  to  that 
of  a lower  partial  pressure  of  oxygen  within 
the  pulmonary  capillary.  This  normally 
ranges  at  rest  from  12  to  20  millimeters  of 
mercury.  When  impairment  of  this  process 
of  diffusion  across  the  alveolar  membrane 
exists,  the  condition  is  referred  to  as  alveolar 
capillary  block.  Blood  flow  through  the 
diminished  capillary  bed  gives  paradoxical 
results  in  oxygenation  of  the  red  blood  cells. 
The  compensatory  mechanism  of  pulmonary 
hypertension  results  in  more  rapid  passage 
of  the  blood  through  the  capillary  bed.  This 
does  not  allow  enough  time  for  diffusion  of 
oxygen  across  the  alveolar  capillary  mem- 
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brane  and  the  blood  returns  to  the  left  heart 
only  partially  saturated.  This  effect  is  en- 
hanced markedly  by  exercise  in  which  the 
rigid  capillary  bed  is  able  to  accept  the  in- 
creased blood  flow  only  by  allowing  a greater 
velocity  of  passage  and  thereby  permitting 
even  less  opportunity  for  oxygen  transfer  to 
take  place.  The  difference  in  oxygen  satura- 
tion between  rest  and  exercise  is  not  second- 
ary to  the  thickening  of  the  alveolar  mem- 
brane but  rather  of  the  velocity  of  pulmonary 
blood  flow.  Accordingly,  Luchsinger,  Moser 
et  al®  feel  that  a reduction  of  pulmonary 
blood  flow  would  represent  a logical  thera- 
peutic approach.  They  suggested  an  agent 
such  as  hexamethonium  to  reduce  pulmonary 
hypertension  and  to  slow  blood  flow  allowing 
better  oxygenation.  This  would  in  theory 
forestall  right  heart  failure,  at  least  tem- 
porarily. 

Therapy  with  steroids  is  based  on  the  as- 
sumption that  the  most  likely  pathophysio- 
logic process  is  that  of  a hypersensitivity 
response  of  the  pulmonary  parenchyma  to  a 
variety  of  noxious  stimuli.  An  autoimmune 
antibody  response  may  be  implicated  as  well. 
Such  is  suspected  to  be  the  effect  of  rheu- 
matoid arthritis  on  the  lung.  Steroids  were 
used  in  the  hope  that  this  response  could  be 
blocked  or  partially  suppressed.  On  occasion 
the  results  have  been  gratifying,  but  ordin- 
arily the  response  is  equivocal  or  poor.  Some 
authors  believe  that  steroids,  once  started 
should  be  continued  without  interruption, 
because  clinically  patients  so  treated  become 
much  worse  when  such  therapy  is  with- 
drawn. 

SUMMARY 

A case  report  is  given  of  a 49  year  old 
farmer  suffering  from  a chronic  pulmonary 
disease.  From  the  onset  of  his  first  symptom 
of  fatigue  in  November  of  1958,  progressive 
and  inexorable  disability  followed  leading  to 
his  death  from  acute  cor  pulmonale  on  July 
28,  1960.  A brief  course  of  steroid  therapy 
evoked  no  improvement  and  was  discon- 
tinued after  three  weeks.  We  believe  this 
patient  presented  the  symptoms,  course,  and 
findings  most  closely  compatible  with  a diag- 
nosis of  the  Hamman-Rich  syndrome. 
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Shotgun  Blast  Injuries 


Of  The  Hand* 

By 

Robert  E.  Van  Demark,  M.D. 
Sioux  Falls,  South  Dakota 


* Presented  in  part  at  the  meeting  of  the 
S.  Dak.  Chapter  of  the  American  College  of 
Surgeons,  Huron,  S.  Dak.,  Jan.  13,  1962. 


Shotgun  blast  injuries  result  in  far  more 
extensive  damage  to  the  tissues  of  the  hand 
than  do  other  gunshot  wounds.  In  this  geo- 
graphical area  they  are  seen  particularly  in 
pheasant  hunters  in  which  the  hand  has  been 
resting  over  the  muzzle  of  a loaded  gun.  In 
through-and-through  wounds  the  point  of 
entrance  is  small  compared  with  the  point  of 
exit  (Fig.  1).  The  charge  fans  out,  shredding 
the  soft  tissue,  fragmenting  the  bones  and 
dividing  the  arteries,  to  result  in  embarrassed 
circulation  not  only  as  a result  of  direct  in- 
jury to  the  arteries,  but  also  from  the  hema- 
toma, thrombosis  and  edema  of  injury.  Phy- 
sical examination  of  these  patients  must  not 
only  be  directed  toward  a local  condition  of 
the  hand,  but  also  the  general  condition  of 
the  patient.  Roentgenographic  examination 


Figure  1.  Shotgun  blast  injury  of  the  hand  re- 
sulting from  the  discharge  of  the  gun  with  the 
hand  over  the  muzzle.  The  extensive  soft  tissue 
injuries  are  shown  which  were  incurred  as  well 
as  a loss  of  a portion  of  he  second  metacarpal  and 
lesser  multangular  bones.  (Published  by  courtesy 
of  the  American  Journal  of  Orthopaedics^) 
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will  reveal  the  extent  of  the  bone  damage 
which  invariably  appears  much  less  than  the 
clinical  examination  and  the  soft  tissue  dam- 
age. First-aid  treatment  consists  in  immed- 
iate application  of  a gentle  sterile  compres- 
sion dressing  to  prevent  blood  loss  and 
further  contamination.  The  splinting  of  the 
extremity  on  the  Mason-Alien  splint  as  well 
as  elevation  of  the  extremity  is  most  helpful 
until  prompt  definitive  treatment  can  be 
started.  On  arrival  at  the  hospital,  pro- 
phylactic tetanus  antitoxin  should  be  given 
as  well  as  antibiotics,  and  the  patient  typed 
and  cross-matched  for  blood.  We  have  found 
axillary  block  anesthesia  particularly  helpful 
in  these  patients  as  many  of  them  have  had 
food  or  drink  shortly  prior  to  the  time  of  in- 
jury. Prompt  cleansing,  irrigation  and  con- 
servative debridement  will  permit  maximum 
salvage  of  the  remaining  tissues.  Primary 
reparative  procedures  should  be  avoided  in 
these  contaminated  cases.  It  is  only  after  a 
period  of  a few  days,  when  the  patient  is 
afebrile  and  the  wound  is  found  clean,  that 
further  procedures  including  early  wound 
coverage  should  be  performed.  Bone,  nerve 
and  tendon  repair  can  be  done  only  through 
good  tissue  and  for  this  reason  all  scar  must 
be  excised  as  a secondary  procedure  and  re- 
placed with  good  pedicle  skin  before  the  re- 
pair of  the  bones,  nerves  and  tendons;  the 
latter  two  are  often  performed  at  the  same 
I time.  Months  and  even  one  to  three  years 
may  be  required  before  maximum  surgical 
improvement  will  be  affected. 

CASE  REPORT 

A white  male,  age  17,  was  admitted  to  Mc- 
Kennan  Hospital  following  a shotgun  blast 
wound  of  the  left  hand.  The  buck  shot  had 
gone  through  the  hand  fracturing  the  second 
metacarpal  and  lesser  multangular  and  blow- 
j ing  out  all  the  tendons  of  the  thumb  and  in- 
I dex  finger  (Fig.  1).  Some  of  the  buck  shot 
If  had  spent  themselves  in  the  soft  tissue  of  the 
1 upper  left  arm.  The  wounds  were  debrided 
I and  one  week  later  a split  thickness  skin 
il  graft  was  applied.  In  February,  1959,  a pedicle 
skin  graft  was  begun  which  was  completed 

I in  March  with  a good  result.  In  April,  1959, 
the  patient  underwent  a bone  graft  using 
iliac  bone  to  replace  the  absent  bone  (Figs.  2, 
3).  In  December  of  1959  the  flexor  tendons 
were  grafted  and  in  March,  1960,  the  extensor 
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tendons  were  grafted  using  the  long  exten- 
sors from  the  dorsum  of  the  left  foot.  Plastics 
were  performed  on  the  pedicle  graft  to  re- 
move the  redundant  fat.  The  result  (shown 
in  Figs.  4,  5,  6)  was  sufficiently  satisfactory 
that  the  patient  subsequently  made  the  All- 
State  Class  B Football  Team  and  was  given 


Figure  2.  Iliac  bone  graft  fixed  in  position  with 
Kirschner  wires.  (Published  by  courtesy  of  the 
American  Journal  of  Orthopaedics^) 


Figure  3.  End  result  of  bone  graft.  (Published  by 
courtesy  of  the  American  Journal  of  Ortho- 
paedics4) 


Figure  4.  Patient  was  able  to  make  a good  fist 
following  surgery,  which  included  debridement, 
split  thickness  skin  graft,  multi-stage  pedicle  graft, 
bone  grafts,  multiple  tendon  grafts  and  plastics 
on  the  pedicle.  (Published  by  courtesy  of  the 
American  Journal  of  Orthopaedics4) 
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Figure  5.  The  thumb  could  be  opposed  to  the 
ring  finger,  but  not  the  little  finger.  (Published  by 
courtesy  of  the  American  Journal  of  Ortho- 
paedics-^) 


Patient  6.  The  patient  has  good  extension  in  all 
fingers  and  the  thumb.  (Published  by  courtesy  of 
the  American  Journal  of  Orthopaedics-^) 


an  athletic  scholarship  at  a university  which 
he  wished  to  attend. 

DISCUSSION 

This  case  illustrates  the  typical  findings  of 
penetrating  shotgun  blast  wound  of  the  hand 
and  the  results  obtained  with  the  methods  of 
treatment  outlined.  Prompt  and  well  planned 
immediate  treatment  will  result  in  a greater 
salvage  of  these  extensively  damaged  hands 
as  well  as  a more  rapid  recovery  from  this 
devastating  injury. 
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BLUE  SHIELD  ENROLLMENT 
SURPASSES  50  MILLION  MARK 

The  76  Blue  Shield  Plans  located  in  North  America  surpassed  the  50  million  member 
mark  in  their  enrollment  as  of  June  30,  1962.  The  announcement  was  made  by  the  National 
Association  of  Blue  Shield  Plans.  Total  membership  in  Blue  Shield  at  the  end  of  June  reached 
50,047,782,  as  a result  of  a net  gain  of  795,160  new  members  during  the  second  quarter  of  1962. 
The  June,  1962  figure  represents  an  increase  of  almost  two  million  members  over  the  June, 
1961  enrollment  mark. 
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S.D.S.M.A. 

COUNCIL  MEETING  MINUTES 
SUNDAY,  SEPTEMBER  16.  1962.  1:30  P.M. 
HOLIDAY  INN.  SIOUX  FALLS.  S.  D. 


The  meeting  was  called  to  order  at  1:30  P.M.  by 
Chairman  E.  P.  Sweet,  M.D.  Present  for  roll  call 
were  Drs.  Magni  Davidson,  R.  H.  Hayes,  A.  P. 
Reding,  A.  A.  Lampert,  C.  J.  McDonald,  E.  J.  Perry, 
J.  J.  Stransky,  M.  C.  Tank,  L.  C.  Askwig,  Paul 
Hohm,  E.  T.  Lietzke,  J.  T.  Elston,  E.  P.  Sweet,  and 
H.  E.  Lowe. 

Dr.  Perry  moved  that  the  reading  of  the  minutes 
of  the  previous  meeting  be  dispensed  with.  The 
motion  was  seconded  by  Dr.  Davidson  and  carried. 

The  first  item  of  business  was  consideration  of  a 
revision  of  the  Bylaws  to  change  the  manner  of 
appointing  the  Nominating  Committee  at  the  an- 
nual meeting.  Dr.  Reding  moved  that  the  Coun- 
cilors take  the  matter  back  to  their  Districts  for 
discussion  to  determine  the  feeling  of  the  mem- 
bers and  report  back  at  the  January  Council 
meeting.  The  motion  was  seconded  by  Dr.  Hohm 
and  carried. 

Mr.  Foster  spoke  briefly  on  the  Group  Loss-Of~ 
Time  coverage  endorsed  by  the  South  Dakota 
State  Medical  Association.  Mr.  Mac  Hobbs  of  the 
Harold  Diers  Company  appeared  before  the  Coun- 
cil to  discuss  the  plan  presently  in  operation.  He 
indicated  that  221  physicians  are  enrolled  in  his 
company’s  plan,  with  approximately  Vz  of  that 
number  carrying  the  major  medical  coverage.  Mr. 
Robert  Bowling  of  the  Combined  Insurance  Com- 
pany of  America  then  appeared  before  the  Coun- 
cil to  explain  the  proposal  of  his  company  for  a 
Group  Loss-Of-Time  Plan.  Dr.  Hohm  moved  that 
all  physicians  enrolled  in  the  Harold  Diers  plan  be 
contacted  to  determine  if  they  would  be  interested 
in  changing  to  another  plan;  and  that  all  phy- 
sicians not  now  covered  be  contacted  to  determine 
if  they  would  be  interested  in  enrolling  in  the  new 
plan.  The  motion  was  seconded  by  Dr.  Reding  and 
carried.  Dr.  Hohm  moved  that  the  Councilors 
should  bring  the  matter  up  for  discussion  at  their 
District  Society  meetings  and  that  financial  state- 
ments on  both  companies  be  obtained  and  mailed 
out  to  the  Councilors  for  their  information.  The 
motion  was  seconded  by  Dr.  Stransky  and  car- 
ried. 

Mr.  Foster  explained  the  report  of  the  Tuber- 
culosis Committee  to  the  Legislative  Research 
Council.  He  then  read  the  report  of  the  Tuber- 
culosis Committee  meeting  which  was  held  on 
September  14.  Dr.  Askwig  moved  that  the  Coun- 
cil authorize  Dr.  J.  A.  Cline  to  again  approach  the 
Speaker  of  the  House  of  the  South  Dakota  Legis- 
lature to  determine  his  attitude  on  the  proposals 
and  report  same  to  the  executive  office.  Dr.  David- 
son seconded  the  motion  and  it  was  carried.  Dr. 
Davidson  moved  that  the  Council  endorse  the 
study  of  the  Joint  Committee  as  previously  sub- 
mitted to  the  Legislative  Research  Council.  The 
motion  was  seconded  by  Dr.  Stransky  and  carried. 

Mr.  Foster  discussed  a letter  written  to  the 
American  Medical  Association  concerning  Dr. 
Arthur  A.  Lamport’s  appointment  to  the  AMA’s 
Council  on  Legislative  Activities.  Dr.  Reding 
moved  that  the  Council  express  its  approval  of  the 
letter  written  to  the  American  Medical  Association 
by  Mr.  Foster  concerning  this  nomination.  The 
motion  was  seconded  by  Dr.  Hohm  and  carried. 

Mr.  Foster  read  a letter  from  the  National  Coun- 
cil on  the  Aging  asking  for  financial  assistance  and 
support.  Dr.  Davidson  moved  that  the  matter  be 
tabled  without  action.  Dr.  Hohm  seconded  the  mo- 
tion and  it  was  carried. 


A discussion  on  the  implementation  of  the  Kerr- 
Mills  Law  in  South  Dakota  was  then  held.  Mr. 
Foster  explained  the  work  that  has  been  done  and 
also  the  action  of  the  Legislative  Research  Coun- 
cil’s Subcommittee  on  Welfare.  Dr.  Lampert  also 
discussed  action  that  had  been  taken  recently  on 
this  implementation  and  made  suggestions  for 
future  steps.  Dr.  Lampert  moved  that  the  Coun- 
cil request  Blue  Cross  and  Blue  Shield  to  submit 
a definite  contract  plan  for  coverage  of  Old  Age 
Assistance  recipients  by  October  10,  to  the  Legis- 
lative Research  Council.  The  motion  was  seconded 
by  Dr.  Reding  and  carried.  Mr.  Foster  was  in- 
structed to  prepare  a proposal  which  will  be  sent 
to  each  member  of  the  Council.  It  was  also  sug- 
gested that  at  least  two  officers  of  the  Association 
be  present  at  the  meeting  on  October  10.  Dr.  Hohm 
moved  that  the  Association  submit  to  the  Legis- 
lative Research  Council  and  the  Governor  our 
willingness  to  operate  a pilot  program  as  well  as 
to  participate  in  any  study  they  might  wish  to 
make.  The  motion  was  seconded  by  Dr.  Tank  and 
carried. 

Mr.  Foster  discussed  the  problem  submitted  by 
the  South  Dakota  Joint  Committee  for  Improve- 
ment of  the  Care  of  the  Patient  concerning  doc- 
tors pronouncing  patients  dead  over  the  telephone, 
inasmuch  as  South  Dakota  law  prohibits  such  pro- 
cedure. Dr.  Stransky  moved  that  Mr.  Foster  in- 
clude this  item  in  a future  issue  of  the  Grab  Bag, 
and  in  this  item  quote  the  South  Dakota  Code 
covering  this  matter.  The  motion  was  seconded 
by  Dr.  Davidson  and  carried. 

Mr.  Foster  discussed  recent  actions  by  the  South 
Dakota  State  Board  of  Medical  and  Osteopathic 
Examiners  for  the  information  of  the  Council. 

Mr.  Foster  read  a letter  from  the  South  Dakota 
Municipal  League  concerning  distribution  of  a 
“Home  Rule  for  South  Dakota”  pamphlet.  Dr. 
McDonald  moved  that  the  Council  not  endorse  dis- 
tribution by  the  Association  of  this  pamphlet;  that 
distribution  can  be  made  to  the  doctors  in  the  State 
through  their  own  facilities,  if  they  so  desire.  The 
motion  was  seconded  by  Dr.  Stransky  and  carried. 

Mr.  Foster  discussed  a request  from  the  South 
Dakota  Chapter  of  the  College  of  Surgeons  for  the 
executive  office  to  provide  office  work  and  handle 
the  finances  for  the  State  Chapter.  Dr.  Elston 
moved  that  the  executive  office  accept  the  work, 
if  the  group  wishes.  The  motion  was  seconded  by 
Dr.  Perry  and  carried. 

The  names  of  Dr.  L.  J.  Pankow  and  Dr.  R.  L. 
Green  were  submitted  by  the  Seventh  District 
Medical  Society  for  honorary,  life  time,  non-dues 
paying  memberships.  Dr.  McDonald  moved  that 
these  two  physicians  be  voted  into  Life  Member- 
ship. The  motion  was  seconded  by  Dr.  Hayes  and 
carried. 

Dr.  Reding  announced  that  Mrs.  C.  Rodney 
Stoltz  would  be  installed  as  president  of  the  Na- 
tional Woman’s  Auxiliary  at  the  American  Med- 
ical Association  annual  meeting  in  June,  and  sug- 
gested that  the  State  Association  arrange  for  a 
tea  or  reception  in  her  honor  at  that  time.  Dr. 
Stransky  moved  that  the  Council  authorize  the 
expenditure  of  the  necessary  funds  to  sponsor  this 
activity.  The  motion  was  seconded  by  Dr.  Tank 
and  carried. 

Dr.  Reding  discussed  the  matter  of  establishing 
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a special  committee  composed  of  equal  numbers  of 
doctors  and  attorneys  to  function  as  a Review 
Board  for  possible  suits  in  South  Dakota.  It  was 
pointed  out  that  the  president  could  appoint  ad- 
ditional members  to  the  Medical  Legal  Committee 
without  a change  of  the  bylaws,  if  authorized  by 
the  Council  to  do  so.  Dr.  Reding  moved  that  the 
Council  endorse  the  idea  of  setting  up  such  a Re- 
view Board  and  refer  the  matter  to  the  Chairman 
of  the  Medical-Legal  Committee,  requesting  him 
to  report  back  to  the  January  Council  meeting  on 
how  this  could  be  set  up.  The  motion  was  seconded 
by  Dr.  McDonald  and  carried. 

Dr.  Reding  then  discussed  a project  of  the 
Academy  of  General  Practice  and  the  American 
Psychiatric  Association  to  set  up  one  day  sessions, 
or  training  clinics  to  help  general  practitioners  to 
recognize  psychiatric  patients  and  to  know  how  to 
treat  them.  The  psychiatrists  in  the  State  are 
willing  to  set  up  the  training  sessions.  Dr.  Reding 
suggested  that  the  Councilors  discuss  this  matter 
in  their  Districts  and  if  the  members  would  be 
willing  to  take  the  time  to  attend  the  clinics,  to 
notify  Dr.  Reding.  It  was  also  suggested  that  this 
item  be  included  in  a future  Grab  Bag. 

The  meeting  adjourned  at  4:20  P.M. 


CHEST  PHYSICIANS  ISSUE  STATEMENT 
ON  CIGARETTE  SMOKING 

The  Committee  on  Cancer  of  the  American 
College  of  Chest  Physicians  for  a number  of 
years  has  been  studying  the  effect  of  cigarette 
smoking  on  the  pulmonary  and  cardiovas- 
cular systems.  The  members  of  the  Board  of 
Regents  of  the  College  are  convinced  that 
sufficient  evidence  has  been  accumulated  to 
warrant  issuing  an  official  statement  with 
regard  to  cigarette  smoking  and  health.  Ac- 
cordingly, a resolution  connecting  cigarette 
smoking  with  various  pulmonary  and  cardio- 
vascular conditions  was  approved  by  the 
Board  and  issued  by  the  College. 


The  resolution  stated  that  the  weight  of 
scientific  evidence  distinctly  indicates  that 
cigarette  smoking  and  the  inhalation  of  other 
atmospheric  pollutants  have  an  association 
relationship  which  strongly  suggests  a causal 
connection  with  chronic  bronchitis,  pul- 
monary emphysema,  cor  pulmonale,  cardio- 
vascular diseases  and  cancer  of  the  lung. 

The  College  in  its  official  statement  urged 
its  members  and  the  medical  profession  in 
general  to  intensify  their  educational  cam- 
paign directed  toward  the  public,  and  the 
youth  in  particular,  relative  to  the  hazards 
of  smoking. 

The  College  urges  that  efforts  to  control 
atmospheric  pollution  be  encouraged  and 
that  support  be  given  to  endeavors  in  the 
field  of  research  for  additional  scientific  in- 
formation concerning  other  etiologic  agents. 

The  resolution  was  introduced  by  Dr.  J. 
Winthrop  Peabody,  Jr.,  Washington,  D.  C., 
to  the  House  of  Delegates  of  the  American 
Medical  Association  and  was  referred  to  their 
Council  on  Drugs  which  is  conducting  a study 
on  the  relationship  between  tobacco  and  di- 
sease. A preliminary  report  is  to  be  presented 
by  the  Council  within  12  to  18  months.  Sur- 
geon General  Luther  L.  Terry  of  the  U.  S. 
Public  Health  Service  has  announced  plans 
for  an  advisory  committee  to  make  recom- 
mendations on  the  health  aspects  of  smoking. 
The  College  resolution  will  be  referred  to 
this  committee. 
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NEW  PROJECTS  IN  WORLD  HEALTH 


The  September  1962  issue  of  the  Journal  of 
Medical  Education  is  a special  International 
number.  In  an  article  contributed  by  Henry 
Van  Zile  Hyde,  Director  of  Division  of  In- 
ternational Medical  Education,  Association 
of  American  Medical  Colleges  entitled  “The 
Forward  Thrust  in  Medical  Education”  he 
states:  “The  explosive  character  of  the  emerg- 
ing new  nations  is  shown  in  the  health 
field  by  a 25  per  cent  increase  of  member- 
ship of  the  World  Health  Organization  with- 
in a 2 year  period  to  a present  total  of  115 
member  nations  ...  In  the  process  medicine 
and  medical  education  are  deeply  involved.” 

Among  some  of  the  interesting  facts  given 
in  this  article  are  the  appalling  statistics  of 
the  dearth  of  medical  personnel.  There  is  one 
doctor  for  every  40,000  people  among  Ni- 
geria’s 40  million  population.  There  is  also, 
the  situation  of  physicians  moving  from  rela- 
tively underdeveloped  to  wealthier  developed 
countries.  There  are  some  9800  foreign- 
trained  interns  and  residents  working  in  U.  S. 
hospitals  with  about  2,000  foreign-trained 
physicians  each  year  licensed  to  practice  in 
the  U.  S.  Many  of  these  are  from  countries 
of  Asia  and  Latin  America  which  have  great 
need  of  physicians  at  home.  The  World 
Health  Organization  (WHO)  is  helping  to  im- 
prove this  situation  by  awarding  inter- 
national fellowships,  and  by  assisting  gov- 
ernments in  establishing  centers  for  training 
health  assistants,  auxiliary  public  health 
nurses  and  sanatarians. 

Anatomy  of  a Project:  Ethiopia  9 is  a re- 
cent WHO  undertaking  brought  about  by  a 


formal  request  from  the  Government  for  as- 
sistance in  developing  a health  program.  The 
U.  S.  International  Co-operation  Administra- 
tion assisted  in  establishing  and  carrying  out 
a plan  for  this  project.  The  Haile  Selassi  Pub- 
lic Health  College  and  Training  Center  was 
established  at  Gondar  and  they  are  staffing 
50  health  centers  serving  about  a million 
people.  This  Project  is  described  in  World 
Health,  the  magazine  of  WHO,  v.  15,  July- 
August  1962. 

W.  Hobson,  Chief  of  WHO  Education  and 
Training,  in  an  article  “Medical  Education  in 
Europe”  which  is  also  in  the  International 
number  of  the  Journal  of  Medical  Education 
(September  1962  issue)  states  that  Europe 
continues  to  receive  the  largest  number  of 
foreigners  for  undergraduate  and  postgrad- 
uate education.  In  1961,  of  a total  of  3,253 
fellowship  placements  1,828  were  for  study 
in  Europe. 

In  most  cases  the  courses  WHO  fellows 
wish  to  take  are  available  in  European  teach- 
ing centers.  Where  adequate  training  facil- 
ities are  not  available,  it  is  the  WHO  policy 
to  organize  special  courses.  A new  series  of 
1-year  academic  courses  in  hospital  and  med- 
ical administration  is  held  in  English,  French 
and  Russian.  Another  type  course  has  been 
introduced  to  train  teachers  in  medical 
schools.  Courses  in  radiation  medicine  have 
been  given  in  English  and  French  for 
teachers  of  medicine.  In  October  1962  a 
course  for  teachers  in  human  genetics  will 
begin  in  Copenhagen,  and  a course  for  pro- 
fessors of  pediatrics  in  London. 
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A new  type  of  fellowship  called  a “teach- 
ing fellowship'*  has  recently  been  introduced 
by  WHO.  Its  purpose  is  to  train  teachers 
through  participation  in  teaching  and  related 
functions.  The  candidates  are  accepted  by 
an  educational  institution  abroad  as  super- 
numerary members  of  the  faculty  whose 
teaching  and  other  duties  they  share.  Em- 
phasis is  placed  on  the  preparation  of  teach- 
ers in  the  basic  sciences,  in  preventive  med- 
icine and  in  public  health. 

The  value  of  fellowships  is  demonstrated 
by  a WHO  fellow  from  a country  where  car- 
diac surgery  was  nonexistent,  who  studied 
under  a famous  heart  surgeon  in  Paris.  He 
stated  that  he  couldn’t  start  cardiac  surgery 
services  upon  his  return  to  his  own  country 
because  there  wasn’t  a single  anesthetist  to 
administer  the  anesthesia.  Another  fellow- 
ship was  established  and  another  student 
from  this  country  arrived  and  studied  anes- 
thesiology for  one  year,  with  special  emphasis 
on  the  organization  of  training  courses.  To- 
gether they  set  up  a center  in  their  own 
country,  with  the  result  that  cardiac  surgery 
is  now  developing  rapidly. 

Esther  Howard 

Medical  Librarian 


S.O»S.  FROM  E.R.F. 

A far  reaching  new  medical  education  loan 
guarantee  program  is  under  way  in  Amer- 
ican medicine.  The  goal  of  this  program  is 
to  help  eliminate  the  financial  barrier  to 
medicine  for  all  who  are  qualified  and  ac- 
cepted by  approved  training  institutions.  It 
is  designed  to  provide  a means  of  financing 
a substantial  portion  of  the  cost  of  medical 
education. 

The  loan  program  for  medical  students,  in- 
terns and  residents  is  the  result  of  a coopera- 
tive effort  by  American  medicine  and  private 
enterprise. 

The  program  is  administered  by  the  Amer- 
ican Medical  Association’s  Education  and  Re- 
search Foundation.  The  ERF  has  established 
a loan  guarantee  fund.  On  the  basis  of  this 
fund,  the  bank  will  lend  up  to  $1,500  each 
year  to  students.  The  ERF  in  effect  acts  as 
cosigner.  For  each  $1  on  deposit  in  the  ERF’s 
loan  guarantee  fund,  the  bank  will  lend 
$12.50. 


More  than  3,300  students,  interns  and  resi- 
dents have  borrowed  more  than  $6,000,000 
through  this  fimd  since  it  was  started  last 
February.  Physicians  and  others  have  con- 
tributed almost  $700,000  to  the  loan  guarantee 
fund,  which  makes  possible  these  loans. 

The  guarantee  fund  is  almost  depleted  and 
more  money  is  needed  immediately  to  keep 
up  the  loan  program.  Eventually  it  will  be- 
come self-sustaining  as  loans  are  repaid,  but 
right  now  substantial  financial  help  is 
needed.  Your  check  to  the  AMA-ERF,  535 
North  Dearborn  St.,  Chicago,  will  help  to 
keep  this  important  program  viable.  Con- 
tributions to  the  Foundation  are  tax  de- 
ductible. 


INFORMATION  ON  DRUG  SAFETY 
AVAILABLE 

To  help  answer  patients’  questions  concern- 
ing drug  safety,  the  Pharmaceutical  Manu- 
facturers Association  has  made  special  leaf- 
lets on  the  subject  available  to  doctors  for 
waiting  rooms. 

The  leaflet,  entitled  “Safety  of  Prescrip- 
tion Drugs,”  was  prepared  by  a group  of 
prominent  industry  scientists  who  assim- 
ilated previous  studies  and  wide  personal  ex- 
perience in  compiling  the  information.  It  is 
particularly  helpful  in  overcoming  public 
misconceptions  which  arose  as  a result  of  the 
thalidomide  publicity. 

Copies  of  the  folder  are  available  without 
cost  from  the  association’s  headquarters,  1411 
K Street,  N.  W.,  Washington  5,  D.  C. 


NEW  MEDICAL  FILM; 

“PKU  MENTAL  DEFICIENCY  CAN  BE 
PREVENTED”;  14%  minutes,  sound,  black 
and  white.  Produced  under  supervision  of 
Harry  A.  Waisman,  M.D.,  Ph.D.,  Department 
of  Pediatrics,  University  of  Wisconsin  Med- 
ical School.  Film  presents  case  histories  of 
two  siblings,  both  with  phenylketonuria.  It 
reviews  the  biochemistry,  genetics,  symp- 
toms, diagnosis  and  management  of  PKU. 
Available  for  showings,  without  charge,  to 
medical  groups  and  organizations.  Requests 
for  loan  of  prints  should  be  sent  to  Medical 
Film  Department,  Ames  Company,  Inc.,  Elk- 
hart, Indiana. 
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ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

MARCH  4,  5,  6 and  1,  1963 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers 
on  subjects  of  interest  to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instrumental  Courses 

Film  Lectures 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving  Technical  Exhibits. 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a MUST  on 
the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservations 

at  the  Palmer  House. 


Doctor,  NOW  You  Can  Dictate 
As  Easily  as  Telephoning 


Every  doctor  uses  the  telephone  for  oral  communication.  Now  dictation  can  be  phoned  just  as  easily 
— with  typewritten  copies  the  quick  end  result. 

Dictaphone  Telecord  is  a model  of  the  famous  Time-Master  line,  the  world’s  finest  and  most 
valuable  dictating  machine.  Transistors  offer  reliable,  trouble-free  operation. 

Why  not  arrange  for  a demonstration  today,  from 

MIDWEST-BEACH  CO.,  SIOUX  FALLS,  S.  D. 
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AN  INVITATION  TO  LOS  ANGELES 
By  George  M.  Fister,  M.D. 

President 

The  American  Medical  Association 

The  year  1962  has  been  a busy  one  for 
your  American  Medical  Association.  Every 
physician  knows  that  through  no  wish  of  our 
own  the  A.M.A.  was  forced  to  devote  much 
time  and  energy  to  non-scientific  affairs 
during  the  year. 

But  while  many  members  of  the  American 
Medical  Association  were  busy  with  the  win- 
ning of  another  round  in  the  long  fight  to 
sustain  free  medicine  in  America,  others 
were  also  busy  sustaining  the  scientific  work 
of  the  A.M.A.  and  pushing  rapidly  ahead  with 
programs  aimed  at  helping  you  in  your  prac- 
tice. 

One  of  the  major  scientific  undertakings  of 
the  A.M.A.  each  year  is  the  winter  Clinical 
Meeting.  The  1962  Clinical  Meeting  will  be 
held  Nov.  25-28  at  Los  Angeles. 

The  members  of  the  Council  on  Scientific 
Assembly,  the  committees  in  charge  of  plans 
and  program  and  a host  of  other  physicians 
have  been  working  throughout  the  year  to 
insure  a well  balanced  and  important  scien- 
tific program  for  the  1962  meeting.  They 
have  succeeded  admirably. 

The  physician  in  practice  will  find  much 
of  interest  and  benefit  in  the  scientific 
papers,  symposia,  panels,  films  and  exhibits 
in  three  and  one-half  days  at  the  Shrine 
Auditorium  at  Los  Angeles. 


PAGE 


The  program  has  been  published  in  its  en- 
tirety in  the  Oct.  27  issue  of  the  Journal  of 
the  A.M.A.  You  will  find  strong  emphasis  on 
those  health  problems  that  confront  virtually 
all  of  us  in  day-to-day  practice  — cancer, 
heart  disease,  virus  disease  and  many  others. 

The  program  on  heart  disease  is  a particu- 
larly strong  one,  including  several  of  Amer- 
ica’s leading  specialists.  Papers  on  cancer 
will  fill  two  complete  units  of  the  program 
and  others  on  this  theme  will  be  presented 
in  many  of  the  specialty  areas.  Viral  hep- 
atitis, a growing  disease  that  is  confronting 
us  more  and  more  often  in  practice,  will  be 
given  a thorough  study. 

Something  new  of  a scientific  nature  will 
be  offered  in  Los  Angeles:  a complete  half- 
day program  on  air  pollution.  There  is  much 
yet  to  be  learned  about  the  effect  of  polluted 
air  on  man,  but  there  also  is  much  that  is 
known.  Most  of  us  are  from  time  to  time  re- 
quired to  treat  conditions  that  might  have 
stemmed  from  some  pollutant  in  the  atmos- 
phere around  us.  The  latest  knowledge  in  this 
growing  field  of  medicine  will  be  available 
to  physicians  attending  the  meeting. 

Join  your  colleagues  at  Los  Angeles  in  No- 
vember. You  will  find  much  knowledge  that 
will  be  of  inestimable  value  to  you  in  the 
years  to  come. 


"JUST  THE  FACTS.  M'AM" 

Because  the  medical  profession  in  the 
United  States  has  been  so  busy  keeping  up 
with  scientific  advances  in  medicine  and 
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bringing  the  best  of  medical  care  to  patients, 
others  have  had  an  opportunity  to  create  a 
false  image  of  the  medical  profession  in  this 
country,  declared  Dr.  Edward  R.  Annis  of 
Miami,  Fla.,  President-Elect  of  the  American 
Medical  Association,  in  an  address  at  the  13th 
Biennial  International  Congress  of  the  Inter- 
national College  of  Surgeons  in  the  Waldorf- 
Astoria  Hotel. 

“As  physicians  and  surgeons,”  said  Dr. 
Annis  in  his  address,  “we  have  been  so  pre- 
occupied with  bringing  the  best  of  medical 
care  to  the  American  people  that  we  have 
neglected  our  role  as  citizens.  As  a result, 
others  have  created  our  ,image,  and  it  is  a 
false  image.  We  must  go  to  the  people  and 
tell  them  things  that  they  do  not  know.  As 
Thomas  Jefferson  said,  ‘Given  the  facts, 
people  make  sound  judgments.’ 

“We  must  explain  to  the  public  why  med- 
icine costs  so  much.  People  do  not  want  horse 
and  buggy  transportation  and  they  do  not 
want  horse  and  buggy  medicine  either.  We 
need  money  if  we  are  going  to  practice  good 
medicine.  How  many  people  realize  that 
across  this  nation,  out  of  every  $100  paid  to 
a hospital  for  its  bill,  more  than  $70  goes  for 
labor?  This  $70  includes  the  cost  of  nurses, 
technicians,  people  who  keep  the  hospital 
clean,  and  other  employees.  However,  doc- 
tors are  not  included  in  this  cost.  Nor  does 
this  figure  include  the  drugs  or  equipment. 

“The  drug  industry  spends  more  than  $100,- 
000,000  annually  for  research,  and  no  other 
industry  in  this  country  spends  as  much  as 
that  for  research.  It  must  be  emphasized  that 
for  every  thousand  products  researched  by 
the  drug  industry  only  40  or  50  reach  a 
marketable  stage.  Because  I am  a physician 
who  started  practicing  medicine  before  the 
days  of  the  wonder  drugs,  I know  their  real 
value.  As  doctors,  we  have  an  understanding 
of  the  worth  of  these  drugs.  We  can  do  so 
much  more  with  these  drugs  today  than  we 
could  with  the  drugs  available  to  us  15  years 
ago.  All  of  this  means  progress.  Of  course, 
it  also  means  greater  costs.” 


Reg.  U.S.  Pot  Off.  V 
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MINUTES  OF  THE  B.D.J.C.I.C.P. 

September  5,  1962 
Marvin  Hughitt  Hotel 
Huron,  South  Dakota 


The  15th  meeting  of  the  SDJCICP  was  held  as 
a luncheon  meeting  at  the  Marvin  Hughitt  Hotel 
in  Huron,  on  September  5,  1962. 

The  meeting  was  called  to  order  by  Dr.  M.  San- 
ders, Vice-Chairman  (Mr.  Pengelly,  Chairman, 
resigned)  at  1:15  P.M. 

Minutes  of  September  26,  1961  meeting  were 
read  and  approved  as  read.  The  March  1962  meet- 
ing was  not  held  because  of  a storm. 

The  financial  report  was  read  by  the  secretary. 
The  balance  on  hand  March  29,  1961  was  $67.15; 
Total  expenditures  for  the  past  year  and  a half 
were  $41.63;  total  receipts  were  $37.50,  making  the 
present  balance  on  hand  $63.02. 

After  discussion  that  this  committee  had  no 
reason  to  build  up  a reserve  fund,  it  was  moved, 
seconded  and  carried  that  the  secretary  notify  each 
sponsoring  organization  that  an  assessment  would 
not  be  made  for  the  coming  year. 

Old  Business:  Were  recommendations  to  S.D.- 
M.A.  from  the  September  1961  meeting  car- 
ried out?  Concerning  legal  aspects  of  pro- 
nouncing patients  dead  in  hospitals  or  nursing 
homes. 

New  Business:  Election  of  officers  to  be  held  at 
next  meeting:  Vice  Chairman,  appointed 
nominating  committee  — Chairman  — Sister 
Vivian,  members  Dr.  Buchanan  and  Florence 
Atkinson. 

Next  meeting  to  be  held  March  27,  1963  in 
Huron.  Program  to  be  planned  after  hearing 
from  sponsoring  organizations. 

Announcement  was  made  that  the  S.D.H.A. 
has  opened  its  membership  to  board  members 
of  hospitals  so  people  representation  can  be 
obtained. 

Program:  “Improvement  of  Bedside  Nursing.” 

Panel  Members:  D.  J.  Buchanan,  M.D.;  Dean 
Inez  Hinsvark;  Sister  M.  Richard.  The  Panel 
was  chaired  by  Dean  Hinsvark. 

The  study  “Patterns  of  Nursing  Education  in 
South  Dakota,”  was  presented.  Discussion  cen- 
tered around  the  apparent  scarcity  of  profes- 
sional nurses  in  South  Dakota  hospitals  and 
the  use  being  made  of  an  increasing  number  of 
aids. 

It  was  pointed  out  that  patients  used  to  re- 
member a “nurse”  that  took  complete  care  of 
them,  now  they  remember  the  hospital  as  a 
unit  with  many  people  doing  things  for  them. 
The  care  is  more  impersonal  but  more  special- 
ized than  it  used  to  be.  The  patient  sees  many 
people  once  but  not  long  enough  to  identify 
with  anyone  of  them.  Probably  reason  for 
this  feeling  is  the  many  part-time  workers, 
shorter  stay  in  hospital,  and  changes  in  med- 
ical and  nursing  care  procedures. 

Professional  nurses  seem  to  be  unable  to  spend 
as  much  time  with  the  patient  because  of  ad- 
ministrative duties,  charts,  assignments,  etc. 
There  are  many  workers  in  hospitals  and  the 
R.N.  is  being  used  as  a consultant.  Is  more 
in  the  background  but  there  to  do  treatments 
depending  on  condition  of  patient.  It  con- 
cerned this  group  that  too  many  aids  could 
dilute  the  patient  care  to  a dangerous  level. 
The  person  with  the  least  training  is  spending 
the  most  time  with  the  patient,  which  pointed 
up  the  need  for  a continuous  educational  pro- 
gram for  the  nurse  aids  in  hospitals. 


Studies  on  different  nursing  care  plans  were 
presented.  The  team  approach  and  a plan  ac- 
cording to  the  need  of  the  patient.  Both  ap- 
proaches seemed  to  give  more  efficient  care 
and  also  more  job  satisfaction  for  nurses. 
Methods  of  a continuous  educational  program 
were  discussed.  The  use  of  teaching  machines 
for  aids  to  learn  the  procedures  expected  of 
them.  Television  could  be  utilized  through  use 
of  regular  educational  channels  or  a closed 
circuit  channel  if  feasible.  All  these  methods 
are  expensive.  It  was  pointed  out  that  there 
are  some  consultants  available  to  help  hos- 
pitals set  up  in-service  educational  programs. 
The  role  of  the  L.P.N.s  was  discussed.  During 
the  week  her  duties  were  limited,  while  on 
week  ends  or  nights  she  may  be  in  charge  of 
a ward.  This  is  a problem  and  should  be  re- 
solved. This  brought  up  the  problem  of  iden- 
tification of  R.N.s,  L.P.N.s,  and  aids  they  are 
all  dressed  alike  in  most  hospitals.  They  should 
all  be  identified  but  the  law  does  not  say  it 
is  necessary.  The  need  of  education  and  in- 
terpretation to  the  public  of  the  type  of  nurs- 
ing care  being  given  in  hospitals  is  important 
and  they  have  a right  to  know  who  is  taking 
care  of  them. 

It  was  brought  out  that  duties  of  all  levels  of 
nurses  had  been  defined  by  their  respective 
organizations,  and  the  nurses  aid  should  be 
just  what  it  says,  an  aid  to  nurses. 

To  summarize: 

1.  The  patient  remembers  the  hospital  as  a 
unit  rather  than  identifying  with  a 
“Nurse.” 

2.  Registered  Professional  Nurse  is  in  the 
background,  to  be  called  when  needed. 

3.  Certain  nursing  care  plans  seemed  to  be 
more  efficient. 

4.  Importance  and  need  for  continuous 
educational  program  for  all  levels  of  hos- 
pital personnel. 

5.  L.P.N.  not  being  utilized  properly  which 
shows  a need  for  interpretation,  identifi- 
cation and  control. 

The  group  discussed  the  possibility  of  this 
committee  implementing  something  to  im- 
prove the  bedside  care  of  the  patient. 

They  felt  an  activity  study  was  expensive  and 
would  not  accomplish  much. 

They  would  like  to  see  a continuing  educa- 
tional program  implemented  for  all  nurses  in 
hospitals. 

Two  recommendations  were  made  to  the 
sponsoring  associations: 

1.  That  the  functions,  standards  and  quali- 
fications of  R.N.’s  and  L.P.N.’s  be  made 
available  to  doctors,  hospital  administra- 
tors and  nurses. 

2.  That  this  committee  request  direction 
from  the  sponsoring  associations  in  im- 
plementing some  type  of  educational  pro- 
gram for  all  levels  of  nurses. 

The  meeting  was  adjourned  at  3:30  p.m. 

Respectfully  submitted, 
Florence  Atkinson, 

Secretary,  SDJCICP 
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Pop's  Proverbs 

Is  the  bouquet  of  your 
memories  flowers  or 
weeds? 


NEWS  NOTES 

Dr.  Wm.  F.  Bollinger  has 
announced  that  he  and  Dr. 
Maynard  Porter  have  dis- 
solved their  ten  year  part- 
nership. Dr.  Bollinger  will 
maintain  his  office  in  his 
home.  Dr.  Porter  will  con- 
tinue in  the  present  office 
building. 

# * * 

Dr.  Leland  M.  Read,  form- 
erly of  Regina,  Saskat- 
chewan, has  joined  with  Dr. 
Robert  Lynn  in  practice  at 
Edgemont. 

^ ^ ^ 

The  A.M.A.  Institute  was 
held  in  Chicago  on  August 
30-31.  Theme  of  the  session 
was  “The  Public  Be 
Served.”  Representing  South 
Dakota  were  Mrs.  C.  R. 
Stoltz,  president-elect  of  the 
A.M.A.  Auxiliary  and  John 
C.  Foster,  Association  Execu- 
tive Secretary. 

* ^ * 

Dr.  Walter  Hard.  Ph.D., 

has  been  elected  to  the  Board 
of  Directors  of  the  Northern 
Association  for  Medical  Edu- 


cation. This  is  the  organiza- 
tion attempting  to  set  up  a 
new  medical  school  in  St. 
Paul. 

4:  * * 

Dr.  John  Dickinson  has 

left  practice  in  Canistota  to 
accept  the  position  of  Med- 
ical Director  of  County  Hos- 
pital in  Fairfield,  California. 

* * * 

Betty  Ann  Hage,  wife  of 
Wilfred  J.  Hage,  M.D.,  Sioux 
Falls  physician  and  surgeon, 
passed  away  in  September. 
In  addition  to  her  husband, 
she  is  survived  by  one  son 
and  five  daughters. 

^ ^ 

C.  A.  Johnson,  M.D.,  of 
Lemmon,  South  Dakota,  was 
the  guest  speaker  at  the  an- 
nual banquet  of  the  North 
Dakota  Society  of  Obste- 
tricians and  Gynecology 
which  was  held  in  Fargo 
September  13-15. 

* * Si 

The  Audio-Digest  Founda- 
tion has  announced  the  pos- 
sible addition  of  Ophthal- 
mology to  their  present 
group  of  subscription  tape 
recordings.  If  sufficient  in- 
terest is  indicated  from  Oto- 
rhinolaryngologists,  as  well 
as  Ophthalmologists,  one 
tape  a month  will  be  devoted 


solely  to  the  eye  and  the 
other  tape  devoted  exclus- 
ively to  ear,  nose,  and  throat. 
Interested  specialists  are  in- 
vited to  indicate  their  sub- 
scription choice  by  writing 
for  further  information  from 
Editor  C.  L.  Oakley,  619  S. 
Westlake  Avenue,  Los  An- 
geles 57,  California. 

IN  * * 

The  Seventh  District  Med- 
ical Society  met  on  October 

2nd  to  hear  Dr.  Julius  Wil- 

son speak  on  “Current  Con- 
cepts of  Tuberculosis  Ther- 
apy.” Dr.  Wilson  was  spon- 
sored by  the  South  Dakota 
Tuberculosis  Association. 

* * 1)1 

5.000TH  SPEECH 
DELIVERED 

Smith  Kline  & French 
Laboratories  Speakers  Bur- 
eau passed  a significant  mile- 
stone recently  with  delivery 
of  the  5,000th  speech  in  the 
Philadelphia  pharmaceutical 
firm’s  efforts  to  carry  to  the 
grass  roots  the  story  of  the 
prescription  drug  industry’s 
contributions  to  the  health 
team. 

Smith  Kline  & French 
speakers  have  given  six  talks 
in  South  Dakota  to  a total 
audience  of  285  persons. 

Each  of  the  speakers  in 
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SK&F’s  500-man  force  is 
equipped  to  talk  on  drug  in- 
dustry progress,  drug  re- 
search, mental  health  or  drug 
industry  legislation  — any 
time,  any  place,  whether  ad- 
vance notice  be  long  or  short. 
Speeches  can  be  arranged 
through  the  Speakers  Bur- 
eau, Smith  Kline  & French 
Laboratories,  Philadelphia  1, 
Pa. 


SELBY  MAY 
GET  DOCTOR 

The  town  of  Selby  may 
have  a new  doctor  in  their 
midst  come  December.  Dr. 
Bedrettin  Gunc  of  Rome, 
Georgia,  and  his  wife  were 
there  recently  to  meet  with 
various  town  people  and  sur- 
vey the  area.  The  doctor  in- 
dicated that  he  may  return 
in  December  to  establish  a 
practice.  Dr.  Gunc  is  a native 
of  Turkey  and  has  been  in 
the  United  States  for  the 
past  ten  years. 


DR.  LILLARD  BEGINS 
STUDY  IN  COLORADO 
R.  L.  Lillard,  M.D.,  who 

has  been  associated  with  Dr. 
R.  H.  Hayes  in  Winner  for 
the  past  three  years,  plans  to 
begin  a four-year  residency 
in  pathology  at  Penrose  Hos- 
pital in  Colorado  Springs, 
Colorado. 


DR.  NEMER  OPENS 
PRACTICE  IN  GREGORY 
Raymond  G.  Nemer,  M.D., 

has  opened  an  office  in  Greg- 
ory for  the  practice  of  gen- 
eral medicine  and  surgery. 
The  doctor  is  the  son  of  Mr. 
and  Mrs.  Eli  Nemer,  long- 
time Gregory  residents,  and 
is  a graduate  of  Gregory 
High  School.  He  graduated 
from  Creighton  University 


School  of  Medicine  and  Sur- 
gery in  1958,  and  took  his  in- 
ternship at  Ancker  Hospital, 
St.  Paul,  Minnesota.  Dr. 
Nemer  has  also  served  in  the 
U.  S.  Navy  Marine  Corps 
Field  Medical  School  and 
later  at  Okinawa,  Third 
Marine  Division,  as  Battalion 
Surgeon. 

* * * 

COMING  MEETINGS 

The  American  College  of 
Physicians  has  announced 
their  postgraduate  courses 
for  1962-63.  Tuition  fees  for 
members  are  $60.00;  Non- 
members, $80.00.  Registra- 
tion forms  and  requests  for 
information  should  be  direc- 
ted to:  Edward  C.  Rosenow, 
Jr.,  M.D.,  Executive  Director, 
The  American  College  of 
Physicians,  4200  Pine  Street, 
Philadelphia  4,  Pennsylvania. 
The  courses  and  their  dates 
are  as  follows: 

Dec.  3-7  PSYCHIATRY 
FOR  THE  INTERNIST,  Uni- 
versity of  Southern  Cali- 
fornia School  of  Medicine, 
Los  Angeles,  Calif. 

Jan.  21-25  DISEASES  OF 
THE  BLOOD  VESSELS 
AND  THROMBOEMBOL- 
ISM DIAGNOSIS  AND 
TREATMENT,  Cornell  Uni- 
versity Medical  College  and 
The  New  York  Hospital, 
New  York,  New  York. 

Feb.  11-15  MODERN 
PHYSIOLOGICAL  CON- 
CEPTS OF  CARDIOVAS- 
CULAR DISEASE,  Presby- 
terian Medical  Center,  San 
Francisco,  Calif. 

Mar.  4-8  PHYSICAL 
METHODOLOGY  IN  MED- 
ICAL RESEARCH,  Massa- 
chusetts Institute  of  Tech- 
nology, Cambridge,  Mass. 

Mar.  18-23  RECENT  AD- 


VANCES IN  CARDIOVAS- 
CULAR DISEASES,  The 
Mount  Sinai  Hospital,  New 
York,  N.  Y. 

May  20-24  PHYSIO- 
LOGICAL ASPECTS  OF 
CARDIOPULMONARY  DI- 
SEASE, Indiana  University 
Medical  Center,  Indianapolis, 
Indiana. 

June  3-7  INTERNAL 
MEDICINE:  CURRENT 
PHYSIOUOGICAL  CON- 
CEPTS IN  DIAGNOSIS 
AND  TREATMENT,  Univer- 
sity of  Cincinnati  College  of 
Medicine,  Cincinnati,  Ohio. 

June  10-14  CURRENT 
TOPICS  IN  INTERNAL 
MEDICINE,  State  University 
of  Iowa  Department  of  Med- 
icine, Iowa  City,  Iowa. 

June  24-28  THE  PSY- 
CHOSOMATIC ILLNESSES, 
University  of  Colorado  Med- 
ical Center,  Denver,  Colo- 
rado. 


Diagnosis  and  conservative 
treatment  of  orthopedic  di- 
sease and  injury,  primarily 
in  the  ambulatory  patient, 
will  be  the  emphasis  of  the 
post-graduate  course,  OR- 
THOPEDICS IN  GENERAL 
PRACTICE,  to  be  held  at  the 
Medical  College  of  Georgia, 
December  4,  5,  6,  1962. 

Each  course  is  acceptable 
for  18  hours  credit  by  the 
American  Academy  of  Gen- 
eral Practice.  Registration  is 
limited  to  a small  group  for 
close  faculty-participant 
communication.  Registration 
fee  is  $50.00.  Application  can 
be  made  by  contacting  Dr. 
Claude-Starr  Wright,  Direc- 
tor, Department  of  Contin- 
uing Education,  Medical  Col- 
lege of  Georgia,  Augusta, 
Georgia. 


— 434  — 


NOVEMBER  1962 


ACEUTICAL  ‘ 


SECTION 


GUILFORD  C.  GROSS.  PH.D. 
EDITOR 

Division  of  Pharmacy 
South  Dakota  State  College 

Brookings,  South  Dakota 


— 435  — 


1961  NATIONAL  PHESCRIPTION  SURVEY 

by 

A.  G.  Laufer* 

North  Chicago,  Illinois 


Total  number  of  ingredients  in  prescriptions 
compounded  which  require  measuring  and 
mixing  before  being  dispensed  . . . 15,551 


Analysis  of  149,438  Prescriplions 
Filled  in  the  United  States  in  1961 
Prescriptions  with  one  or  more 

specialties  137,200  91.8% 

Prescriptions  with  no 

specialties  12,238  8.2% 

Total  prescriptions  149,438  100.0% 

In  the  following,  ingredients  of  specialties 
are  counted  collectively: 

Ingredients  of  prescriptions  compounded 
which  require  measuring  and  mixing  before 
being  dispensed  are  counted  separately. 

In  this  survey,  a product  is  considered  to 
be  a “specialty”  if  the  trade  mark  is 
prescribed,  even  though  it  is  official  under 


the  generic  name. 

Total  count  of  specialties 139,199 

Total  count  of  U.S.P. 18,183 

Total  count  of  N.F. 1,147 

Other  71 

Total  number  of  ingredients 158,600 


Prescriptions  compounded  and  dispensed 
as  manufactured  . . . 143,401  or  96.0%  of  Rx’s. 

Prescriptions  compounded  which  require 
measuring  and  mixing  before  being  dis- 
pensed . . . 5,741. 


Analyzed  by  number  of  ingredients: 


1 ingredient 

159 

6 ingredients 

87 

2 ingredients 

3,865 

7 ingredients 

25 

3 ingredients 

1,023 

8 ingredients 

14 

4 ingredients 

600 

9 ingredients 

16 

5 ingredients 

248 

or  more 

* Manager,  Market  Research  Department  Abbott 
Laboratories. 


Prescriptions  prescribed  by: 

DDS  775  MD  145,354  DO'  3,112 

DVM  74  DC  81  OTHER  42 

Freq'ueacy  of  Various  Forms 


Solids 

77% 

Tablets 

67,943 

Capsules 

28,210 

Ointment 

6,936 

Time  Medication  Caps. 

4,510 

Time  Medication  Tabs. 

3,283 

Suppository 

2,020 

E.  C.  Tablets 

927 

Troche 

630 

Powder 

551 

Gum 

37 

Candy 

18 

Liquids 

23.0% 

Syrup 

9,053 

Suspension 

8,137 

Drops 

6,233 

Elixir 

3,914 

Time  Medication  Liq. 

810 

Emulsion 

438 

Other  Liquids 

5,788 
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Fifteen  leading  companies’  prescriptions  totaled  88,935  or  63.9%  of  139,199  specialties. 

These  fifteen  companies  were:  Abbott,  Burroughs-Wellcome,  Ciba,  Hoffman-LaRoche,  Lederle, 
Lilly,  Merck  Sharp  & Dohme,  Parke  Davis,  Pfizer,  Robins,  Sobering,  Smith  Kline  & French, 


Squibb,  Upjohn  and  Wyeth. 

Number  of  times  competitive  products  appeared 

for  which  no  brand  was  specified  20,865 

Number  of  different  products  appearing 3,302 

Number  of  products  appearing  five  or  more 

times  per  10,000  prescriptions  411 

Total  selling  charge  of  prescriptions  $490,019.87 

Average  charge  per  prescription $ 3.26 


Breakdown  of  Prescription 

Charges 

Prescription  Charges 

Cumulative 

Prescription  Charges 

% of 

By  Dollar  Range 

% of  Rx’s 

By  Dollar  Range 

Rx’s 

$ 1.00  and  under 

5.3% 

$ 0.00  to  $ 1.00 

5.3% 

2.00  and  under 

33.8 

1.01  to  2.00 

28.5 

3.00  and  under 

58.1 

2.01  to  3.00 

24.3 

4.00  and  under 

74.3 

3.01  to  4.00 

16.2 

5.00  and  under 

84.8 

4.01  to  5.00 

10.5 

6.00  and  under 

91.5 

5.01  to  6.00 

6.7 

10.00  and  under 

98.6 

6.01  to  10.00 

7.1 

Over  $10.00 

1.4 

10.01  and  over 

1.4 

Leading  Classifications  From  1961  National  Survey* 


(Prescriptions  for  the  year  cover  the  entire  United  States) 


Classification 

% of  Total  New 

Rx’s 

Average  Charge 

Analgesics 

8.6% 

$2.04 

Antihistamines 

4.2% 

2.16 

Anti-Inf  ectives 

27.2% 

3.93 

Antibiotics  (Oral) 

16.2% 

4.55 

Broad  & Medium 

11.8% 

4.98 

Combination 

2.29 

Penicillins 

3.2% 

3.85 

Other  Antibiotics 

1.2% 

2.18 

Sulfonamides 

4.9% 

2.71 

Sulfas  & Antibiotics 

0.6% 

4.50 

Other 

5.5% 

3.17 

Antispasmodics  and 

Anticholinergics 

3.6% 

• 2.96 

Cardiovascular,  Anti- 

Hypertensive  & Rauwolfias 

4.5% 

3.49 

Anti-Obesity 

2.7% 

3.88 

Cough  & Cold  Preps. 

7.1% 

2.24 

Hematinics 

1.7% 

3.45 

Diuretics  (plain) 

2.6% 

3.61 

Hormones 

1.7% 

$4.39 

Corticoids  & Corticoid  Comb. 

5.9% 

3.89 

Vitamins  & Nutrients 

2.8% 

3.51 

Sedatives  & Hypnotics 

6.0% 

1.98 

Anti-Arthritics 

1.2% 

3.67 

Ataractics,  Psycho- 

Stimulants  & Tranquilizers 

6.9% 

4.21 

These  15  classifications  account  for  86.7%  of  the  total  number  of  new  prescriptions. 


* Many  of  the  products  in  the  Abbott  Prescription  Survey  in  1960  and  1961  have  been  reclassified  to 
coincide  with  therapeutic  classifications  universally  used  by  commercial  market  research  surveys. 
Therefore,  data  for  several  classes  of  products  in  this  report  cannot  be  compared  with  national  reports 
from  years  previous  to  1960. 
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THE  PHARMACOLOGY  OF  HYPNOTICS 
AND  SEDATIVES  I* 
by 

Frederick  E.  Shideman,  Ph.D.,  M.D.** 
Madison,  Wisconsin 


Approximately  one-third  of  adult  man’s 
life  is  occupied  by  sleep.  It  is  debatable 
whether  or  not  this  is  required  or  optimal, 
but  it  is  a fact  that  most  individuals  believe 
a certain  amount  of  sleep  is  essential  to  well- 
being. Severe  sleep  loss  over  a period  of  time 
may  deleteriously  affect  motor  performance 
as  has  been  shown  by  certain  experimental 
studies.  On  the  other  hand,  moderate  sleep 
deprivation  in  healthy  young  males  and 
casual  observation  of  other  populations  have 
indicated  it  to  be  compatible  with  essentially 
normal  performance  for  long  periods  of  time. 
Such  a loss  of  sleep  apparently  does  not 
create  a cumulative  “sleep  debt”  which  must 
eventually  be  paid.  On  the  other  hand,  people 
who  ordinarily  sleep  well  very  often  feel  sub- 
standard on  the  day  following  a restless 
night.  Furthermore,  a significant  portion  of 
the  population  appears  to  lie  awake  for  var- 
iable periods  of  time  on  most  nights,  and 
many  of  them  are  bothered  by  their  insomnia, 
by  their  below  par  feeling  in  the  morning,  or 
by  both.  It  should  also  be  pointed  out,  how- 
ever, that  many  of  those  people  who  lie 
awake  nights  are  not  bothered  by  their  sleep- 


*Reprinted, with  permission,  from  the  Fall,  1961, 
School  of  Pharmacy  Bulletin  published  by  the 
Extension  Service  in  Pharmacy,  The  University 
of  Wisconsin  Extension  Division,  Madison  6, 
Wisconsin.  Part  I of  a two-part  series. 

**Professor  and  Chairman  of  the  Department  of 
Pharmacology  and  Toxicology,  University  of 
Wisconsin. 


lessness  and  do  not  need  or  want  sleeping 
pills. 

For  those  individuals  who  require  or  de- 
sire drugs  for  the  relief  of  insomnia  a wide 
variety  of  chemical  agents  has  been  em- 
ployed and  innumerable  studies  have  been 
directed  toward  an  elucidation  of  the  mechan- 
ism of  action  of  these  compounds,  but  we  do 
not  have  much  information  as  to  how  these 
drugs  promote  sleep.  Nevertheless,  several 
general  statements  appear  to  apply  to  all  hyp- 
notics which  are  in  general  use  at  the  present 
time;  (1)  Serious  depression  of  the  central  ner- 
vous system  can  result  from  administration  of 
large  doses  of  these  drugs.  The  depressant 
effects  range  from  very  minimal  sedation  to 
anesthesia  and  coma,  the  entire  range  capable 
of  being  realized  by  increasing  the  dosage  of 
any  one  of  them.  (2)  All  drugs  appear  to  have 
a rather  wide  margin  of  safety  when  em- 
ployed as  hypnotics  since  sleep  can  be  in- 
duced or  maintained  by  doses  which  are  rela- 
tively small  as  compared  to  the  anesthetic 
dose.  (3)  No  exact  correlation  is  apparent  be- 
tween the  potency  of  a drug  in  laboratory 
animals  and  its  effectiveness  as  an  hypnotic 
in  man. 

Barbiturates 

The  barbiturates  are  the  most  frequently 
prescribed  hypnotics  and,  along  with  chloral 
hydrate,  are  the  most  useful  medications  now 
on  the  market.  Their  depressant  actions  on 
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the  central  nervous  system  are  much  like 
those  of  the  hydrocarbon  anesthetics  of  the 
aliphatic  series.  The  character  of  the  depres- 
sion that  one  compound  induces  is  much  the 
same  as  that  of  the  next,  but  there  are  dif- 
ferences in  potency,  duration  of  action,  and 
time  required  for  effects  to  become  manifest. 
Certain  compounds  are  employed  for  specific 
purposes,  for  example,  intravenous  anesthesia 
and  symptomatic  treatment  of  epilepsy.  The 
degree  of  depression  and,  to  some  extent,  the 
rate  of  onset  and  duration  of  action  depend 
on  the  route  of  administration,  the  dose,  and 
the  compound  employed.  As  one  might  an- 
ticipate, the  level  of  irritability  of  the  central 
nervous  system  as  well  as  environmental  fac- 
tors also  influence  the  hypnotic  and  sedative 
actions.  The  hypnotic  effect  of  orally  admin- 
istered barbiturates  appears  in  from  fifteen 
to  twenty  minutes  to  an  hour.  Unless  com- 
pounds with  a long  duration  of  action  are 
given,  sleep  is  ordinarily  dreamless,  restful, 
and  without  a subsequent  “hangover.” 
Sedative  Doses 

Sedative  doses  are  capable  of  impairing  the 
functional  capacity  of  the  central  nervous 
system.  One-tenth  gram  of  pentobarbital  so- 
dium administered  orally  interferes  with  the 
performance  of  certain  psycho-physiologic 
tests  for  as  long  as  four  hours  with  some 
effects  persisting  for  fourteen  hours.  Small 
doses  of  barbiturates  may  significantly  affect 
cortical  inhibitory  centers  which  operate  as 
restraining  mechanisms.  Electroencephalo- 
graphic  changes  produced  by  barbiturates 
have  been  adequately  described.  Small  doses 
having  minimal  psychic  effect  usually  result 
in  the  appearance  of  brain  waves  of  fast  ac- 
tivity or  an  increase  in  beta  activity.  After 
hypnotic  doses  a characteristic  sleep  pattern 
is  seen.  This  consists  of  dominant  slow 
rhythms  and  spindles.  Abnormalities  charac- 
teristic of  cortical  depression  may  be  ob- 
served for  a long  period,  even  when  other 
evidence  of  action  has  disappeared.  In  babies 
whose  mothers  received  secobarbital  such 
effects  have  been  noted  for  as  long  as  three 
days  post  partum.  In  sufficiently  large  doses 
barbiturates  will  induce  anesthesia.  The  anti- 
epileptic activity  of  certain  barbiturates  is 
well  established  and  is  related  to  their  ca- 
pacity to  elevate  the  threshold  of  nerves  to 
various  stimuli.  Although  barbiturates  are 


not  analgesic  in  the  sense  that  they  can 
elevate  the  pain  threshold,  there  is  evidence 
that  they  can  effectively  control  postopera- 
tive pain  in  a significant  percentage  of  pa- 
tients. It  has  been  suggested  that  the  anal- 
gesia in  such  conditions  is  the  result  of  a 
reduction  in  concern  about  the  pain  rather 
than  any  reduction  in  pain  perception. 
Hypnotic  Doses 

In  the  hypnotic  dose  range  barbiturates  de- 
press respiration  only  slightly,  similar  to  the 
depression  seen  in  natural  sleep.  Progres- 
sively more  profound  impairment  of  respira- 
tory activity  occurs  with  larger  doses.  Rate, 
depth,  and  minute  volume  are  affected  in  a 
similar  manner.  These  respiratory  effects  are 
attributable,  for  the  most  part,  to  direct  ac- 
tion on  the  medullary  respiratory  center. 
Marked  depression  of  this  center  may  occur 
without  significant  impairment  in  activity  of 
the  vasomotor  center.  Sino-aortic  receptors 
are  less  sensitive  to  the  barbiturates  than  is 
the  respiratory  center,  and  respiration  may 
be  maintained  in  the  face  of  depression  of  the 
center  by  the  stimulant  effect  of  an  asso- 
ciated anoxia  on  these  peripheral  mechan- 
isms. A further  effect  of  the  barbiturates  on 
the  respiratory  system  is  not  uncommonly 
seen  in  acute  intoxication.  Pulmonary  edema 
may  add  to  the  respiratory  embarrassment, 
and  when  the  longer  acting  compounds  are 
involved,  hypostatic  pneumonia  may  ensue. 
Cardiovascular  Effects 

Sedative  or  hypnotic  doses  of  the  bar- 
biturates do  not  significantly  affect  the  car- 
diovascular system.  In  large  doses  they  are 
capable  of  depressing  the  vasomotor  center, 
and  peripheral  vasodilatation  and  hypoten- 
sion can  result.  This,  coupled  with  a direct 
effect  on  the  vascular  smooth  muscle  and 
widespread  dilatation  of  the  capillary  bed, 
can  cause  shock  in  acute  intoxication.  In 
therapeutic  dosage  the  barbiturates  do  not 
adversely  affect  the  myocardium,  and  even 
though  a negative  inotropic  action  can  be 
demonstrated  in  vitro,  the  concentrations  re- 
quired are  significantly  greater  than  any  that 
might  be  realized  prior  to  respiratory 
paralysis  in  vivo.  Electrocardiographic  ab- 
normalities have  been  observed  following  the 
administration  or  ingestion  of  relatively  large 
amounts  of  barbiturates,  but  evidence  in- 
dicates that  these  changes  are  the  result  of  an 
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associated  myocardial  oxygen  deficit. 

Effects  on  Autonomic  Functions 

The  barbiturates  do  not  affect  all  auto- 
nomic functions  in  the  same  manner,  and 
qualitative  differences  exist  among  the  var- 
ious compounds.  They  have  little  or  no  effect 
on  chemoreceptor  activity,  and  the  different 
barbiturates  effect  varying  degrees  of  de- 
pression of  vasomotor  reflexes  of  carotid 
sinus  origin.  Likewise,  the  various  deriva- 
tives of  barbituric  acid  modify  the  peripheral 
cardiac  action  of  the  vagus  differently.  This 
effect  in  mammals  is  characterized  by  de- 
pression or  blockade  of  peripheral  vagal 
ganglia.  Experimental  evidence  suggests  that 
the  barbiturates  may  affect  nerve  endings  as 
well  as  ganglia  and  that  some  postganglionic 
effects  may  result  from  a depressant  action 
on  nerve  fibers.  The  site  or  sites  of  action 
have  not  been  localized,  but  it  is  known  that 
the  barbiturates  interfere  with  those  reflexes 
involved  in  the  compensatory  mechanisms 
brought  into  play  by  changes  in  position.  Bar- 
biturates also  are  capable  of  exerting  effects 
at  the  skeletal  myoneural  junction,  but  these 
actions  are  of  little  significance  at  the  levels 
of  dosage  used  therapeutically. 

Other  Effects 

There  is  little  evidence  that  hypnotic  or 
sedative  doses  of  barbiturates  directly  affect 
the  gastrointestinal  tract  to  a significant  de- 
gree. Any  beneficial  effects  they  may  have 
on  symptoms  of  gastrointestinal  disease  are 
very  likely  secondary  to  depression  of  the 
central  nervous  system.  Anesthetic  doses  of 
the  barbiturates  are  capable  of  affecting  cer- 
tain renal  functions,  particularly  renal  tub- 
ular functions,  but  there  is  no  evidence  that 
they  have  a direct  action  on  the  kidneys  at 
the  hypnotic  or  sedative  dose  level.  The 
uterus  is  quite  resistant  to  the  smooth  muscle 
depressant  effect  of  the  barbiturates,  but 
anesthesia  with  barbituric  acid  derivatives 
will  prolong  labor  as  a consequence  of  im- 
pairment of  force  and  frequency  of  uterine 
contraction.  Although  in  therapeutic  doses 
barbiturates  do  not  affect  hepatic  function, 
jaundice  may  occur  with  acutely  toxic 
amounts,  and  there  is  some  evidence  that 
these  drugs  may  aggravate  pre-existing  liver 
disease.  There  is  no  evidence  that  hema- 
tologic changes  occur  with  therapeutic  doses 
of  barbiturates,  nor  do  such  doses  sig- 


nificantly alter  basal  metabolic  rate,  but  they 
may  lower  body  temperature  slightly.  Larger 
doses  can  decrease  body  temperature  mark- 
edly even  in  the  absence  of  any  great  altera- 
tion in  basal  metabolic  rate.  Other  metabolic 
effects  of  the  barbiturates  have  been  des- 
cribed in  laboratory  animals,  but  their  pos- 
sible significance  in  man  is  not  clear. 

Absorption  of  barbiturates  from  the  gas- 
trointestinal tract  is  adequate,  the  rectal 
route  being  more  efficient  than  is  oral  ad- 
ministration. Longer  acting  compounds  gen- 
erally are  absorbed  more  slowly  than  are 
those  with  shorter  durations  of  action,  and 
the  absorption  rate  is  much  more  rapid  when 
the  parenteral  route  is  employed. 

Distribution  and  Fate 

Following  oral  administration,  the  time 
required  for  blood  concentrations  to  attain 
maximal  values  roughly  parallels  the  dura- 
tion of  action  of  the  compound  used.  For  ex- 
ample, phenobarbital  which  has  a long  dura- 
tion of  action  may  not  appear  in  the  blood 
in  maximal  amounts  until  twelve  to  eighteen 
hours  after  its  ingestion.  Diffusion  equili- 
brium in  the  body  occurs  quite  rapidly.  Dif- 
ferent barbiturates  are  bound  in  varying  de- 
grees to  plasma  albumin,  and  this  will  de- 
termine the  fraction  of  a dose  that  is  avail- 
able for  diffusion  into  other  fluids  and  tissues. 
A fair  degree  of  correlation  exists  between 
the  degree  of  depression  of  the  central  ner- 
vous system  and  the  blood  level  of  drug  when 
the  ultra-short-acting  and  short-acting  bar- 
biturates are  given,  but  this  is  not  true  with 
long-acting  compounds.  Evidence  indicates 
that  the  barbituric  compounds  enter  all  cells, 
and  their  binding  to  proteins  within  the  cells 
follows  the  same  order  as  that  occurring  in 
blood,  pentobarbital  and  secobarbital  being 
bound  to  the  greatest  extent,  phenobarbital 
to  a lesser  degree,  and  barbital  the  least.  Of 
the  barbiturates  studied  thus  far,  with  the 
exception  of  hexobarbital  and  the  thiobar- 
biturates,  uniform  distribution  throughout 
tissues  appears  to  be  the  rule.  Concentrations 
are  somewhat  higher  in  the  liver  and  kidneys 
than  in  other  tissues,  attributable  perhaps  to 
a greater  degree  of  protein  binding  in  these 
structures.  Hexobarbital  and  the  thiobar- 
biturates  pass  from  other  tissues  and  fluids 
into  fat  where  high  concentrations  are  at- 
tained. This  apparently  is  an  important  fac- 
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tor  in  explaining  the  persistence  of  action  of 
these  agents  when  large  amounts  are  admin- 
istered or  the  compounds  are  repeatedly  in- 
jected over  a period  of  time.  Concentrations 
of  the  barbiturates  in  the  brain  are  not  sig- 
nificantly different  from  those  in  the  blood, 
but  equilibrium  between  these  two  sites  is 
established  more  slowly  with  some  com- 
pounds than  with  others.  Metabolic  altera- 
tion of  the  barbiturates  occurs  predominantly 
in  the  liver.  The  types  of  metabolic  altera- 
tion they  may  undergo  are  as  follows:  (1) 
Oxidation  of  side  chains  in  the  five-position 
with  the  formation  of  keto,  hydroxy,  and  car- 
boxy  derivatives.  (2)  Loss  of  alkyl  sub- 
stituents on  the  nitrogen  atom  in  compounds 
in  which  such  substitutions  occur.  (3)  Desul- 
furation of  thiobarbiturates.  (4)  Hydrolytic 
opening  of  the  barbituric  acid  nucleus.  The 
enzyme  systems  responsible  for  many  of 
these  alterations  apparently  exist  within  that 
portion  of  the  cell  which  has  been  described 
as  the  microsome  or  small  particulate  frac- 
tion. Those  compounds  which  are  excreted  in 
appreciable  quantities  in  unaltered  form  ex- 
hibit cumulative  action  with  repeated  admin- 
istration and  in  the  presence  of  impaired 
renal  function.  The  renal  clearance  rates  of 
barbiturates  that  have  been  studied  are  ex- 
tremely low.  The  values  of  barbital,  pheno- 
barbital,  and  aprobarbital  are  much  less  than 
the  rate  at  which  glomerular  filtrate  is 
formed. 

Abnormal  Responses 

A limited  degree  of  tolerance  can  result 
from  the  prolonged  administration  of  rather 
large  doses  of  the  barbiturates.  The  degree 
and  ease  of  production  of  tolerance  is  not 
comparable  in  any  way  to  that  realized  with 
the  narcotic  analgesics.  Therapeutic  doses  of 
barbiturates  may  produce  a number  of  ab- 
normal responses  ascribed  to  either  an  in- 
herent or  an  acquired  sensitivity.  Manifes- 
tations of  inherent  sensitivity  usually  appear 
as  an  aberration  or  exaggeration  of  the  nor- 
mal response  of  the  central  nervous  system 
as  the  so-called  “hangover”  for  an  unusually 
long  period  after  other  evidence  of  bar- 
biturate action  has  disappeared.  Under  this 
heading  one  might  also  include  headache, 
nausea,  emotional  disturbances,  vomiting, 
and  diarrhea.  Allergy-like  reactions,  on  the 
other  hand,  are  considered  the  result  of  an 


acquired  sensitivity,  and  hence  they  occur 
only  infrequently  after  a single  dose  of  a 
barbiturate.  Skin  eruptions,  a variety  of 
which  have  been  described,  are  the  most  com- 
mon manifestation  of  this  type  of  idiosyn- 
crasy. 

Chronic  Intoxication 

Acute  intoxication  with  the  barbiturates 
will  be  discussed  along  with  poisoning  pro- 
duced by  over-dosage  of  the  other  hypnotic 
agents.  Although  chronic  intoxication  with 
other  hypnotic  drugs  undoubtedly  can  occur, 
the  picture  has  not  been  as  well  described  as 
in  the  case  of  the  barbiturates,  and  our  exper- 
ience to  date  with  the  newer  compounds  has 
been  insufficient  to  allow  us  to  describe  in 
any  detail  the  consequences  of  their  pro- 
longed abuse.  Available  information  indicates 
that  chronic  intoxication  with  the  barbit- 
urates is  much  more  common  at  present  than 
is  narcotic  addiction.  Some  psychic  deviation 
appears  to  be  essential  in  determining 
whether  or  not  introduction  to  a barbituric 
agent  will  lead  to  chronic  use.  Psychoneu- 
rotic persons  initially  employ  the  barbit- 
urates for  their  hypnotic  effect,  whereas  it  is 
believed  that  psychopathic  persons  use  them 
from  the  start  to  induce  intoxication  rather 
than  sleep.  Prolonged  use  of  these  drugs  can 
lead  to  true  addiction.  During  the  period  of 
chronic  intoxication,  the  signs  and  symptoms 
resemble  those  of  chronic  alcoholism:  impair- 
ment of  mental  ability,  confusion,  regression, 
increased  emotional  instability,  nystagmus, 
dysarthria,  ataxia,  and  depression  of  super- 
ficial and  abdominal  reflexes.  Although  ab- 
normal electroencephalographic  changes  ap- 
pear and  persist  in  the  course  of  intoxication, 
a certain  degree  of  tolerance  develops  to  the 
clinical  effects  of  these  agents.  On  abrupt 
withdrawal  of  the  drug,  objective  evidences 
of  abstinence  occur.  During  the  first  twelve 
to  sixteen  hours  after  abrupt  withdrawal  of 
the  drug  the  signs  of  intoxication  disappear. 
Also  during  this  time  other  signs  and  symp- 
toms appear,  for  example,  anorexia,  nausea 
and  vomiting,  rapid  weight  loss,  fever,  and 
evidences  of  increased  irritability  of  the  cen- 
tral nervous  system.  From  the  sixteenth  hour 
up  to  the  fifth  day  after  withdrawal,  convul- 
sions of  the  grand  mal  type  may  occur,  and 
the  development  of  a psychosis  is  not  uncom- 
(Continued  on  Page  445) 
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Advances  In 
Drug  Research 


NEW  TECHNIQUE  ANALYZES 
DATA  ON  NEW  DRUGS 


A new  technique  using  electronic  account- 
ing machines  that  takes  mountains  of  clinical 
data  collected  in  testing  a new  drug,  analyzes 
the  data  and  prints  the  results  in  legible 
form,  was  described  recently  to  the  American 
Chemical  Society  by  Dr.  Oliver  H.  Buchanan, 
director  of  coordination  of  the  Sterling- 
Winthrop  Research  Institute,  Rensselaer, 
New  York. 

Electronic  evaluation  of  test  data  on  ex- 
perimental drugs  is  a relatively  new  method 
in  itself.  Until  now,  the  mechanical  “brains” 
digested  the  masses  of  raw  clinical  informa- 
tion on  a new  drug  and  produced  report 
sheets  filled  with  numbers.  The  difficulty 
was  that  only  statistical  experts,  using  a code, 
could  decipher  the  meaning  of  the  numbers. 

For  the  first  time.  Dr.  Buchanan  told  the 
ACS  annual  meeting,  complex  test  data  have 
been  analyzed  by  the  electronic  machines  and 
translated  into  words  and  abbreviations  that 
are  immediately  meaningful.  And,  also  for 
the  first  time,  this  new  technique  was  in- 
corporated in  July  in  a new  drug  application 
submitted  to  the  Food  and  Drug  Administra- 
tion by  Winthrop  Laboratories,  pharmaceu- 
tical manufacturer,  to  market  a contrast 
agent,  Bilopaque.  The  drug  was  developed  as 
a diagnostic  aid  in  connection  with  x-ray 
visualization  of  the  gallbladder. 

Named  Clinic,  the  technique’s  principal 
feature  is  a legible  “print-out.”  This  bridges 
the  gap  between  case  reports  on  an  experi- 
mental drug  submitted  by  clinical  investi- 
gators and  the  previous  summary  sheets  pro- 
duced by  the  electronic  equipment.  The  old- 


style  summaries  required  time-consuming 
decoding  by  trained  personnel,  Dr.  Buchanan 
explained,  contrasted  with  the  new  easy-to- 
read  print-out. 

Each  line  of  the  print-out,  he  said,  reports 
the  diagnosis  of  a single  patient  plus  the 
medication,  clinical  efficacy,  side  effects  and 
the  investigating  physician’s  comments.  A 
print-out  page  contains  approximately  25 
such  patient  reports.  It  was  formerly  neces- 
sary to  go  through  25  individual  case  report 
cards  to  obtain  the  same  information. 

Another  feature  of  the  technique,  which 
utilizes  various  standard  IBM  data  retrieval 
machines,  is  the  ease  and  speed  it  provides 
for  statistical  evaluation,  in  legible  form,  of 
specific  questions  relating  to  the  clinical  data. 
For  example,  if  additional  information  is  de- 
sired respecting  the  incidence  of  a specific 
side  effect  on  patients  in  a particular  age 
group,  the  information  can  be  obtained 
quickly  and  comprehensibly  from  the  elec- 
tronic equipment.  Or,  Dr.  Buchanan  noted, 
researchers  can  obtain  a rapid  and  reliable 
correlation  between  different  dosages  and  de- 
grees of  response  by  patients  which  will  aid 
in  determining  the  recommended  effective 
dosage  when  the  drug  is  made  available  to 
the  medical  profession. 

He  said  the  technique  is  of  great  benefit  to 
scientists  involved  in  the  development  and 
testing  of  new  drugs,  as  well  as  to  personnel 
who  evaluate  the  effectiveness  of  ex- 
perimental compounds.  For  them,  there  is 
a great  saving  of  time  to  process  the  com- 
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plicated  and  voluminous  test  data  needed  at 
various  stages  of  research  projects.  Of  further 
importance,  Dr.  Buchanan  said,  is  the  more 
intensive  and  speedier  study  of  new  drugs 
that  is  now  available. 

The  technique  was  devised  by  Dr.  Bu- 
chanan and  colleagues  at  the  Sterling-Win- 
throp  Research  Institute,  in  collaboration 
with  members  of  the  department  of  medical 
research  of  Winthrop  Laboratories  and  other 
units  of  Sterling  Drug,  Inc.,  the  parent  com- 
pany. 

New  Scientific  Approach  Needed 
To  Show  How  Drugs  Work  in  Body- 

Measuring  a drug’s  effectiveness  is  not  a 
simple  matter  of  developing  a new  com- 
pound, testing  it  for  safety  and  activity  in 
animals,  then  administering  it  to  humans  and 
waiting  to  see  if  it  works. 

A relatively  new  science,  or  branch  of 
science,  called  biopharmaceutics  is  necessary 
to  take  into  account  the  many  variables  that 
finally  determine  whether  a drug  will  take 
effect  or  not  in  the  human  body.  Dr.  John  G. 
Wagner,  head  of  a pharmacy  research  section 
for  the  Upjohn  Company,  Kalamazoo,  Mich., 
told  members  of  the  American  Chemical  So- 
ciety at  their  annual  meeting  recently. 

Even  after  the  value  of  an  experimental 
drug  in  its  pure  form  has  been  established, 
many  unknowns  remain.  Whether  the  drug 
will  really  be  effective  in  the  body  is  gen- 
erally determined  by  how  much  of  it  gets 
into  the  blood  and  its  biological  activity. 
These  in  turn  depend  on  the  nature  of  the 
drug:  whether  it  is  an  acid  or  a salt,  its  chem- 
ical complexity,  the  presence  of  other  sub- 
stances, its  dosage  form  — solid  or  liquid,  for 
example  — and  even  the  manufacturing  pro- 
cesses. 

As  drugs  become  more  complicated,  the 
questions  about  their  action  become  more 
complex.  Thus  the  need  for  ne-w  scientific 
approaches,  according  to  Dr.  Wagner. 

He  defines  biopharmaceutics  as  “the  study 
of  the  relation  between  some  of  the  physical 
and  chemical  properties  of  the  drug  and  its 
dosage  forms  and  the  biological  effects  ob- 
served following  administration  of  the  drug 
in  its  various  dosage  forms.” 

For  example,  the  same  drug  in  different 
dosage  forms  may  give  varying  results.  The 
blood  plasma  concentrations  of  an  anti- 


coagulant, phenylindanedione,  were  essen- 
tially the  same  when  the  drug  was  adminis- 
tered intravenously  or  in  highly  water- 
soluble  tablets.  But  when  tablets  which  re- 
mained hard  after  30  minutes  under  water 
were  used,  “absorption  proceeded  slowly  and 
only  a small  fraction  of  the  dose  was  ab- 
sorbed,” Dr.  Wagner  explained. 

In  another  experiment,  it  required  ten 
times  as  much,  1,000  mg.,  of  an  antibiotic  ad- 
ministered in  a specific  tablet  form  to  achieve 
the  desired  blood  levels  as  could  be  done  with 
100  mg.  of  a supersaturated  solution  taken 
orally.  The  actual  particle  size  of  the  drug 
is  equally  important.  Fifty  and  200  micron 
particles  of  another  antibiotic  achieved  peak 
blood  levels  in  one  hour,  400  micron  particles 
in  two  hours  and  800  micron  particles  in  three 
hours. 

Besides  the  characteristics  of  the  drugs  and 
their  dosage  forms,  investigators  must  take 
into  account  the  way  the  body  functions  — 
whether  the  drug  is  absorbed  by  the  stomach, 
the  intestine  or  a part  of  it.  Physical  prin- 
ciples, the  way  the  drug  molecules  move 
across  the  various  bodily  barriers  into  the 
blood,  are  equally  important,  equally  var- 
iable and  must  be  studied  carefully. 

A comprehensive  series  of  tests  must  be 
applied  to  each  drug.  Dr.  Wagner  emphasized. 
Lessons  learned  from  one  drug  unfortunately 
cannot  always  be  carried  over  to  another 
with  apparently  similar  properties. 

“We  are  not  at  the  point  where  we  can 
measure  a series  of  physical  constants  and 
make  accurate  predictions  about  absorption 
of  a drug  in  vivo.  Let  us  hope  in  the  future 
this  may  be  the  case,”  he  said. 
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A LESSON  FROM  HISTORY 


It  is  a refreshing  surprise  to  hear  that 
Soviet  Russia  has  learned  a lesson  from 
capitalist  history.  The  chronicles  of  the  Wes- 
tern World  show  that,  in  one  civilization 
after  another,  the  trademark  has  been  one  of 
man’s  most  useful  inventions.  And  now  the 
Soviet  Union  has  decided  that  trademarks, 
although  a foundation  of  free  enterprise, 
must  be  made  part  of  the  Communist  econ- 
omy. 

The  action  was  taken  when  the  Govern- 
ment found  that  its  “no-name  firms”  were 
turning  out  poor  products,  in  spite  of  con- 
stant inspection.  Entire  industrial  groups 
were  producing  shoddy  wares.  Lack  of  iden- 
tity resulted  in  lack  of  incentive,  and  was 
clearly  responsible  for  lack  of  quality. 

Consequently,  to  distinguish  one  state- 
owned  firm  from  another,  the  Government 
first  gave  each  a name.  It  then  required  many 
firms  to  identify  their  products  with  a trade- 
mark. 

“The  trademark,”  explained  V.  A.  Niki- 
forov, a Soviet  economist,  “makes  it  possible 
for  the  consumer  to  select  the  goods  which 
he  likes  ....  This  forces  other  firms  to  under- 
take measures  to  improve  the  quality  of  their 
own  product  in  harmony  with  the  demands 
of  the  consumer.  Thus  the  trademark  pro- 
motes the  drive  for  raising  quality  of  produc- 
tion.” 

Professor  Marshall  I.  Goldman  of  Wellesley 
College,  in  a recent  article  on  trademarks  in 
the  Soviet  Union,  reported  that  Russia  is 
hoping  by  1965  to  have  some  30  to  40  differ- 
ent brands  of  radios  and  phonographs  and 


about  20  types  of  television  sets. 

Throughout  history,  the  trademark  has 
been  recognized  as  a stamp  of  identification 
and  as  an  incentive  to  quality. 

In  ancient  Egypt,  a slave  put  his  own  mark 
on  every  brick  so  that  the  slavemaster  knew 
whom  to  punish  if  one  was  defective.  Soap 
makers  in  Rome  received  stiff  fines  and  were 
prevented  from  doing  business  if  their  prod- 
ucts were  unbranded.  Flemish  tapestry 
workers  who  failed  to  mark  their  products 
lost  their  right  hands.  In  1266,  England 
passed  a law  requiring  bakers  to  mark  each 
loaf  so  that  if  a bad  one  turned  up  “it  will  be 
knowne  in  whom  the  faulte  lies.” 

But  now  in  the  United  States,  some  critics 
of  the  drug  industry  would  like  to  remove 
trademark  names  from  prescription  drugs. 
They  hold  to  the  theory  that  abolishing  or 
minimizing  the  value  of  trademarks  would 
greatly  reduce  the  cost  of  medicines.  They 
seem  to  ignore  the  fact  that  weakening  the 
trademark  system  is  likely  — as  the  Soviets 
have  found  — to  endanger  quality  and  the 
public  health. 

Without  trademarks,  there  would  be  far 
less  incentive  to  produce  prescription  drugs 
of  outstanding  quality.  Furthermore,  al- 
though many  products  sold  under  common 
names  are  acceptable,  they  are  not  “iden- 
tical” with  their  trade  name  counterparts. 
The  fact  is  that  “identical”  medicines  — if 
made  by  different  firms  — do  not  exist. 
Variations  resulting  from  differences  in  pro- 
duction methods  — differences  in  the  size  of 
particles,  in  the  types  of  binders  and  coatings 
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— often  cause  supposedly  “identical”  drugs 
to  have  different  effects  on  the  patient. 

With  the  present  system  of  trademark 
names,  the  physician  relies  on  the  integrity 
and  reputation  of  the  manufacturer,  and 
specifies  by  name  the  exact  product  he  wants 
his  patient  to  receive.  In  this  way,  he  knows 
the  quality  and  effect  of  the  medicine.  If 
compelled  to  prescribe  a drug  by  its  common 
name,  the  physician  would  have  no  such 
guarantee.  When  human  lives  are  at  stake, 
inability  to  identify  the  manufacturer  of 
drugs  is  a dangerous  gamble. 

The  Russians,  then,  in  matters  less  crucial 
than  medicines,  have  found  that  inspection  is 
no  substitute  for  incentive.  They  have 
learned  through  costly  experience  that  trade- 
marks are  the  best  protection  for  the  con- 
sumer. 

If  trademark  names  on  prescription  drugs 
are  weakened  in  America,  we  will  be  taking 
a step  backward.  Unlike  the  Soviets,  we  will 
have  ignored  a lesson  from  history. 

THE  PHARMACOLOGY  OF  HYPNOTICS 

AND  SEDATIVES  I— 

(Continued  From  Page  441) 
mon.  Symptoms  usually  disappear  over  two 
to  three  weeks,  and  recovery  is  usually  com- 
plete. However,  death  has  followed  abrupt 
withdrawal  of  barbiturates.  Treatment  of 
barbiturate  intoxication  requires  hospital- 
ization. Abrupt  withdrawal,  or  rapid  reduc- 
tion in  dosage,  is  extremely  hazardous  and 
not  to  be  employed.  After  establishing  the 
dose  necessary  to  maintain  a state  of  mild  in- 
toxication, dosage  is  reduced,  the  rate  being 
determined  by  the  response  of  the  patient. 
If  any  evidence  of  abstinence  appears,  further 
reduction  of  dosage  should  be  terminated 
temporarily.  Close  observation  of  the  patient 
is  necessary  during  withdrawal  with  par- 
ticular attention  to  maintenance  of  fluid  and 
electrolyte  balance.  When  withdrawal  is 
complete,  psychotherapy  and  rehabilitative 
measures  should  be  instituted. 

PRODUCT  NAME  CHANGE 

After  October  1,  1962,  the  Upjohn  product, 
KAOPECTATE  with  NEOMYCIN,  will  be 
known  as  KAOMYCIN*. 

^Trademark,  Reg.  U.  S.  Pat.  Off.  The  Upjohn 
Company,  Kalamazoo,  Michigan. 


NOW  SERVING  A 
GREAT  10  STATE  AREA 

The  Druggists  Mutual  was  organized  in  1909 
by  a group  of  Iowa  druggists  to  provide  reli- 
able mutual  insurance  protection  at  a saving. 
Today  this  company  is  the  only  Mutual  Com- 
pany which  has  remained  a specialist  in  pro- 
viding the  health  professions  with  insurance 
protection. 

POLICIES  OFFERED 

* Store  Contents  * Homeowners  Package 

Policy 

* Store  and  Office  Building 

* Personal  Belongings 

* Business  Interruption 

(loss  of  earnings)  * Boat  and  Outboard 

Motors,  All-Risk 

• Physicians  and  Dentists 

Floater  * Automobile  (in  5 states) 

Policies  Available  Through 
Druggists  Mutual  Agency. 

• Druggists  Liability  • Burglary  and  Robbery, 

Business  and  Personal 

• Premises  Liability,  Store  • p|afe  Glass 

and  Office  * Workmens  Compensation 

WRITE:  Our  fieldmen  will  be  happy 
to  help  you  with  your  insurance  needs.  No 
obligation,  ever. 


DRUGGISTS  MUTUAL 
INSURANCE  GO, 

EUGENE  MURTAGH 
PRESIDENT 

HOME  OFFICE -ALGONA,  IOWA 
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Fellow  Pharmacists: 

Summer  is  gone,  with  all  its  problems  and  frustrations:  how  to  garden,  paint  the  house, 
mow  the  lawn,  spray  the  roses,  repair  the  fence,  and  (at  the  same  time)  how  to  do  a little  golf- 
ing, a little  fishing,  attend  the  home  baseball  games,  and  (at  the  same  time)  how  to  operate  a 
business.  The  most  perplexing  question  is  how  to  put  a 20-pound  watermelon  in  the  re- 
frigerator without  removing  all  the  six-packs. 

Dorothy  and  I just  returned  from  the  NARD  Convention;  we  had  a wonderful  trip.  The 
program,  entertainment,  and  many  nice  people  we  met  will  long  be  remembered. 

I also  found  out  why  so  many  hotels  have  the  word  “Palms”  as  a part  of  their  names. 
Every  bellhop,  bus  boy,  and  maid  comes  equipped  with  four  palms,  all  extended. 

Sincerely, 

L.  B.  Urton 
President 
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NATIONAL  PHARMACY 
WEEK  PUBLICIZED 
IN  SOUTH  DAKOTA 

Radio  and  television  pro- 
grams sponsored  by  the  Di- 
vision of  Pharmacy,  South 
Dakota  State  College,  were 
included  in  the  publicity 
given  National  Pharmacy 
Week,  October  7-13,  in  South 
Dakota. 

Two  taped  interviews  were 
carried  by  27  radio  stations 
in  South  Dakota,  North  Da- 
kota, and  Minnesota  and  a 
live  interview  was  heard 
over  a Brookings  station, 
KBRK.  A television  inter- 
view was  carried  by  KELO, 
Sioux  Falls,  KDLO,  Garden 
City,  and  KPLO,  Reliance. 

Participating  in  the  pro- 
grams were  staff  members 
and  students  of  the  Division 
of  Pharmacy  and  phar- 
macists of  Brookings.  The 
publicity  campaign  was  un- 
der the  direction  of  Dr.  Ken- 
neth Redman,  professor  of 
pharmacognosy  at  State  Col- 
lege. 


HAGGAR  NAMED  TO 
BOARD  OF  PHARMACY 
Announcement  has  been 
made  by  Governor  Archie 


Gubbrud  of  the  appointment 
of  T.  K.  Haggar,  Watertown, 
to  the  South  Dakota  Board 
of  Pharmacy  for  a three  year 
term,  effective  October  1, 
1962.  Haggar,  who  is  well 
known  to  South  Dakota 
pharmacists,  has  had  pre- 
vious service  on  the  Board. 
With  his  current  appoint- 
ment, he  succeeds  A1  Bitt- 
ner, Aberdeen,  retiring  mem- 
ber. 

Continuing  members  on 
the  Board  are  Roger  East- 
man, Platte,  2 years,  and  Ted 
Hustead,  Wall,  1 year. 


DISTRICT  V BOARDS 
AND  COLLEGES  MEET 

The  annual  meeting  of  Dis- 
trict V Boards  and  Colleges 
of  Pharmacy  was  held  at 
Lincoln,  Nebraska,  Septem- 
ber 30  - October  1.  Edward 
M.  Sohler  of  the  Nebraska 
Board  of  Pharmacy  and  La- 
Verne  D.  Small  of  the  Uni- 
versity of  Nebraska  were  co- 
chairmen  for  the  event. 

These  annual  meetings, 
and  similar  ones  throughout 
the  country,  are  held  for  the 
purpose  of  discussing  prob- 
lems of  mutual  concern  to 
the  boards  and  colleges. 


They  are  sponsored  by  the 
National  Association  of 
Boards  of  Pharmacy  and  the 
American  Association  of  Col- 
leges of  Pharmacy.  District 
V is  comprised  of  Iowa,  Min- 
nesota, Nebraska,  North  Da- 
kota and  South  Dakota. 

Those  attending  the  Lin- 
coln meeting  from  South  Da- 
kota were:  Roger  Eastman, 
Platte;  Ted  Hustead,  Wall; 
A1  Bittner,  Aberdeen;  Bliss 
Wilson,  Pierre;  Harry  Lee, 
Alcester;  Dean  Floyd  Le- 
Blanc,  Brookings;  and  Dr. 
Kenneth  Redman,  Brook- 
ings. 

Next  year’s  meeting  of 
District  V will  be  held  in 
Iowa  City,  Iowa. 


PHARMACY  ENROLL- 
MENT SHOWS 
INCREASE 

Enrollment  in  the  Division 
of  Pharmacy  at  South  Da- 
kota State  College  for  the 
fall  quarter,  1962,  is  208,  a 
gain  of  14  over  the  1961  fall 
enrollment  of  194. 

Dr.  Floyd  J.  LeBlanc,  dean 
of  pharmacy,  reported  that 
75  new  students  were  ad- 
mitted this  year  of  which  56 
entered  directly  from  high 
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school  and  19  were  transfers 
from  other  institutions. 
Broken  down  by  classes,  the 
enrollment  figures  reveal  61 
first-year  students,  58  sec- 
ond-year students,  and  41 
third-year  students,  all  of 
whom  are  on  the  5-year  pro- 
gram. In  addition,  48  seniors 
will  complete  the  4-year  pro- 
gram this  year. 

Because  of  the  transition 
from  the  4-year  to  the  5-year 
program,  no  graduates  are 
anticipated  at  the  completion 
of  the  1963-64  academic  year. 


BRITTON  STUDENT 
RECEIVES  NATIONAL 
AWARD 

Miss  Marlene  Wallace, 

Britton,  senior  pharmacy 
student  at  South  Dakota 
State  College,  has  been 
named  the  1962  recipient  of 
the  Zada  M.  Cooper  Scholar- 
ship of  $100.  The  award  is 
made  annually  by  Kappa 
Epsilon,  national  pharmacy 
fraternity  for  women  and  is 
based  on  scholarship,  need, 
and  participation  in  college 
activities.  Zada  M.  Cooper 
was  the  founder  of  Kappa 
Epsilon. 


Miss  Wallace,  a member  of 
Chi  Chapter  of  Kappa  Ep- 
silon, ranks  first,  scholas- 
tically, in  her  class  at  State 
College.  In  addition  to  her 
membership  in  Kappa  Ep- 
silon, she  is  a member  of  Phi 
Kappa  Phi  (honorary),  Rho 
Chi  (pharmacy  honorary). 
Sigma  Lambda  Sigma  (sen- 
ior women’s  honorary). 
Guidon  (military  auxiliary) 
and  has  been  named  at 
Honors  Convocation  for 
three  years.  She  has  also  re- 
ceived the  Junior  Pharmacy 
Girls  Award  of  $25  presented 
by  the  Women’s  Auxiliary  of 
the  South  Dakota  Pharma- 
ceutical Association. 

Miss  Wallace  is  the  second 
State  College  student  to  re- 
ceive the  Scholarship.  A 
previous  recipient  was  Miss 
Terrie  Teuber,  Redfield,  in 
1958.  The  award  has  been 
offered  since  1957. 


PHARMACIST  HEADS 
NARCOTICS  BUREAU 
Henry  L.  Giordano,  who 

now  heads  the  Federal  Bur- 
eau of  Narcotics,  is  a phar- 
macy graduate  of  the  Uni- 


versity of  California  and  was 
a practicing  pharmacist  until 
1941  when  he  became  asso- 
ciated with  the  Bureau.  Fol- 
lowing a wartime  tour  of 
duty  with  the  Coast  Guard, 
he  served  as  an  agent  for  the 
Bureau  in  Seattle  and  was 
later  assigned  as  Supervisor 
of  the  Minneapolis  District. 

Prior  to  his  present  ap- 
pointment, Giordano  was 
Deputy  Commissioner  of  the 
Bureau.  He  succeeds  long- 
time Commissioner  Harry 
J.  Anslinger. 


TILSWORTH  JOINS 
SALES  STAFF  OF 
McNEIL  LABORATORIES 

Paul  L.  Tilsworth  is  the 
new  professional  service  rep- 
resentative of  McNeil  Lab- 
oratories, Inc.  for  the  Sioux 
City  and  Sioux  Falls  areas. 

Before  joining  McNeil, 
Tilsworth  was  employed  as 
a detail  man  by  Bristol  Lab- 
oratories for  four  years.  He 
is  a graduate  of  Norfolk  Jun- 
ior College  and  served  in  the 
Navy  in  Korea.  He  makes 
his  home  in  Sioux  City,  la. 
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Cytology  and  Biopsy  in 
Carcinoma  of  the  Uterine 
Cervix* 

By 

C.  A.  McWhorter,  M.D. 
Department  of  Pathology 
University  of  Nebraska 
College  of  Medicine** 


* Presented  at  the  Annual  Meeting  of  the  South 
Dakota  State  Medical  Association,  Sioux  Falls, 
South  Dakota,  May,  1961. 

■ **42nd  and  Dewey,  Omaha,  Nebraska. 


The  American  Cancer  Society  is  showing 
to  the  general  public  a film  titled  “Time  and 
Two  Women”  which  dramatically  illustrates 
the  need  for  early  diagnosis  of  cancer  of  the 
uterine  cervix.  The  crusade  theme  of  the 
American  Cancer  Society  is  “Conquer 
Uterine  Cancer.”  It  might  therefore  be  wise 
to  review  briefly  some  aspects  of  this  disease 
and  to  suggest  methods  of  circumventing  cer- 
tain problems  that  may  arise  in  the  manage- 
ment of  the  patient  with  abnormal  cytologic 
findings. 

According  to  the  statistical  research  de- 
partment of  the  American  Cancer  Society, 
there  would  be  26,000  new  cases  of  carcinoma 
of  the  cervix  in  1961.  It  was  estimated  by  this 
same  group  that  as  recently  as  1954  in  the 
United  States,  there  were  11,500  deaths  or  14 
per  100,000  female  population  due  to  this 
disease.  I doubt  that  anyone  could  dispute 
the  fact  that  this  is  an  important  type  of  can- 
cer. According  to  Younge,!  it  is  estimated 
that  this  cancer  will  attack  2.2%  of  the 
female  population,  killing  more  than  50%  in 
whom  the  disease  occurs. 

Almost  all  cervical  malignancy  is  a squa- 
mous cell  carcinoma  which  arises  in  the  area 
of  the  juncture  between  the  endocervical 
columnar  epithelium  and  the  stratified  squa- 
mous epithelium  of  the  uterine  cervix.  It  may 
then  spread  out  over  the  portio  vaginalis  of 
the  cervix  or  along  the  surface  of  the  en- 
docervix.  Carcinoma  in  situ,  or  Stage  0 car- 
cinoma, is  that  type  of  lesion  which  is  limited 
to  the  surface  epithelium  in  this  area  or  ex- 
tends only  into  glands.  Much  evidence  exists 
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that  this  lesion  may  remain  in  this  state  of 
localized  growth  for  many  months,  or  even 
years. 2 In  any  individual  case,  the  length 
of  time  that  a lesion  may  remain  confined 
cannot  be  predicted.  Once  infiltration  or  in- 
vasion begins  the  disease  progresses  in  a 
relentless  manner,  if  not  treated,  and  death 
occurs  in  untreated  invasive  cervical  cancer 
in  about  20  months. 

Thus,  we  have  a cancer  which  is  a serious 
problem  and  one  having  a peculiar  pathologic 
feature,  namely,  that  it  may  remain  as  a 
localized  lesion  for  a long  period  of  time.  If 
the  diagnosis  can  be  made  during  this  latent 
period,  the  disease  is  100%  curable.  If,  on  the 
other  hand,  this  lesion  is  allowed  to  progress, 
the  mortality  increases  rapidly  as  the  stage  of 
disease  advances. 

Many  people  have  proposed  that  this 
disease  can  be  eradicated  as  a killer.3  At  the 
present  time  we  have  the  tools  to  carry  out 
this  mission,  if  we  will  use  them  in  a proper 
fashion.  The  tools  of  which  I speak  are:  (1) 
Cytologic  study,  (2)  Adequate  biopsy,  and  (3) 
Properly  planned  therapy. 

At  the  University  of  Nebraska  Hospital  we 
have  had  a cytology  detection  program  in 
operation  for  approximately  thirteen  years. 
The  results  of  this  program  were  first  re- 
ported in  1956  by  Wilcox  and  others.^  At  that 
time  the  cases  were  somewhat  selected,  par- 
ticularly from  private  sources,  and  the  in- 
cidence of  carcinoma  was  about  23  cases  in 
1,000  examinations.  Recently,  Simons^  an- 
alyzed the  cases  between  January  1957  and 
September  1960.  The  following  data  are  some 
of  the  results  of  that  study. 

TABLE  I 

CYTOLOGY  EXAMINATION 
JAN.  1957  - SEPT.  1960 

Total  Patients  5764 

Abnormal  Smears  471 

Smears  Suspicious  of  Carcinoma  59 

Table  I is  a summary  of  the  total  number 
of  cases  and  the  total  number  of  abnormal 
smears.  The  incidence  is  approximately  10 
cases  of  carcinoma  per  1,000  cases  examined 
and  is  considerably  less  than  the  previous 
report.  However,  during  this  period,  the 
examinations  were  done  routinely  on  all 
patients  coming  to  the  Out-Patient  Depart- 
ment or  admitted  to  the  Hospital,  except  on 
the  services  of  dermatology,  ophthalmology. 


and  otorhinolaryngology.  There  was  no 
special  selection  and  some  of  these  cases  were 
undoubtedly  examined  more  than  once  a 
year;  this  duplication  and  yearly  re-examina- 
tion may  account  for  the  lower  incidence 
rate  of  carcinoma. 

TABLE  II 

RESULTS  OF  BIOPSY 


Number  Biopsied  59 

Diagnosis  Carcinoma  52 

Diagnosis  Dysplasia  7 

False  Negative  Cases  4 


Table  II  is  a tabulation  of  the  cases  which 
were  designated  as  suspicious  and  in  which 
biopsy  was  performed.  Also  included  are  in- 
stances designated  as  “false  negative”.  There 
is  no  accurate  means  of  determining  the  num- 
ber of  false  negative  smears.  These  cases 
were  brought  to  our  attention  because  they 
had  either  a biopsy  of  the  cervix  or  hysterec- 
tomy for  some  other  reason,  and  proved  to 
have  carcinoma  on  microscopic  examination. 
The  cytology  slides  from  this  latter  group 
were  reviewed,  and  in  one  instance,  a few 
cells  were  found  which  could  be  considered 
abnormal.  However,  the  other  cases  showed 
no  abnormal  cells,  and  one  must  conclude 
that  the  smears  received  for  examination 
were  not  representative  of  the  neoplastic 
changes  in  the  uterine  cervix. 

TABLE  III 

FINDINGS  IN  THE  BIOPSIED 
MALIGNANT  CASES 

1.  No.  of  cases  52 

2.  No.  of  non-invasive  or  in  situ 

carcinomas  28  - 53.6% 

3.  No.  of  early  invasive  carcinomas  12  - 22.9% 

4.  No.  of  advanced  invasive 

carcinomas  8 - 15.4% 

5.  Ovarian  or  endometrial 

carcinomas  4-  7.6% 

Table  HI  indicates  the  extent  of  the  lesion 
in  the  biopsied  cases.  From  our  point  of  view, 
it  is  heartening  to  note  that  40,  or  approx- 
imately 75%,  of  the  cases  were  of  the  in  situ 
or  early  invasive  type.  If  one  doubts  the 
value  of  cytologic  examination,  the  illustra- 
tive bar  graph  of  Table  IV  reflects  the 
marked  increase  in  incidence  of  Stage  0 (in 
situ)  carcinoma  as  per  cent  of  total  cases  of 
malignancy.  This  is  largely  attributed  to  the 
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routine  use  of  cytology  as  a screening  pro- 
cedure. 


TABLE  IV 

A bar-graph  illustrating  the  marked  increase  in 
the  per  cent  of  in  situ  carcinoma  of  the  total  cases 
of  carcinoma  of  the  cervix. 


Table  V summarizes  the  principal  com- 
plaints of  patients  at  the  time  of  cytologic 
examination.  Over  50%  had  no  gynecologic 
complaints.  Only  a small  number,  even  with 
some  gynecologic  complaints,  had  any  symp- 
toms which  would  lead  to  suspicion  of  malig- 
nancy of  the  cervix. 

TABLE  V 

CLINICAL  FINDINGS  IN  CERVICAL 
CARCINOMAS 

1.  Number  of  cases  48 

2.  Seen  for  other  than  gynecologic 

complaints  17-35.4% 

3.  Seen  for  pregnancy  or 

postpartum  8-16.6% 

4.  Seen  for  investigation  of 

gynecologic  complaints  23-47.9% 


Of  special  significance  is  the  finding  of  8 
malignancies  during  pregnancy.  These  were 
discovered  on  routine  cytology  study  and 
were  followed  through  the  pregnancy.  Biopsy 
was  sometimes  done  during  pregnancy  and 
sometimes  in  the  postpartum  period.  All  of 
these  were  followed  for  a considerable  period 
of  time  before  it  was  determined  that  the 
lesion  did  not  regress. 

Table  VI  summarizes  the  appearance  of 
the  cervix  at  the  time  of  the  cytologic  exam- 
ination. Since  cervical  erosions  are  a fre- 
quent finding,  over  80%  of  the  cases  of  early 
carcinoma  of  the  cervix  had  no  physical  find- 


ings of  significance,  if  cervical  erosions  were 
excluded.  We  feel  that  if  the  patient  has  re- 
lated symptoms,  or  if  there  are  suspicious 
signs,  the  carcinoma  is  unlikely  lo  be  early. 

This  study  and  many  others  have  indicated 
the  high  degree  of  reliability  of  cytologic 
examinations.  It  also  emphasizes  that  one 
cannot  depend  upon  the  patient’s  symptoms 
or  the  physical  findings  at  examination  to 
exclude  early  carcinoma  of  the  uterine  cer- 
vix. 


TABLE  VI 

PHYSICAL  FINDINGS  IN  CERVICAL 
CARCINOMA 

1.  Number  of  cases  48 

2.  Lesions  on  cervix  clinically 

suspicious  9 - 18.7% 

3.  Cervical  erosions  23  - 47.9% 

4.  Negative  findings  16-33.3% 

After  one  has  a suspicious  cytology  report, 
what  is  the  logical  next  step?  It  is  an  ade- 
quate biopsy  of  the  cervix.  There  have  been 
advocates  of  various  technics  for  this  biopsy. 
In  general,  they  fall  into  three  types: 

(1)  A punch  biopsy  of  the  area  which  does 
not  stain  after  application  of  the  Schiller  test 
to  the  uterine  cervix.  This  test  is  based  upon 
the  principle  that  the  abnormal  epithelium 
does  not  contain  glycogen,  and  when  it  is 
painted  with  an  iodine  solution,  it  will  not 
turn  the  characteristic  mahogany  brown.  This 
technic  has  certain  drawbacks  because  the 
lesion  may  have  extended  only  along  the  en- 
docervix  and  show  no  visible  area  on  the  ecto- 
cervix.  This  type  of  extension,  although  not 
frequent,  does  occur.®  Not  all  areas  of  ab- 
normal epithelium  will  be  devoid  of  gly- 
cogen, and  therefore,  be  non-staining.  For 
these  reasons,  this  technic  is  not  without 
some  hazard  to  the  patient.  Realizing  these 
limitations,  the  Schiller  test  is  useful. 

(2)  Quadrant  punch  biopsy  or  the  random 
punch  biopsy.  This  technic  involves  taking 
punch  biopsies  at  12,  3,  6,  and  9 o’clock  on  the 
cervix  adjacent  to  the  external  os,  or  at  ran- 
dom sites.  The  objections  are  that  such  bi- 
opsy may  miss  the  lesion  completely  or  it  may 
not  show  the  most  extensive  area  of  involve- 
ment. Its  advantages  are  similar  to  those  of 
the  first  technic  in  its  simplicity  and  avoiding 
the  hazard  of  post-biopsy  hemorrhage. 

(3)  The  method  we  have  recommended  for 
the  past  several  years  and  which  we  feel  is 
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DIAGRAM  I 

The  left-hand  diagram  illustrates  the  lateral 
margins  of  an  adequate  cone  biopsy.  The  right- 
hand  diagram  illustrates  the  extent  of  the  cone 
along  the  endocervix,  as  well  as  on  the  pars  vag- 
inalis. 


DIAGRAM  II 

Diagrammatic  illustration  of  the  numerous  cuts 
made  of  the  cone  biopsy  to  prepare  blocks  for 
microscopic  examination. 
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FIGURE  I 

This  photograph  of  an  amputated  cervix  illus- 
trates the  marked  irregularity  of  the  external  os 
with  old  deep  lacerations. 


FIGURE  II 

This  is  a photoeraph  of  an  irregular  scarred  and 
stenotic  cervix  in  which  early  carcinoma  was 
found. 


the  only  accurate  and  satisfactory  method  is 
the  cold-knife  cone  biopsy.  This  attempts  to 
give  to  the  pathologist  the  entire  circum- 
ference of  the  cervix  for  a distance  of  about 
1 to  1.5  cm.,  both  externally,  (along  the  portio 
vaginalis  of  the  cervix),  and  internally  (along 
the  endocervix).  This  must  not  be  done  with 
any  electro  cautery  technic.  This  is  illustrated 
in  Diagram  I.  After  the  biopsy  has  been  re- 
moved and  fixed,  it  is  then  blocked  into  a 
number  of  small  portions,  each  properly 
labelled.  Diagram  II  illustrates  how  blocks 
are  taken  from  the  coned  portion  of  the  cer- 
vix. By  this  method,  representative  sections 
of  most  of  the  squamo-columnar  junction  ad- 
jacent zones  can  be  studied  microscopically. 

One  can  actually  plot  the  extent  of  the 
lesion  with  a reconstruction  technic.  Regan 
and  others  have  so  studied  100  cases,  and  the 
lesions  in  their  study  varied  in  size  from  4 
millimeters  up  to  22  millimeters. 

With  this  type  of  biopsy  carefully  blocked 
and  studied,  the  clinician  can  be  fairly  cer- 
tain of  the  extent  of  the  lesion,  and  he  may 
choose  the  appropriate  therapeutic  measure. 
He  must  know  the  answers  to  the  following 
questions,  if  therapy  is  to  be  logical  and  cor- 
rect: (1)  Is  stromal  invasion  present  or  ab- 
sent? (2)  If  stromal  invasion  is  present,  is  it 
superficial?  (3)  How  far  does  the  lesion  ex- 
tend onto  the  portio  vaginalis  of  the  cervix? 

A number  of  special  cone-type  knives  have 
been  designed  to  obtain  tissue  in  a simple 


manner.  These,  like  many  other  instruments 
designed  for  simplicity,  frequently  give  an 
inadequate  biopsy.  There  is  serious  objection 
to  the  use  of  these  instruments  for  the  follow- 
ing reasons: 

(1)  In  most  instances,  they  are  not  adjust- 
able to  varying  degrees  of  depth  so  that 
they  can  take  an  adequate  cone.  They 
therefore  give  what  is  known  as  a super- 
ficial or  shave-cone  biopsy.  This  will  not 
allow  sufficient  tissue  for  good  orientation 
of  blocks  and  is  but  little  better  than  the 
punch  biopsy. 

(2)  The  cervices  of  very  few  multipara, 
which  are  the  ones  most  likely  harboring 
cancer,  have  a smooth,  round,  uniform  cer- 
vical os.  They  are  more  likely  to  be  mark- 
edly scarred,  irregular,  fish-mouthed,  or 
stenotic,  as  illustrated  in  Figures  I and  H. 
Any  instruments  that  cannot  accommodate 
to  these  irregularities  and  variations  in  the 
contour  of  the  cervix  and  the  tissues  ad- 
jacent to  the  os  will  give  a wide  piece  of 
tissue  in  one  area  and  practically  none  in 
another.  In  which  area  does  the  most  ad- 
vanced lesion  exist?  Is  it  the  narrow  thin 
portion?  In  the  place  where  there  is  no 
tissue?  Is  it  in  the  thick  portion?  How  can 
you  tell. 

Some  of  the  problems  of  this  disease  can 
be  illustrated  by  reference  to  specific  cases. 

This  first  patient  had  no  symptoms,  and 
the  disease  was  suspected  only  on  a routine 
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cytology  check.  A biopsy  confirmed  the  diag- 
nosis of  squamous  carcinoma  of  the  cervix, 
with  no  evidence  of  invasion.  However,  the 
lesion  extended  to  the  lateral  margin  of  the 
biopsy.  The  patient  was  treated  by  total  hys- 
terectomy with  removal  of  a wide  vaginal 
cuff. 

Three  months  following  surgery,  a checkup 
smear  showed  cells  highly  suspicious  for  car- 
cinoma. A biopsy  of  the  upper  vagina  showed 
residual  in  situ  carcinoma.  A similar  case  is 
reported  by  May  in  the  American  Journal  of 
Obstetrics  and  Gynecology.® 

The  next  case  is  a woman  of  25  years,  who 
was  pregnant,  and  showed  marked  dysplasia 
on  cytology  smear.  In  this  instance,  because 
the  abnormal  cells  on  the  smear  were  quite 
suspicious,  a biopsy  of  the  cervix  was  taken 
during  pregnancy.  The  lesion  was  an  in  situ 
carcinoma.  During  the  postpartum  period, 
followup  smears  taken  six  months  after  the 
biopsy,  showed  perfectly  normal  cells.  Al- 
though the  patient  is  still  under  observation, 
there  is  no  evidence  at  the  present  time  of  the 
original  lesion.  We  assume  that  this  lesion 
disappeared  because  it  was  removed  com- 
pletely by  biopsy. 

Another  case  illustrates  a different  out- 
come. A 22  year-old  girl  was  pregnant.  When 
smears  were  taken  in  1960,  these  revealed  ab- 
normal cells  which  were  classified  as  marked 
dysplasia.  She  did  not  return  for  the  routine 
postpartum  checkup.  When  she  did  return  to 
the  Clinic,  she  was  again  pregnant.  Smears 
again  demonstrated  the  same  cells,  even  more 
abnormal.  After  this  pregnancy,  a biopsy  was 
done.  Areas  of  invasion  in  this  cervical  tissue 
were  present.  The  prognosis  for  this  girl  has 
been  worsened  by  an  inadequate  followup  of 
abnormal  cytology. 

SUMMARY  AND  CONCLUSIONS 

1.  Carcinoma  of  the  uterine  cervix  is  an  im- 
portant malignant  neoplasm  in  women,  and 
still  causes  a significant  number  of  deaths. 

2.  By  routine  cytologic  examination,  this 
disease  can  be  detected  before  it  is  clinically 
manifest  by  either  signs  or  symptoms.  At 
this  stage  of  the  disease,  it  should  be  almost 
completely  curable. 

3.  By  the  use  of  routine  cytology  examina- 
tion, the  percentage  of  very  early  carcinoma 
of  the  cervix  seen  at  the  University  of  Ne- 
braska Hospital  has  been  markedly  in- 
creased. 


4.  Suspicious  cases  reported  by  cytologic 
examination  should  have  an  adequate  diag- 
nostic biopsy  before  the  mode  of  therapy  is 
determined.  Reasons  are  given  for  preference 
of  the  cold-knife  cone  type  of  biopsy. 

5.  If  cytologic  studies  are  coupled  with  ade- 
quate biopsy,  and  if  proper  therapy  is  insti- 
tuted, this  disease  as  a cause  of  death  can  be 
eradicated. 
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Biological  warfare  has  been  defined  as  the 
intentional  military  use  of  living  microorgan- 
isms or  their  toxic  products  to  produce  dis- 
ability or  death  in  man  or  other  animals,  or 
to  injure  or  destroy  food  crops  or  other  eco- 
nomically important  plants.  The  current 
trend  is  to  use  the  term  “Biological  Activity” 
instead  of  “Biological  Warfare”. 

The  physician  will  play  a very  important 
role  in  the  defense  against  biological  activity 
for  he  most  likely  will  be  “the  tender  of  the 
air  samplers  and  the  first  interpreter  of  the 
results.”  The  definitive  diagnosis  of  the  agent 
employed  in  any  biological  activity  will  have 
to  come  from  the  laboratory  but  when  man 
is  involved  time  will  be  of  the  essence.  It  is 
the  aim  of  the  speaker  to  point  out  how  the 
physician  logically  fits  into  the  all  important 
role  of  being  the  first  observer  of  biological 
activity  and  of  being  in  a position  to  charter 
a course  of  defensive  action. 

Dissemination 

Biological  agents  may  be  directed  against 
plants,  animals,  or  personnel.  Biological 
agents  can  and  do  attack  our  food  crops.  If 
not  kept  under  control,  certain  plant  diseases 
could  become  a serious  menace  to  our  food 
supply.  However,  our  population  is  used  to  a 
varied  diet  and  if  one  type  of  food  supply 
was  menaced  other  types  of  foods  could  be 
increased  in  the  diet.  Also  there  are  large 


* The  opinions  expressed  are  those  of  the 
speaker  arrived  at  from  experience  as  a med- 
ical microbiologist,  reading  “unclassified” 
literature  and  from  having  to  give  some 
thought  to  civil  defense  in  his  local  area. 
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reserves  of  most  types  of  the  more  essential 
plant  foods.  The  physician  would  not  be  con- 
cerned in  this  area  unless  some  toxic  sub- 
stance such  as  ergot  slipped  past  the  agricul- 
tural experts  and  became  an  item  in  the  diet. 

Animals  are  susceptible  to  infectious  di- 
seases which  may  not  be  confined  to  their 
own  species  but  may  be  transmitted  to  man. 
Fortunately,  we  are  sufficiently  mechanized 
as  not  to  be  dependent  upon  animals  for  a 
source  of  power.  Again  with  our  varied  diet, 
should  one  species  of  animal  become  unavail- 
able as  a food  supply,  other  sources  of  protein 
in  our  diet  could  be  increased.  More  serious 
are  those  diseases  of  animals  which  are  trans- 
missible to  man  but  these  would  be  detected 
among  the  animal  population  by  the  veter- 
inarians before  they  become  a menace  to  the 
health  of  individuals  on  any  large  scale.  Also 
our  dietary  habits  are  such  that  most  animal 
products  are  sterilized  before  being  con- 
sumed. 

It  appears  that  the  most  efficient  way  to 
attack  man  with  a biological  agent  is  a direct 
approach.  Some  of  the  biological  agents 
which  attack  man  do  not  lend  themselves 
readily  to  deliberate  large  scale  use.  For  ex- 
ample, the  fungi  are  too  large  to  be  dissem- 
inated readily  and  many  of  them  produce 
subclinical  infections.  When  the  clinical  types 
of  fungal  infections  are  produced  they  are  apt 
to  be  fatal.  The  animal  parasites  also  are  too 
large  to  be  disseminated  readily  by  them- 
selves. They  cannot  be  grown  readily  in  large 
quantities  and  many  of  them  have  to  go 
through  complex  life  cycles.  It  is  possible  to 
disseminate  infected  insect  vectors  such  as 
mosquitoes  infected  with  malaria  or  viruses. 
The  bacteria,  rickettsiae  and  viruses  can  be 
grown  readily  in  large  quantities,  can  be 
dried  and  stored  if  necessary,  and  are  small 
enough  to  be  disseminated  readily.  The  bac- 
terial toxins  are  another  group  of  biological 
agents  important  to  man  which  can  be  pro- 
duced in  large  quantities,  can  be  purified  or 
concentrated,  dried  and  easily  disseminated. 

There  are  a variety  of  biological  agents 
capable  of  producing  illnesses  in  man  ranging 
from  mild  incapacitation  to  death.  There  re- 
mains the  problem  of  dissemination.  Contact, 
perhaps,  can  be  ruled  out  as  an  effective 
means  of  producing  biological  activity.  Un- 
like chemical  agents,  bacterial  agents  do  not 
readily  produce  their  harmful  effect  by  mere 


contact  with  the  skin  or  mucous  membranes. 
Protective  clothing,  repellants,  etc.  are  avail- 
able for  combating  insects.  The  alimentary 
tract,  probably,  can  be  ruled  out  as  an  effec- 
tive method  for  attacking  man.  Individuals 
can  go  for  hours  without  food  or  drink  imtil 
a safe  supply  is  available.  Also  larger  doses 
are  required  when  the  biological  agent  has 
to  gain  its  entrance  through  the  alimentary 
tract. 

The  air-borne  route  of  dissemination  with 
entrance  of  the  agent  through  the  respiratory 
tract  appears  to  be  the  most  logical  approach 
for  the  deliberate  assault  on  man.  Individuals 
cannot  deliberately  cease  breathing  for  more 
than  a minute  and  they  cannot  be  and  will 
not  be  masked  continuously.  Normally  an  in- 
dividual breathes  one  cubic  foot  of  air  every 
three  minutes  or  less.  Some  pathogens  would 
need  to  be  no  more  numerous  in  the  air  than 
the  usual  air-borne  microorganisms  in  order 
to  infect  man.  Even  today  in  this  country 
man  is  acquiring  by  the  air-borne  route  an- 
thrax in  woolen  mills,  brucellosis  in  slaugh- 
ter houses,  psittacosis  in  poultry  dressing 
establishments  and  Q fever  on  farms.  Viable 
microorganisms  can  be  air-borne  long  dis- 
tances as  was  evident  during  the  dust  bowl 
days  in  the  mid  1930’s.  Spores  were  gathered 
in  the  dust  from  the  plains  in  the  midwest 
and  air-borne  beyond  the  eastern  seaboard. 
Organisms  can  be  made  air-borne  deliber- 
ately as  for  example  the  use  of  Bacillus  thur- 
ingiensis  in  attacking  alfalfa  caterpillars  and 
cabbage  worms. 

The  fact  that  microorganisms  can  be  made 
air-borne,  either  deliberately  or  by  the  forces 
of  nature,  and  can  cover  large  areas  when 
meteorological  conditions  are  satisfactory  re- 
quires that  they  be  considered  as  possible 
warfare  agents.  They  would  probably  be 
more  useful  when  employed  strategically 
rather  than  tactically  by  a potential  enemy. 
Another  feature  of  bilogical  agents  which 
makes  them  potential  warfare  agents  is  the 
difficulty  of  treatment.  There  is  no  treatment 
for  virus  infections  after  individuals  have 
been  exposed  to  the  viruses.  Active  immun- 
ization offers  protection  against  viral  infec- 
tions but  weeks  and  months  are  required  for 
active  immunity  to  develop.  Unusual  strains 
of  viruses  could  be  employed  which  would 
render  useless  any  extensive  program  of  ac- 
tive immunization  which  might  have  been 
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carried  out  even  well  in  advance.  Likewise, 
there  is  no  good  treatment  for  diseases  caused 
by  the  bacterial  exotoxins  after  the  symp- 
toms have  appeared.  It  is  better  not  to  treat 
rickettsial  infections  until  after  there  has 
been  some  clinical  evidence  of  infection  as 
active  immunity  needs  to  develop.  The  best 
method  for  combating  bacterial  infections  is 
with  antibiotics.  The  antibiotic  sensitivity  of 
a bacterial  agent  must  be  known  before  an 
extensive  antibiotic  therapy  program  should 
be  instituted.  With  our  present  day  knowl- 
edge of  bacterial  genetics  it  is  possible  to 
produce  antibiotic-resistant  strains  of  bac- 
teria so  that  approach  to  therapy  may  be 
negated. 

Biological  Activity 

Just  what  types  of  biological  agents  might 
be  encountered  in  biological  activity?  Take 
the  bacterial  exotoxins  for  example.  Staphy- 
lococcal enterotoxin  acts  by  affecting  the 
vomiting  center  in  the  brain.  The  dose  for 
man  by  injection  or  by  inhalation  may  be 
only  a few  millionths  of  a gram.  The  incu- 
bation period  may  be  as  short  as  30  minutes 
instead  of  2 to  4 hours  as  in  the  case  when 
the  enterotoxin  is  ingested.  The  toxic  dose  of 
diphtheria  toxin  for  man  is  on  the  order  of 
15  millionths  of  a gram  which  makes  it  about 
2000  times  more  powerful  than  strychnine. 
It  could  be  difficult  to  diagnose  diphtheria 
clinically  in  the  absence  of  local  lesions  or  the 
ability  to  isolate  the  organism.  Botulinum 
toxin  is  considered  one  of  the  most  powerful 
toxins  known  for  man.  Man  usually  is  ex- 
posed to  it  by  the  ingestion  of  contaminated 
food.  The  early  symptoms  are  usually  nausea 
and  vomiting  but  these  may  be  due  to  the 
spoiled  food  rather  than  the  toxin.  If  man 
was  exposed  to  the  toxin  by  the  respiratory 
tract  the  symptoms  might  be  quite  different 
from  those  following  the  ingestion  of  spoiled 
food.  Also  the  symptoms  might  appear  much 
sooner.  Here  again  the  toxic  dose  for  man 
may  be  very,  very  small,  on  the  order  of 
millionths  of  a millionth  of  a gram.  Active 
immunization  is  effective  against  botulinum 
toxin  but  a few  months  to  a year  are  required 
for  adequate  immunity  to  develop.  It  is  con- 
sidered that  0.03  units  of  antitoxin  per  ml  of 
serum  is  adequate  protection  as  it  may  pro- 
tect against  one  million  mouse  minimum 
lethal  doses  of  toxin.  However,  the  extreme 
lethality  of  botulinum  toxin  for  man  is  well 


illustrated  by  an  outbreak  of  botulism  which 
occurred  here  in  South  Dakota  (Hunter, 
Weiss  and  Olson;  Journal-Lancet,  67-69.  1940). 
One  person  died  after  eating  less  than  one 
teaspoonful  of  the  home  canned  beans  after 
they  had  been  washed  5 times  with  cold  tap 
water. 

The  bacterial  spore-former  Bacillus  an- 
thracis  is  a serious  agent  for  man  when  in- 
fection is  initiated  through  the  respiratory 
tract.  Septicemia  is  produced  and  death  may 
be  rather  sudden  even  though  the  patient 
does  not  appear  or  feel  seriously  ill  until  just 
a few  hours  before  death.  In  animals  it  has 
been  shown  that  once  the  number  of  bacteria 
per  ml  of  blood  reaches  a certain  number, 
death  is  inevitable  even  though  the  bac- 
teremia may  be  cured  by  the  use  of  anti- 
biotics. The  toxic  products  of  the  organisms 
produce  a state  of  shock  which  results  in 
death. 

The  pneumonic  form  of  tularemia  resulting 
from  exposure  to  aerosols  of  Pasteurella  tu- 
larensis  probably  would  be  very  serious  and 
quite  difficult  to  readily  diagnose  in  the  ab- 
sence of  a local  lesion  and  no  known  exposure 
to  rabbits.  The  respiratory  dose  for  man 
probably  is  on  the  order  of  10  to  50  organisms 
and  antibiotic  resistant  strains  can  be  pro- 
duced. The  pneumonic  form  of  plague  is 
highly  contagious  and  rapidly  fatal  as  evi- 
denced by  the  last  outbreak  in  the  United 
States  which  occurred  in  San  Francisco  in 
1910.  Brucellosis  is  another  disease  which 
would  be  difficult  to  readily  diagnose  in  the 
absence  of  a history  of  consuming  unpasteur- 
ized milk  or  dairy  products.  It  is  also  a 
disease  which  is  not  readily  cured  promptly 
or  effectively. 

Richeitsia  burnetii,  the  causative  agent  of 
Q fever,  is  highly  infectious  for  man.  The 
infective  dose  is  considered  to  be  1 to  10  or- 
ganisms. 

Many  viruses  can  infect  man  by  the  air- 
borne route.  The  virus  of  smallpox,  probably 
normally,  is  transmitted  by  the  air-borne 
route.  Although  the  majority  of  our  popula- 
tion is  vaccinated  against  smallpox,  infec- 
tions and  even  death  occurred  among  vac- 
cinated persons  in  our  recent  outbreaks  of 
smallpox.  There  is  no  telling  what  might 
happen  if  people  were  subjected  to  a fairly 
high  exposure  of  variola  virus.  There  are 
now  indications  that  the  virus  of  rabies  may 
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be  air-borne.  Of  course,  there  is  a long  list  of 
the  so-called  respiratory  viruses  which  nor- 
mally are  air-borne.  The  common  influenza 
virus  readily  undergoes  antigenic  modifica- 
tion so  that  strains  new  to  the  present  popu- 
lation might  produce  serious  consequences. 

What  are  the  means  of  detecting  air-borne 
biological  agents?  There  are  many  types  of  air 
samplers  of  glass,  metal,  or  comparable  con- 
struction which  will  remove  particulate  mat- 
ter from  the  air  which  is  drawn  through 
them.  To  detect  biological  activity  used 
strategically  against  a civilian  population 
spread  over  a large  area  would  require  a 
large  number  of  air  samplers  placed  in  many 
locations  and  operated  continuously.  The  dif- 
ficulties involved,  the  large  volume  of  work 
and  the  time  required  for  some  definite  in- 
formation, renders  the  samplers  presently 
available  practically  worthless  from  the 
standpoint  of  civil  defense.  The  time  required 
to  collect  the  bacterial  exotoxins  in  the  air 
samplers,  inoculate  appropriate  animals  and 
observe  the  results  is  longer  than  the  incu- 
bation period  in  man.  Bacteria  collected  in 
the  air  samplers  would  have  to  be  grown, 
identified  and/or  their  antibiotic  sensitivities 
determined.  By  that  time  the  population 
could  have  been  exposed  and  clinically  recog- 
nizable cases  developed.  In  the  case  of  ric- 
kettsia  and  viruses,  tissue  cell  cultures  or 
animals  would  have  to  be  used  to  propagate 
the  agents  and  again  the  population  might 
be  in  the  incubation  period  before  any 
definitive  information  could  be  obtained  . 

The  Respiratory  Tract 

There  is  an  in  vivo  air  sampler  which  is  al- 
ways present  where  the  population  is  and  re- 
quires no  maintenance.  The  respiratory  tract 
is  an  efficient  air  filter  but  it  is  vulnerable. 
Particles  5 |u  or  larger,  for  the  most  part,  are 
trapped  in  the  upper  regions.  Samples  from 
the  upper  respiratory  tract  may  be  collected 
by  nasal  swabs  or  gargles  and  subjected  to 
studies  in  the  laboratory  if  desired.  Particles 
1 |U  or  less  in  diameter  may  penetrate  to  the 
depths  of  the  respiratory  tract.  This  has  been 
demonstrated  in  the  case  of  silicosis  in  man, 
in  the  case  of  man  and  animals  inhaling 
living  microorganisms  under  experimental 
conditions,  and  animals  inhaling  micro- 
organisms tagged  with  radioactive  material. 

Every  person  is  an  efficient  air  sampler  but 
it  requires  a scientific  person  to  interpret  the 


results.  The  physician  is  the  logical  scientific 
person  as  it  requires  someone  who  under- 
stands the  anatomy,  histology  and  physiology 
of  the  respiratory  tract.  This  individual  must 
be  aware  of  the  symptoms  produced  by 
microbial  diseases  when  exposure  is  by  the 
respiratory  tract  rather  than  by  some  other 
route  which  might  be  the  natural  route  of 
exposure.  The  infectious  or  toxic  dose  by 
way  of  the  respiratory  tract  will  approach 
that  by  injection  and  probably  will  be  small. 
The  incubation  period  probably  will  be 
shorter  and  the  clinical  symptoms  may  be  dif- 
ferent than  those  following  exposure  by  some 
other  route.  In  any  group  of  individuals  there 
will  always  be  some  with  an  incubation 
period  shorter  than  the  majority  of  cases  due 
to  unusual  susceptibility  or  greater  exposure. 
Physicians  could  use  antibiotics  systematic- 
ally on  the  early  cases  to  determine  the  anti- 
biotic susceptibility  of  the  agent  involved. 

Discussion 

The  physician  will  be  the  first  to  know  that 
there  has  been  some  biological  activity  by  the 
appearance  of  a new  disease  or  by  an  increase 
in  the  number  of  cases  of  an  endemic  disease. 
Most  likely,  he  will  observe  the  clinical  symp- 
toms produced  before  laboratory  workers 
could  identify  the  agent  collected  in  air 
samplers.  He  might  well  be  the  first  person 
to  learn  the  proper  therapeutic  agent,  if  any. 
For  his  role  as  “tender  of  the  air  samplers 
and  first  interpreter  of  the  results”  in  the 
case  of  biological  activity,  the  physician  may 
need  some  instruction  more  specialized  than 
that  required  for  the  routine  management  of 
microbial  diseases. 
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Dear  Fellow  Members  of  the  South  Dakota  State  Medical  Association: 

Now  that  the  election  results  are  known,  there  is  not  much  question  but  what  a strong 
attempt  will  be  made  to  push  Medicare  or  some  similar  concoction  down  our  throats  and  this 
means  that  we  will  have  to  be  on  the  alert. 

We  are  happy  to  report  that  good  progress  has  been  made  toward  further  implementation 
of  the  Kerr-Mills  Act  in  South  Dakota;  this  would  probably  be  handled  through  Blue  Cross 
and  Blue  Shield.  For  the  next  biennium  this  would  be  handled  for  a trial  number  of  1,000  per- 
sons; although  the  total  number  in  this  category  might  be  about  equal  in  number  to  the 
O.A.A.  recipients. 

We  feel  that  Kerr-Mills  is  a sensible  approach  to  the  care  of  these  persons  that  actually 
need  it  in  case  of  prolonged  sickness  or  accident. 

I have  had  the  pleasure  of  visiting  several  of  your  District  Meetings  during  the  past 
months  and  have  been  most  royally  treated.  I wish  to  extend  to  you  my  hearty  and  sincere 
thanks,  along  with  a Merry  Christmas  and  Happy  New  Year! 

Your  president, 

Magni  Davidson,  M.D. 
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ANTIBIOTICS— AFTER  TWENTY  YEARS 

During  World  War  II  penicillin  first  be- 
came available  to  the  medical  profession  of 
the  Armed  Forces  and  — later  — civilian  life. 
In  rapid  order  came  other  antibiotics,  all  in- 
troduced with  high-pressure  advertising 
which  proclaimed  the  great  efficacy  of  each 
one.  Experience  with  the  various  antibiotics 
has  now  accumulated  over  a sufficiently  long 
period  of  time  to  permit  a temperate  evalua- 
tion of  their  individual  effectiveness. 

Recently,  Jawetz  (Arch.  Int.  Med.  110:141) 
has  excellently  summarized  the  antibiotic 
problem  for  those  cases  where  “the  patient 
received  antibiotics  but  failed  to  respond.”  He 
decries  the  use  of  antibiotics  as  “a  tonic  for 
the  patient,  a placebo  for  anxious  relatives 
and  a reassuring  tranquilizer  for  the  phy- 
sician.” 

Specific  indications  are  now  obviously  evi- 
dent for  the  various  antibiotics  in  different 
infections.  Briefly  — penicillin  remains  the 
first  choice  in  Pneumococcus,  Streptococcus, 
Gonococcus,  Treponema,  penicillinase-nega- 
tive Staphylococcus,  Clostridia  and  anthrax 
infections.  Streptomycin  is  the  only  effective 
antibiotic  for  Myobacteria  (e.g.,  M.  tuber- 
culosis) and  Pasteurella  infections.  The  prim- 
ary indication  for  chloramphenicol  in  his 
opinion  is  Salmonelli  and  Hemophilus  in- 
fluenza infections  with  secondary  indications 
in  penicillinase-positive  Staphylococcus,  Colo- 
forms  and  Proteus  infections.  The  tetra- 
cycline group  are  indicated  particularly  in 
Brucella,  Shigella,  Bacteroides,  Psittacosis,  as 
well  as  Klebsiella,  Colorformis  and  respira- 
tory infections.  For  topical  applications  the 


neomycin  group  (neomycin,  kanamycin)  are 
indicated  in  mixed  infections,  while  the  poly- 
mixin  group  are  useful  in  Gremnegative 
bacterial  infections.  Penicillin-resistant 
Staphylococcus  (due  to  the  production  of  peni- 
cillinase of  the  bacteria)  will  usually  respond 
to  methicillin  (Staphcillin)  vancomycin  (Van- 
cocin)  or  erythromycin  groups.  Nitrofuran- 
ton  remains  the  drug  of  choice  in  urinary 
tract  infections. 

A specific  etiological  diagnosis  should  be 
established  and  suitable  bacterial  specimens 
obtained  before  selecting  the  most  effective 
drug.  Each  antibiotic  has  its  individual  haz- 
ards which  the  physician  must  be  thoroughly 
cognizant  of.  Blind  adherence  to  sensitivity 
tests  is  not  a substitute  for  sound  clinical 
judgment,  adequate  primary  cleansing  of  sur- 
gical wounds,  or  adequate  drainage  and 
elimination  of  suppurative  foci. 

Robert  E.  Van  Demark,  M.D. 


LEGISLATION  1963 

Going  into  the  1963  Legislature,  the  South 
Dakota  State  Medical  Association  is  con- 
fronted by  a short  legislative  program,  but 
one  that  is  loaded  with  dynamite. 

As  of  the  writing  of  this  item,  only  three 
issues  have  been  endorsed  by  the  Association. 
The  major  piece  of  legislation  is  implemen- 
tation of  the  Medical  Aid  to  the  Aged  section 
of  the  Kerr-Mills  Law.  The  Association  has 
proposed  a pilot  program  that  would  serve  to 
determine  the  extent  of  the  need  for  M.A.A. 
and  would  meet  a portion  of  that  need 
through  a prepayment  program. 
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The  second  major  issue  will  be  to  assist 
implementation  of  the  Legislative  Research 
Council’s  recommendations  on  changing  the 
present  O'.A.A.  program  to  prepayment. 

The  third  issue  concerns  T.B.  control  and 
care.  Recommendations  have  been  made  to 
establish  a T.B.  and  Communicable  Disease 
Control  Office  in  the  State  Department  of 
Public  Health  and  to  establish  treatment  cen- 
ters in  at  least  two  areas  of  the  State. 

Undoubtedly  other  pieces  of  legislation 
affecting  the  medical  profession  will  come 
up,  possibly  before  this  reaches  the  presses. 
Be  sure  to  read  your  “Grab  Bag”  newsletter 
carefully  during  January  and  February. 


LETTERS  TO  THE  EDITOR 

Editor 

South  Dakota  Journal  of 
Medicine  and  Pharmacy 
711  North  Lake  Avenue 
Sioux  Falls,  South  Dakota 
Dear  Sir: 

I read  with  dismay  the  diatribe  against  the 
present  day  medical  men  by  my  old  friend, 
Dr.  Pankow  — in  the  recent  issue  of  the 
South  Dakota  Journal.  I think  Dr.  Pankow 
has  settled  into  his  rocking  chair,  has  donned 
his  slippers  and  dark  glasses,  and  that  he  is 
“one  of  those  persons  burning  with  zeal,  but 
not  endowed  with  too  much  sense  of  discre- 
tion or  measure  and  in  the  modern  times  can 
see  nothing  but  prevarication  and  ruin.” 

Sincerely  yours, 

Paul  V.  McCarthy,  M.D. 


W.  B.  SAUNDERS  COMPANY  features  the 
following  recent  books  in  their  full  page  ad- 
vertisement appearing  elsewhere  in  this 
issue: 

WARREN  — SURGERY 
A valuable  new  volume  emphasizing  to- 
day’s principles  of  surgical  disease  rather 
than  mere  mechanical  techniques. 
SCHMEISSER  — A CLINICAL  MANUAL 
OF  ORTHOPEDIC  TRACTIO'N  TECH- 
NIQUES 

Clearly  describes  and  illustrates  the  ap- 
plication and  advantages  of  traction  in 
the  management  of  common  fractures. 
WECHSLER  ~~  CLINICAL  NEUROLOGY 
Helpful  information  on  the  diagnosis  and 
management  of  virtually  every  clinical 
neurologic  problem  you’ll  meet  in  daily 
practice. 


KREISER  SURGICAL,  Inc. 

1220  S.  Minnesota,  Sioyx  Falls,  S.  D. 
528  Kansas  City  St.,  Rapid  City,  S.  D. 
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MEDICAL  LIBRARY  BOOKSHELF 


This  book  review  was  written  by  Dr. 
Robert  E.  Van  Demark,  editor  of  the  South 
Dakota  Journal  of  Medicine  and  Pharmacy. 

The  eleventh  edition  of  Correlative  Neu- 
roanatomy and  Functional  Neurology  by 
Chusid  and  McDonald  (Lange  Medical  Pub- 
lications, Los  Altos,  Cal.,  price  $5.50,  384  pp.) 
is  an  excellent  summary  of  the  relationship 
of  clinical  neurology  to  the  structural  and 
functional  features  of  the  nervous  system. 
It  is  particularly  practical  for  “practitioners, 
residents  and  graduate  physicians  preparing 
for  specialty  board  examinations  as  a review 
in  neurology.”  Concise  and  well  illustrated, 
it  covers  many  relatively  recent  develop- 
ments, such  as  angiography  of  the  vertebral 
and  internal  carotid  arteries  with  which  the 
middle-aged  practitioner  may  be  unfamiliar. 
For  any  physicians  of  the  State,  who  may 
be  interested  in  the  subject,  this  can  be 
recommended  as  an  excellent  summary 
which  has  withstood  the  test  of  time  since 
the  publication  of  its  first  edition  in  1938. 

This  book  review  was  submitted  by  Dr. 
Raymond  J.  Lynn,  who  joined  our  Micro- 
biology staff  in  August  of  1961.  Previous  to 
that  time  he  was  research  associate  and  in- 
structor in  the  Microbiology  Department  at 
the  University  of  Pittsburgh  School  of  Med- 
icine. 

Ciba  Foundation.  Colloquia  on  Endo- 
crinology, Volume  14.  Immunoassay  of  Hor- 
mones. Edited  by  G.  E.  W.  Walstenholme 
and  Margaret  P.  Cameron;  Little,  Brown  and 
Company,  1962. 

This  volume  is  the  proceedings  of  a sym- 
posium composed  of  a number  of  distin- 


guished investigators  in  the  field  of  im- 
munology and  endocrinology.  A series  of 
papers  are  presented  on  the  detection  and 
immunoassay  of  several  hormones.  In  most 
instances,  each  paper  is  followed  by  a dis- 
cussion by  participants  of  the  symposium 
with  a more  critical  discussion  following  each 
group  of  papers  dealing  with  one  substance. 
As  is  often  the  case  with  symposia,  these  dis- 
cussions disclose  more  of  the  complexity  and 
lack  of  knowledge  pertaining  to  a particular 
subject  than  the  presented  research  infers. 
The  hormonal  substances  discussed  include 
the  human  growth  hormone,  insulin,  glu- 
cagon, thyrotropin,  corticotropin,  gonado- 
tropin and  prolactin.  The  immunoassay  pro- 
cedures described  include  complement  fixa- 
tion, gel  diffusion,  hemagglutination,  hemag- 
glutination-inhibition and  immunoelectro- 
phoresis.  The  use  of  radioisotope  tagged  anti- 
gens is  also  reported.  The  endocrinologist 
should  find  this  volume  interesting  and  en- 
lightening for  it  brings  together  much  of  the 
pertinent  data  concerning  the  difficulties  and 
rewards  of  using  immunological  techniques 
for  measuring  various  hormonal  substances. 
The  immunochemist  should  be  interested  in 
the  measure  of  correlation  between  the  im- 
munoassay and  bioassay  afforded  by  the 
study  of  these  substances. 

The  symposium  affords  a critical  appraisal 
of  the  current  research  in  the  field  of  im- 
munoassay of  hormones  and  would  appear 
useful  to  anyone  contemplating  the  use  of 
immunoassay  in  any  biological  field. 

Esther  Howard 

Medical  Librarian 
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Pop's  Proverbs 

Don’t  be  a sourpuss  — a 
good  laugh  is  tonic  for 
your  patient. 


NEWS  NOTES 

Guest  speakers  at  the  fall 
symposium  held  by  the 
Watertown  District  Medical 
Society  were  Jack  L.  Bell. 
M.D..  of  Chicago  and  Robert 
Van  Demark,  M.D.,  of  Sioux 
Falls.  Dr.  Bell,  nationally 
known  authority  on  surgery 
of  the  hand,  spoke  on  auto  in- 
juries of  the  hand,  with  com- 
ments by  Dr.  Van  Demark, 
an  orthopedic  surgeon. 


The  27th  annual  Session  of 
the  International  Medical 
Assembly  of  Southwest 
Texas  will  be  held  in  San 
Antonio,  Texas,  January  28- 
30,  1962  at  the  Granada 

Hotel.  The  program  at  the 
1963  session  will  be  a sym- 
posium concerning  all  as- 
pects of  cancer.  For  further 
information  write  Mr.  S.  E. 
Cockrell,  Jr.,  Executive  Sec- 
retary, 202  West  French 
Place,  San  Antonio  12,  Texas. 


January  24-26,  1962 

A 2y2-day  Symposium  on 
Genetics  and  Heart  Di- 


sease sponsored  by  the 
Heart  Association  of 
Southeastern  Pennsyl- 
vania, at  the  Hotel  Shera- 
ton in  Philadelphia.  Reg- 
istration fee  will  be  $20.00. 
For  program  information 
or  application  forms  write: 
Albert  N.  Brest,  M.D., 
Heart  Association  of  South- 
eastern Pennsylvania,  318 
South  19th  Street,  Phila- 
delphia 3,  Pa.  The  regis- 
tration deadline  is  January 
11,  1963. 


R.  W.  ROESEL,  M.D. 

WINS  CERTIFICATION 

R.  W.  Roesel,  M.D.,  Win- 
ner surgeon,  has  been  cer- 
tified as  a Diplomate  of  the 
American  Board  of  Surgery. 

Dr.  Roesel  was  graduated 
from  the  University  of 
Zurich  Medical  School  in 
Zurich,  Switzerland  and 
completed  his  internship  in 
Sioux  Falls.  He  was  a prac- 
ticing physician  and  surgeon 
in  Burke  for  three  years. 
After  five  years  of  further 
study  at  Augustana  Hospital 
in  Chicago  and  at  Creighton 
University  in  Omaha,  he 
established  his  present  sur- 
gical practice  in  Winner  in 
January  of  1961. 


COMMITTEE 

NAMED 

The  following  physicians 
have  been  named  to  the 
Committee  on  Utilization  by 

Magni  Davidson,  M.D.,  presi- 
dent of  the  State  Association: 
C.  L.  Vogele,  M.D.,  General 
Practitioner,  Chairman; 
Charles  J.  Bobeck,  M.D.,  Sur- 
geon; Walter  H.  Patt,  M.D., 
Pediatrician;  H.  L.  Saylor, 
Jr.,  M.D..  Surgeon;  and  M.  R. 
Ferrell,  M.D..  Internist. 


S.  D.  DOCTORS 
JOIN  SURGEONS' 

GROUP 

Four  South  Dakota  doctors 
were  inducted  into  member- 
ship in  the  American  College 
of  Surgeons  recently  in  At- 
lantic City.  They  are  Doc- 
tors Charles  J.  Bobeck  of 
Rapid  City;  Bernard  J.  Beg- 
ley of  Sioux  Falls;  Robert  E. 
Bormes  of  Aberdeen  and 
Bernard  C.  Gerber  of  Aber- 
deen. 


ODLAND  JOINS 
HURON  CLINIC 

It  was  announced  recently 
that  Dr.  Winston  B.  Odland, 
an  ear,  nose,  and  throat 
specialist,  has  joined  the 
Huron  Clinic.  Raised  in  Gro- 
ton, South  Dakota,  Dr.  Od- 
land is  a graduate  of  the 
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University  of  South  Dakota 
School  of  Medicine  and  the 
University  of  Pittsburgh.  He 
interned  at  Allegheny  Hos- 
pital in  Tarentum,  Pa.  and 
took  his  residency  in  oto- 
laryngology at  the  U.  S. 
Naval  Hospital  in  Phila- 
delphia. Since  1960  he  has 
been  a member  of  the  U.  S. 
Naval  Hospital  staff  at  St. 
Abans,  New  York,  and  in 
July  of  1961  became  head  of 
the  Otolaryngology  Depart- 
ment there. 


PLANNING  OF 
NEWBORN  NURSERIES 

The  U.  S.  Public  Health 
Service  has  revised  its  recom- 


mendations for  the  planning 
of  newborn  nurseries  in  gen- 
eral hospitals,  reducing  the 
number  of  bassinets  to  be 
placed  in  one  room  and  the 
number  of  babies  to  be  cared 
for  by  one  nurse.  AlthougU 
the  regulations  for  hospital 
construction  under  the  Hos- 
pital Survey  and  Construc- 
tion Act  (Hill-Burton)  have 
not  been  changed,  hospital 
planners  are  urged  to  follow 
the  recommendations  of  the 
new  report. 

No  more  than  eight  to  ten 
babies  should  be  placed  in 
one  nursery,  since  that  is  the 
most  that  can  be  cared  for 
by  one  nurse,  according  to 
the  new  report,  published  in 


the  November  1 issue  of  Hos- 
pitals, Journal  of  the  Amer- 
ican Hospital  Association. 


THE  GILL  MEMORIAL 
EYE,  EAR  AND  THROAT 
HOSPITAL 

Announces  to  the  Profession 
its 

THIRTY-SIXTH  ANNUAL 
SPRING  CONGRESS 
in 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
April  1 through  April  5,  1963 
For  Further  Information 
Write: 

Superintendent, 

P.O.  Box  1789, 
Roanoke,  Virginia 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

MARCH  4,  5,  6 and  1,  1963 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers 
on  subjects  of  interest  to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

Film  Lectures 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving  Technical  Exhibits. 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a MUST  on 
the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservations 

at  the  Palmer  House. 
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DRUG  AMENDMENTS  OF  1962 
FEDERAL  FOOD,  DRUG.  AND 
COSMETIC  ACT 
Summary 


Major  changes  in  the  drug  provisions  of 
the  Federal  Food,  Drug,  and  Cosmetic  Act 
are  made  by  the  Drug  Amendments  enacted 
by  the  87th  Congress.  Following  is  a sum- 
mary of  the  principal  provisions: 

1.  Quality  Manufacturing  Controls 

Adequate  controls  over  manufacturing  to 
assure  the  reliability  of  drugs  are  required  in 
all  drug  plants.  Drugs  are  defined  as  adul- 
terated (illegal)  if  they  are  not  produced  in 
a plant  established,  equipped,  administered, 
and  operated  in  conformity  with  current  good 
manufacturing  practice.  FDA  regulations 
will  be  issued  and  amended  from  time  to  time 
to  prescribe  what  is  expected  as  current  good 
manufacturing  practice.  The  purpose  is  to 
insure  that  all  drugs  are  produced  with  ade- 
quate quality  control  measures  to  assure  their 
safety,  identity,  strength,  quality,  and  purity. 
This  requires  adequately  trained  technical 
and  professional  personnel,  adequately 
equipped  facilities,  and  the  necessary  pre- 
cautionary controls. 

2.  Requirement  of  Proof  of  Effectiveness 
for  New  Drugs 

a.  Basic  requirements.  — From  now  on, 
before  “new  drugs”  are  approved  for  market- 
ing, it  must  be  shown,  by  “substantial  evi- 
dence,” that  the  drug  will  have  the  effect  it 
purports  or  is  represented  to  have.  The  bur- 
den is  on  the  manufacturer  to  make  this 
showing.  (Hitherto,  only  clearance  for  safety 
was  required,  and  the  drug’s  effectiveness 
could  be  considered  only  in  that  connection.) 


The  amendments  further  require  that  a new 
drug  be  withdrawn  from  the  market  if,  upon 
re-evaluation  in  the  light  of  new  evidence,  it 
is  found  that  there  is  a lack  of  substantial 
evidence  of  its  effectiveness.  “Substantial 
evidence”  (of  effectiveness)  means  “adequate 
and  well-controlled  investigations,  including 
clinical  investigations,  by  experts  qualified 
by  scientific  training  and  experience  to  eval- 
uate the  effectiveness  of  the  drug  involved, 
on  the  basis  of  which  it  could  fairly  and  re- 
sponsibly be  concluded  by  such  experts  that 
the  drug  will  have  the  effect  it  purports  or 
is  represented  to  have  under  the  conditions 
of  use  prescribed,  recommended,  or  suggested 
in  the  labeling  or  proposed  labeling  thereof.” 

b.  Transitional  provisions  for  drugs  already 

on,  the  market  at  the  time  of  enactment.  ■ — 
Manufacturers  of  drugs  that  have  previously 
been  subject  to  the  new-drug  procedure  have, 
generally,  a two-year  period  of  grace  before 
such  drugs  could  be  ordered  off  the  market 
on  the  sole  ground  of  lack  of  substantial  evi- 
dence of  effectiveness  for  uses  claimed  for 
them  by  previously  cleared  labeling.  This 
grace  period,  however,  does  not  apply  to 
other  grounds  for  disapproval  nor  to  court 
proceedings  in  which  the  Government  can 
sustain  the  burden  of  proving  that  the  drug 
does  not  have  the  effect.  As  to  drugs  already 
on  the  market  that  have  never  been  subject 
to  the  new-drug  procedure  but  are  deemed 
“new  drugs”  under  the  amendments  because 
they  are  not  generally  recognized  as  effective, 
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the  burden  remains  on  the  Government  to 
prove  in  court,  insofar  as  unchanged  labeling 
claims  are  concerned,  that  they  do  not  have 
their  claimed  effect.  If  the  labeling  claims 
are  changed,  however,  these  must  be  ap- 
proved under  the  new-drug  procedure. 

3.  Prohibition  Against  False  or  Misleading 

Labeling  of  New  Drugs 
From  now  on,  a new  drug  may  not  be  ap- 
proved for  marketing  if,  on  the  basis  of  a 
fair  evaluation  of  all  material  facts,  it  is 
found  that  the  proposed  labeling  is  false  or 
misleading  in  any  particular,  whether  in  re- 
lation to  the  drug’s  claimed  effect  or  other- 
wise. If  the  drug  has  previously  been  ap- 
proved, it  may  be  withdrawn  from  the  mar- 
ket whenever,  upon  re-evalution  in  the  light 
of  new  evidence,  its  labeling  is  found,  on  the 
basis  of  a fair  evaluation  of  all  material  facts, 
to  be  false  and  misleading  in  any  particular 
and  the  labeling  is  not  corrected  within  a 
reasonable  time  after  notice  from  FDA. 

4.  Suspension  or  Withdrawal  of  New-Drug 

Approval  on  Safety  Grounds 
If  the  Secretary  of  Health,  Education,  and 
Welfare  finds  that  there  is  an  imminent 
hazard  to  the  public  health,  he  can  suspend 
approval  immediately,  with  hearing  after- 
ward if  requested  by  the  manufacturer. 
Secondly,  a previously  cleared  new  drug  must 
be  withdrawn  from  the  market  after  oppor- 
tunity for  hearing  whenever  it  is  found,  upon 
re-evaluation  in  the  light  of  new  experience 
or  tests,  that  its  safety  is  not  established.  This 
carries  out  the  President’s  recommendation 
to  authorize  withdrawal  from  the  market 
when  there  is  substantial  doubt  as  to  safety. 

5.  Additional  Grounds  for  Withdrawal  of 
New-Drug  Approval 

A new  drug  previously  cleared  may  also  be 
withdrawn  from  the  market  if,  upon  re- 
evaluation  in  the  light  of  new  evidence,  it  is 
found  that  the  manufacturing  methods,  facil- 
ities, or  controls  are  inadequate  and  have  not 
been  made  adequate  within  a reasonable  time 
after  notice  from  FDA.  Approval  may  like- 
wise be  withdrawn  for  failure  to  establish  a 
system  for  maintaining  required  records,  or 
repeatedly  or  deliberately  failing  to  maintain 
such  records  or  make  required  reports,  or  re- 
fusal to  give  FDA  access  to  such  records. 

6.  New-Drug  Clearance  Procedure  and  Time 
Limits  for  FDA  Action 
There  is  no  longer  any  automatic  clearance 


of  new  drugs  for  the  market  by  lapse  of  time 
without  FDA  action,  as  under  previous  law. 
A new  drug  cannot  be  marketed  until  FDA 
approves  it  as  meeting  the  requirements  for 
safety  and  effectiveness.  Moreover,  whereas 
under  the  previous  law  FDA  had  only  a 
maximum  of  180  days  after  filing  of  the  ap- 
plication (i.e.,  60  days  which  could  be  ex- 
tended to  180  days)  to  issue  a stop  order  in 
order  to  prevent  an  unapprovable  drug  from 
being  marketed,  and  whereas  previous  law 
did  not  permit  extension  of  this  period  by  the 
time  needed  for  any  formal  hearing  and  de- 
cision thereon,  the  new  law  allows  180  days 
(or  additional  time  if  agreed)  for  initial  con- 
sideration of  the  application.  If  within  that 
time  FDA  is  not  satisfied  that  the  drug  is 
approvable  it  must  give  notice  of  opportunity 
for  hearing  and,  if  a hearing  is  requested 
within  30  days,  the  hearing  must  (unless 
otherwise  agreed)  start  within  120  days  after 
the  notice  to  the  manufacturer.  There  is  no 
specific  time  limit  for  the  hearing,  but  it 
must  be  held  on  an  “expedited  basis.”  The 
final  decision  after  hearing  must  come  within 
90  days  after  the  date  fixed  for  the  filing  of 
final  briefs. 

7.  Report  on  Experience  With  New  Drugs 

and  Antibiotics  on  the  Market 
Regulations  and  special  orders  are  author- 
ized to  require  adverse  effects  and  other 
clinical  experience  and  relevant  data,  with 
respect  to  new  drugs  and  antibiotics  already 
on  the  market,  to  be  recorded  by  the  manu- 
facturer and  reported  promptly  to  FDA  when 
the  manufacturer  learns  of  anything  that 
affects  safety  and  effectiveness. 

8.  Requirements  as  to  Experimental  Drugs 
The  new  law  lays  a firm  and  explicit  statu- 
tory basis  for  the  already  implied  authority 
of  the  Department  to  impose  conditions,  re- 
lated to  public  health  protection,  on  exemp- 
tion of  new  drugs  and  antibiotics  for  distri- 
bution for  research  or  experimentation.  In 
addition  to  the  conferring  of  general  author- 
ity to  impose  such  conditions,  the  Secretary  is 
specifically  authorized  to  prevent  the  testing 
of  new  drugs  (including  antibiotics)  on  hu- 
mans if  specified  safety  conditions  are  not 
met.  Regulations  spelling  out  requirements 
to  be  met  before  such  a drug  may  be  tested 
for  safety  and  effectiveness  on  human  pa- 
tients may,  among  other  things,  require: 

Submission  of  reports  of  preclinical 
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tests,  including  animal  tests,  ade- 
quate to  justify  the  proposed  clinical 
testing. 

Obtaining  signed  agreements  from 
investigators  that  work  done  will  be 
under  their  personal  supervision  and 
drugs  used  will  not  be  supplied  to 
others. 

The  law  directs  the  Secretary  to  issue  regu- 
lations conditioning  the  exemption  of  ex- 
perimental drugs  on  the  drug  manufacturer’s 
obtaining  certification  from  the  scientific  in- 
vestigators, stating  that  they  will  inform  pa- 
tients to  whom  the  drug  is  to  be  administered, 
or  their  representatives,  of  the  experimental 
status  of  the  drug  and  obtain  their  consent 
except  where  the  investigator  deems  this  not 
feasible  or,  in  his  professional  judgment,  this 
is  contrary  to  the  best  interests  of  the  patient. 

Further,  regulations  are  specifically  auth- 
orized to  require,  as  a condition  of  exemption 
of  experimental  drugs,  the  keeping  of  records 
and  making  of  reports  on  the  investigation 
that  will  enable  the  Secretary  to  evaluate  the 
safety  and  effectiveness  of  the  drug  if  later 
an  application  is  made  for  approval  of  the 
drug  for  commercial  distribution.  (This 
authorization  is  not  limited  to  drugs  intended 
for  humans.)  This  should  make  it  possible 
for  FDA  scientists  to  familiarize  themselves 
currently  with  the  emerging  scientific  data 
on  drugs  before  a new-drug  application  or  an 
antibiotic  application  for  approval  for  com- 
mercial distribution  is  made. 

9.  Strengthened  Factory  Inspection 
Authority  for  Prescription  Drugs 

Authority  to  inspect  establishments  manu- 
facturing prescription  drugs  is  strengthened 
to  encompass  access  to  all  things  (including 
records,  files,  papers,  processes,  controls,  and 
facilities)  which  have  a bearing  on  violation 
of  the  law  with  respect  to  such  drugs.  The 
only  exceptions  are  financial  data,  sales  data 
other  than  shipping  data,  pricing  data,  data 
with  respect  to  nontechnical  and  nonprofes- 
sional personnel,  and  research  data  (other 
than  those  that  are  reportable  for  new  drugs 
and  antibiotics,  and  other  than  similar  data 
for  other  dings). 

Consulting  laboratories  doing  work  for 
drug  firms  on  a fee  basis  are  specifically  in- 
cluded as  establishments  subject  to  inspec- 
tion. (It  has  been  the  Department’s  position 
under  prior  law  that  consulting  laboratories 


performing  services  with  respect  to  food, 
drug,  cosmetic,  or  therapeutic-device  manu- 
facture have  always  been  subject  to  inspec- 
tion but  that  their  express  mention  in  the  law 
was  desirable  as  a clarification.  Thus,  the 
specific  mention  of  such  laboratories  in  the 
new  provisions  as  to  prescription  drugs  is 
not  deemed  to  imply  that  such  laboratories 
are  not  subject  to  inspection  as  to  other 
articles.  Indeed,  the  new  law  specifically 
states  and  this  is  applicable  not  only  to  con- 
sulting laboratories  — that  the  new  inspec- 
tion provisions  shall  not  be  construed  to 
negate  or  derogate  pre-existing  authority.) 

Further,  the  new  law  amends  the  inspec- 
tion of  the  act  to  make  clear  that  establish- 
ments in  which  any  articles  subject  to  the 
Food,  Drug,  and  Cosmetic  Act  are  processed 
or  packed  (as  well  as  establishments  in  which 
they  are  merely  held)  after  introduction  into 
interstate  commerce  are  subject  to  inspection. 

(For  requirement  of  biennial  inspections, 
see  paragraph  10,  below.) 

Federal  courts  are  now  given  jurisdiction 
to  issue  injunctions  against  refusal  to  permit 
inspection  authorized  by  the  Food,  Drug,  and 
Cosmetic  Act.  This  applies  not  only  to  pres- 
cription drugs  but  to  all  articles  within  the 
purview  of  the  act.  Previously,  the  only 
remedy  for  refusal  to  permit  inspection  was 
criminal  prosecution. 

10.  Registration  and  Periodical  Inspection 
of  Drug  Manufacturing  Establishments 

a.  Domestic  establishments.  — Each 
domestic  drug  manufacturing  establishment 
must  be  registered  annually  with  the  Depart- 
ment and  must  be  inspected  by  FDA  inspec- 
tors at  least  once  every  two  years.  Congres- 
sional findings  make  clear  the  intent  to  in- 
clude in  these  requirements  all  such  estab- 
lishments, regardless  of  whether  they  are 
engaged  in  interstate  or  intrastate  commerce. 
A firm  must  report  the  name  and  place  of 
business  of  each  of  its  establishments  en- 
gaged in  manufacture,  preparation,  propaga- 
tion, compounding,  or  processing  of  drugs  by 
the  end  of  each  year.  (However,  those  who 
owned  or  operated  an  establishment  at  the 
time  of  approval  of  the  new  law  by  the 
President  may  satisfy  this  requirement  for 
both  the  calendar  years  1962  and  1963  with 
one  registration  on  or  after  January  1,  1963, 
and  before  May  1,  1963.)  In  addition,  anyone 
newly  starting  drug  manufacture,  or  any 
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registered  manufacturer  starting  manufac- 
ture in  an  additional  establishment,  must 
register  the  establishment  immediately.  The 
above-mentioned  transitional  provision  does 
not  apply  to  such  establishments.  Regulations 
will  spell  out  the  registration  procedure. 
“Manufacture”  includes  repackaging  of 
drugs,  but  the  registration  requirement  does 
not  apply  to  licensed  pharmacies  engaged 
only  in  retail  dispensing  and  not  packaging 
drugs  for  sale  outside  the  pharmacy;  nor  does 
it  apply  to  practitioners  licensed  by  law  to 
prescribe  drugs  or  to  persons  who  prepare 
drugs  solely  for  use  in  research,  teaching,  or 
chemical  analysis  and  not  for  sale. 

b.  Foreign  establishments.  — Manufactur- 
ing establishments  in  foreign  countries  are 
not  required  to  register  but  are  to  be  per- 
mitted to  register  with  the  Department  pur- 
suant to  regulations  that  will  permit  regis- 
tration upon  condition  that  adequate  and 
effective  means  are  available,  by  arrange- 
ment with  the  foreign  government  concerned 
or  otherwise,  to  enable  the  Department  to 
determine  whether  drugs  emanating  from 
such  establishments  are  subject  to  exclusion 
from  the  United  States  under  the  import  pro- 
visions of  the  Food,  Drug,  and  Cosmetic  Act. 
The  Secretary  of  the  Treasury  is  to  transmit 
to  the  Department  of  Health,  Education,  and 
Welfare,  for  examination,  samples  of  all  ship- 
ments of  drugs  from  foreign  establishments 
that  are  not  so  registered,  thus  automatically 
assuring  close  physical  examination  of  all  im- 
ports from  nonregistered  establishments  to 
determine  whether  such  drugs  are  admissible. 
This  provision  is  not  intended  to  limit  the 
present  authority  of  this  Department  to  ob- 
tain samples  of  shipments  offered  for  import 
in  order  to  determine  if  such  shipments  are 
admissible. 

11.  Standardization  of  Nonproprietary 
Drug  Names 

Authority  is  provided  to  designate  a stand- 
ard “official”  name  when  this  is  desirable  in 
the  interest  of  usefulness  and  simplicity.  In 
addition,  any  name  so  designated  is  to  be  the 
only  official  title  of  that  drug  in  any  later 
issue  of  any  official  compendium  (i.e.,  the 
United  States  Pharmacopeia,  Homeopathic 
Pharmacopeia,  National  Formulary,  or  sup- 
plements thereto).  No  name  is  to  be  estab- 
lished so  as  to  infringe  a valid  trademark. 

With  a view  to  the  exercise  of  this  author- 


ity, the  Secretary  is  required  to  review  the 
official  titles  of  drugs  in  official  compendia 
within  a reasonable  time  after  enactment  of 
the  new  law  and  at  other  times  as  necessary 
to  determine  whether  revision  is  necessary  or 
desirable.  Before  designating  an  official 
name,  except  when  he  does  so  upon  request 
of  an  official  compendium,  the  Secretary  is 
required  to  invite  the  appropriate  compen- 
dium to  submit  a recommendation.  If  the 
Secretary  approves  a name  so  recommended 
as  useful,  he  is  to  designate  that  name  as 
the  official  name.  If  no  recommendation  is 
submitted,  or  if  he  does  not  approve  the  name 
recommended,  the  Secretary  may  neverthe- 
less designate  an  official  name  which  he 
finds  to  be  useful.  Designation  of  an  official 
name  by  the  Secretary,  after  consultation 
with  the  appropriate  official  compendium, 
is  to  be  by  regulation  promulgated  after 
standard  nonformal  rule-making  procedure. 

12.  Drug  Names  and  Ingredient 
Formulas  on  Labels  and  Labeling 

Prior  law  required  that  (except  in  the  case 
of  a drug  designated  solely  by  a name  recog- 
nized in  an  official  compendium  and  thus  not 
by  a brand  name)  its  label  bear  the  “common 
or  usual”  name  of  the  drug  and  of  each  active 
ingredient,  and,  whether  active  or  not,  the 
name  and  quantity  or  proportion  of  certain 
named  ingredients.  Under  the  new  amend- 
ments, these  requirements  remain  unchanged 
for  over-the-counter  drugs,  except  that  where 
the  “established  name”  (as  defined  below)  is 
not  the  same  as  the  “common  or  usual  name,” 
the  established  name  must  be  used.  In  the 
case  of  prescription  drugs,  the  quantity  of  all 
active  ingredients  (in  addition  to  that  of  any 
inactive  ingredients  named  in  prior  law)  must 
be  stated,  and  the  established  name  for  the 
drug  and  for  each  such  ingredient  must  ap- 
pear, both  on  the  label  and  in  labeling, 
wherever  a brand  name  for  the  drug  or  in- 
gredient appears,  and  must  be  printed  in  type 
at  least  half  as  large  as  such  brand  name  for 
the  drug  or  ingredient  to  which  it  applies. 
(The  term  “prescription  drug,”  as  used  in  the 
Drug  Amendments  of  1962,  is  interpreted  by 
the  Department  to  include  veterinary  pres- 
cription drugs  as  well  as  prescription  drugs 
for  human  use.) 

The  term  “established  name”  with  respect 
to  a drug  or  drug  ingredient  means  the  name 
designated  for  it  under  the  new  name  stand- 
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ardization  authority  (see  paragraph  11  above) 
or,  if  such  a name  has  not  been  designated, 
then  its  official  title  in  an  official  compend- 
ium, or  if  there  is  neither  such  a designated 
name  nor  an  official  title  in  an  official  com- 
pendium, then  its  common  or  usual  name,  if 
any. 

13.  Adveriisements  for  Prescription  Drugs 

Prescription  drug  advertisements  and  other 
descriptive  printed  matter,  except  printed 
matter  which  the  FDA  determines  to  be 
“labeling,”  are  required  to  show  (1)  the 
“established  name”  of  the  drug  (as  above  de- 
fined), if  one  exists,  in  type  at  least  half  as 
large  as  that  used  for  the  brand  name;  (2)  the 
drug’s  quantitative  formula  to  the  extent  re- 
quired on  the  drug  label;  and  (3)  a true  and 
nonmisleading  brief  summary  of  information 
as  to  adverse  side  effects,  contraindications, 
and  effectiveness  of  the  drug  for  the  guidance 
of  physicians,  as  required  by  regulations. 
Prior  submission  of  the  content  of  an  adver- 
tisement for  approval  may  be  required  only 
in  extraordinary  instances,  but,  as  indicated 
in  the  statement  of  the  conferees  on  the  bill, 
this  is  not  intended  to  limit  the  authority  of 
FDA  to  review  proposed  advertising  matter 
voluntarily  submitted  for  review  before  pub- 
lication. 

14.  Batch  Certification,  of  Antibiotics 

All  antibiotic  drugs  to  be  administered  to 
humans  are  made  subject  to  batch-by-batch 
testing  and  certification  by  FDA  for  identity, 
strength,  quality,  and  purity  to  assure  that 
they  are  safe  and  effective  before  they  are 
released  for  sale.  This  adds  30  groups  of  anti- 
biotic drugs  to  the  5 groups  now  certifiable. 
(Veterinary  antibiotics  subject  to  certifica- 
tion under  prior  law  remain  so  subject.)  The 
new  law  also  sets  up  some  factors  the  Secre- 
tary is  to  consider,  among  other  relevant  fac- 
tors, in  deciding  whether  to  exempt  an  anti- 
biotic drug  from  FDA  certification.  The  pro- 
ducer of  any  antibiotic  that  may  be  exempted 
from  the  requirement  of  certification  by  the 
FDA  will  nevertheless  continue  to  be  able  to 
obtain  certification  of  batches,  if  he  so  de- 
sires, upon  application  and  compliance  with 
regulations.  Under  a continuing  provision  of 
prior  law,  the  manufacturers  are  required  to 
pay  fees  covering  the  cost  of  the  FDA  test. 

15.  Information  to  Physicians  on  Request 

Manufacturers  of  prescription  drugs  are 
required  to  make  available  to  physicians,  on 


written  request,  true  and  correct  copies  of  all 
required  labeling  material  for  such  drugs. 

16.  Information  to  Patent  Office  From 
Department  of  Health,  Education, 
and  Welfare 

On  request  from  the  Commissioner  of 
Patents,  the  Secretary  is  to  furnish  informa- 
tion concerning  drugs  which  are  the  subject 
of  a patent  application  and  is  authorized  to 
cause,  or  cause  to  be  conducted,  research  in 
connection  therewith. 

17.  Feed  Additives 

The  previous  law  prohibited  the  use  of  any 
ingredient  in  animal  feeds  if  such  an  in- 
gredient could  cause  cancer  when  fed  to 
laboratory  animals.  One  of  the  new  amend- 
ments permits  the  use  of  such  ingredients  in 
animal  feeds,  provided  any  such  ingredient  in 
feeds  causes  no  harm  to  the  animal  and  pro- 
vided there  are  no  residues  of  the  ingredient 
in  the  meat  or  other  products  reaching  the 
consumer.  This  provision  is  primarily  ap- 
plicable to  veterinary  drugs  added  to  animal 
feed. 

18.  Effective  Dates 

Except  for  certain  transitional  provisions 
summarized  above  as  to  the  new  “effective- 
ness” requirements  for  new  drugs  and  as  to 
registration  of  producing  establishments  and 
except  as  mentioned  below,  the  new  law  took 
effect  upon  approval  of  the  President  — Oc- 
tober 10,  1962.  The  requirements  relating  to 
the  following  take  effect  on  May  1,  1963: 
Manufacturing  quality  controls;  records  and 
reports  as  to  experience  with  new  drugs  and 
antibiotics  on  the  market;  experimental 
drugs;  certification  of  antibiotics;  name, 
etc.,  to  be  used  on  drug  labels  and  labeling; 
and  information  to  physicians  on  request. 
With  respect  to  drugs  already  on  the  market, 
the  requirements  for  prescription  drug  ad- 
vertisements will  take  effect  on  May  1,  1963, 
or  on  the  effective  date  of  applicable  regula- 
tions, whichever  comes  first.  It  should  be 
noted  that  the  deferred  effective  date  of  the 
new  law’s  clarifying  amendments  as  to  regu- 
lations relating  to  experimental  drugs  does 
not  preclude  the  issuance  of  such  regulations 
under  existing  authority  prior  to  such  date. 
The  Department  has  previously  published  a 
proposal  for  the  issuance  of  such  regulations 
with  an  invitation  for  comment  thereon  and 
has  received  numerous  comments  and  sug- 
gestions which  are  being  considered. 
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(Note:  This  is  the  second  of  a two-part  series 
titled  The  Pharmacology  of  Hypnotics  and 
Sedatives.  Part  One  appeared  in  the  Novem- 
ber, 1962  issue  of  The  South  Dakota  Journal 
of  Medicine  and  Pharmacy.) 

Paraldehyde 

Paraldehyde  is  an  old  and  effective  agent 
for  producing  sleep  but  has  drawbacks  in 
regard  to  taste  and  odor.  It  is  no  longer  em- 
ployed to  any  great  extent  except  in  the 
management  of  alcoholics.  It  is  more  potent 
than  alcohol  and  acts  more  rapidly,  but  the 
effects  of  the  two  substances  on  the  central 
nervous  system  are  qualitatively  similar. 
Sleep  usually  is  induced  in  ten  to  fifteen 
minutes  and  persists  for  four  to  eight  hours. 
Adverse  cardiac  effects  have  been  reported 
after  administration  of  lethal  doses  of 
paraldehyde.  However,  when  therapeutic 
doses  are  employed,  there  are  no  significant 
alterations  in  tissues  or  organs  other  than  the 
central  nervous  system.  In  the  presence  of 
air  and  sunlight,  oxidation  of  paraldehyde  to 
acetic  acid  occurs,  and  administration  of  old 
oxidized  solutions  of  this  drug  have  resulted 
in  some  rather  disastrous  effects  due  to  the 
irritant  and  necrotizing  action  of  the  con- 


*Reprinted, with  permission,  from  the  Fall,  1961, 
School  of  Pharmacy  Bulletin  published  by  the 
Extension  Service  in.  Pharmacy,  The  University 
of  Wisconsin  Extension  Division,  Madison  6, 
Wisconsin. 

**Professor  and  Chairman  of  the  Department  of 
Pharmacology  and  Toxicology,  University  of 
Wisconsin. 


tained  oxidation  product.  The  rapid  absorp- 
tion of  paraldehyde  from  the  gastrointestinal 
tract  is  evidenced  by  its  very  quick  onset  of 
action.  It  appears  that  the  drug  is  widely  dis- 
tributed in  all  tissues  and  passes  the  placental 
and  blood  brain  barriers.  Although  our 
knowledge  of  the  elimination  and  metabolism 
of  paraldehyde  in  man  is  somewhat  meager, 
it  would  appear  that  a fraction  is  eliminated 
unchanged  by  way  of  the  lungs  and  a very 
small  amount  is  excreted  in  the  urine.  The 
major  portion  is  completely  metabolized  to 
carbon  dioxide  and  water,  apparently  after 
depolymerization  to  acetic  acid.  Administra- 
tion of  hepatotoxic  agents  to  animals  pro- 
longs the  action  of  paraldehyde,  and  the  liver 
undoubtedly  plays  a major  role  in  the  meta- 
bolism of  the  drug.  Individual  susceptibility 
to  the  depressant  effects  of  paraldehyde 
seems  to  vary  considerably,  but  in  general 
the  toxicity  is  low  and  the  margin  of  safety 
of  the  drug  is  extremely  wide.  As  little  as  12 
ml.,  administered  rectally,  has  produced  death 
and  survival  has  been  reported  following  the 
oral  ingestion  of  as  much  as  120  ml. 

Chloral  hydrate 

Chloral  hydrate  is  one  of  the  oldest  drugs 
available  for  the  purpose  of  inducing  sleep. 
It  is  an  effective  hypnotic,  and  its  recent 
availability  in  capsules  has  increased  its 
popularity.  The  effects  of  chloral  hydrate 
and  a derivative,  petrichloral,  appear  to  be 
qualitatively  similar,  but  the  latter  is  claimed 
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to  be  less  likely  to  produce  certain  adverse 
gastrointestinal  symptoms.  Hypnotic  doses 
of  chloral  hydrate  usually  produce  drowsiness 
in  ten  to  fifteen  minutes  and  sleep  within  an 
hour.  Duration  of  action  is  in  the  neighbor- 
hood of  five  hours,  and  little  hangover  is 
evident  on  awakening.  Recent  evidence  in- 
dicates that  the  depressant  potency  of  tri- 
chloroethanol,  a metabolic  product  of  chloral 
hydrate,  is  not  significantly  different  from 
that  of  the  parent  compound,  and  there  is 
reason  to  believe  that  this  metabolite  may 
account  for  the  effects  on  the  central  nervous 
system  which  in  the  past  have  been  attrib- 
uted to  chloral  hydrate.  This  metabolic 
product  is  not  as  yet  available  for  commer- 
cial sale  in  either  liquid  or  capsule  form. 

In  therapeutic  dosage  chloral  hydrate  may 
produce  slight  hypotension  as  a result  of  mild 
central  vasomotor  depression  and  muscular 
relaxation.  There  is  on  record  one  instance 
of  a marked  abnormality  in  cardiac  rhythm 
after  ingestion  of  12  grams  of  chloral  hydrate, 
but  the  effects  of  this  hypnotic  on  the  cardio- 
vascular system  usually  are  not  significant. 
Any  other  effects  of  chloral  hydrate  on  the 
organism  are  insignificant  although  inflam- 
matory changes  can  be  produced  by  applica- 
tion of  the  drug  to  the  skin;  and  nausea  and 
vomiting,  which  have  occurred  after  inges- 
tion of  poorly  diluted  solutions  of  the  drug, 
have  been  ascribed  to  its  irritant  action.  A 
number  of  cutaneous  reactions  have  been  ob- 
served following  ingestion  of  the  hypnotic, 
and  sensitivity  appears  to  be  the  predominant 
factor  in  their  occurrence. 

As  indicated  previously,  one  of  the  products 
of  chloral  hydrate  metabolism  is  trichloroe- 
thanol  which  results  from  the  oxidation  of 
the  parent  compound.  This  undergoes  con- 
jugation with  glucuronic  acid  and  finds  its 
way  into  the  urine  as  urochloralic  acid.  An- 
other metabolic  product  is  the  result  of  oxi- 
dation of  the  drug.  This  is  trichloroacetic  acid 
and  is  also  found  in  the  blood  and  urine  of 
individuals  taking  chloral  hydrate.  Whereas 
it  appears  that  only  the  liver  and  kidneys 
are  able  to  convert  chloral  hydrate  to  tri- 
chloroacetic acid,  most  tissues  seem  to  par- 
ticipate in  the  reduction  of  the  drug  to  tri- 
chloroethanol. 

Chronic  use  of  chloral  hydrate  or  the 
chloral  habit  is  not  common.  The  picture  is 
similar  to  that  of  chronic  alcoholism  with 


manifestations  of  gastric  irritation  and 
cutaneous  alterations  being  more  marked. 

Tertiary  Carinols 

The  capacity  of  tertiary  carbinols  to  de- 
press the  central  nervous  system  has  been 
generally  recognized  in  pharmacology  for 
some  time  but  only  recently  have  compounds 
of  this  type  found  widespread  application. 
Among  the  first  employed  as  an  hypnotic  was 
amylene  hydrate  whose  only  use  at  present 
is  as  a solvent.  More  recently  a large  num- 
ber of  tertiary  carbinols  and  their  derivatives 
have  been  synthesized  and  evaluated  for 
hypnotic  and  other  pharmacologic  activity. 
From  this  group  have  emerged  three  com- 
pounds, methylparafynol  or  Dormison,  eth- 
chlorvynol  or  Placidyl,  and  ethinamate  or 
Valmid. 

Dormison  is  an  extremely  weak  depressant, 
and  its  usefulness  in  any  but  the  mildest 
types  of  insomnia  is  extremely  limited. 
Placidyl  is  a compound  which  in  man  has  an 
hypnotic  action  milder  and  less  pronounced 
than  that  obtained  with  the  barbiturates,  and 
hangover  is  less  frequent.  It  must  be  given 
in  doses  of  .5  or,  more  often,  1 gram  for  effec- 
tive activity  in  patients  with  insomnia.  In 
hypnotic  doses  its  duration  of  action  is  ap- 
proximately five  hours,  and  it  does  not  affect 
other  organs  and  organ  systems  significantly. 
Following  oral  administration,  absorption 
from  the  gastrointestinal  tract  is  rapid,  and 
the  major  portion  of  the  drug  appears  to  be 
metabolized,  the  liver  playing  a predominant 
role.  The  features  of  acute  and  chronic  in- 
toxication with  this  drug  in  man  remain  to  be 
established.  Valmid  appears  to  have  about 
one-half  the  duration  of  action  of  secobar- 
bital. It  has  effects  upon  the  central  nervous 
system  in  man  which  are  qualitatively  sim- 
ilar to  those  of  barbiturates,  and  it  is  approx- 
imately one-fifth  as  potent  but  more  rapidly 
acting  than  secobarbital.  Those  who  have 
had  experience  in  its  use  claim  that  it  has  to 
be  given  in  a dose  of  1 gram  in  order  to  realize 
effective  therapeutic  action.  Administered 
in  an  hypnotic  dose  at  bedtime,  there  are  few 
or  no  after  effects,  and  there  are  no  sig- 
nificant effects  on  organs  and  systems  other 
than  the  central  nervous  system.  Ethinamate, 
like  ethchlorvynol,  has  anticonvulsant  pro- 
perties as  well  as  a weak  local  anesthetic  ac- 
tion. It  is  adequately  adsorbed  from  the  gas- 
trointestinal tract,  and  evidence  suggests  the 
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liver  and  a number  of  other  tissues  partici- 
pate in  its  metabolism,  only  small  amounts  of 
unchanged  drug  appearing  in  the  urine. 

Piperidinediones 

Another  recent  addition  to  our  hypnotic 
armamentarium  are  the  piperidinediones.  One 
of  these  is  methyprylon  or  Noludar.  This  re- 
sembles pentobarbital  and  secobarbital  in  its 
effects  on  the  central  nervous  system.  The 
dose  required  for  effective  use  is  0.2  to  0.4  of 
a gram,  about  double  that  for  the  two  bar- 
biturates mentioned.  Hypnotic  doses  produce 
sleep  in  about  ten  to  thirty  minutes,  and  the 
action  usually  persists  for  approximately  six 
hours.  Significant  alterations  in  the  cardio- 
vascular system  have  not  been  observed  fol- 
lowing hypnotic  doses  of  methyprylon,  but 
prolonged  hypotension  has  occurred  in  fatal 
poisoning.  Other  than  occasional  nausea  and 
vomiting,  adverse  effects  have  not  been  des- 
cribed following  therapeutic  doses.  The  drug 
is  adequately  adsorbed  from  the  gastrointes- 
tinal tract,  and  maximal  plasma  concentra- 
tions are  attained  in  one  to  two  hours.  Small 
amounts  of  the  drug  are  excreted  unchanged 
in  the  urine  with  about  equal  amounts  ap- 
pearing as  a dehydrogenated  derivative.  The 
lethal  dose  has  not  been  established,  but 
death  has  followed  ingestion  of  6 grams,  and 
survival  has  occurred  after  9 grams.  In  the 
former  case  respiration  was  somewhat  dimin- 
ished in  the  early  phase  of  poisoning,  but  the 
most  striking  feature  was  a persistent  hypo- 
tension which  responded  only  to  the  contin- 
uous administration  of  norepinephrine. 

Another  piperidinedione  which  has  found 
its  way  into  clinical  usage  is  glutethimide  or 
Doriden.  It  is  quite  similar  to  methyprylon 
in  potency.  In  doses  below  750  mg.  the  drug 
infrequently  produces  hangover.  Larger 
doses  depress  the  central  nervous  system  to 
a more  severe  degree,  and  with  sufficiently 
large  amounts  unconsciousness  ensues,  re- 
flexes are  diminished  or  absent,  the  pupils 
dilate,  and  hypothermia  develops.  It  would 
appear  that  the  respiratory  depression  pro- 
duced by  glutethimide,  like  that  resulting 
from  methyprylon,  is  not  as  marked  as  that 
seen  in  barbiturate  intoxication.  Significant 
alterations  in  the  cardiovascular  system  have 
not  occurred  with  hypnotic  doses,  but  hypo- 
tension is  rather  common  when  overdoses  of 
the  drug  are  taken.  Little  information  is 
available  on  the  physiologic  disposition  of 
glutethimide. 


Untoward  effects  following  hypnotic  doses 
of  glutethimide  are  infrequent.  Skin  rashes 
and  nausea  have  been  reported,  but  hangover 
is  not  common.  Several  cases  of  intoxication 
have  occurred,  and  a number  of  deaths  have 
been  ascribed  to  ingestion  of  glutethimide. 
The  lethal  dose  for  man  appears  to  lie  some- 
where between  10  to  20  grams,  although  sur- 
vival has  followed  ingestion  of  as  much  as 
15  grams.  The  manifestations  of  poisoning  in 
most  instances  are  similar  to  those  in  in- 
toxications with  other  hypnotic  agents. 

A third  piperidinedione  which  has  appeared 
over  the  clinical  horizon  but  not  included  in 
N.N.D.  is  thalidomide,  the  generic  name  for 
N-phthalylglutamic  acid  imide. 

Uncontrolled  German  studies  have  in- 
dicated it  to  be  an  effective  hypnotic  when 
administered  in  doses  of  50  to  200  mg.  In  a 
controlled  English  study  by  Salter,  Lodge- 
Patch  and  Hare  50  to  100  mg.  was  reported 
to  produce  sleep  as  quickly  as  200  mg.  of 
secobarbital,  and  the  duration  of  sleep  after 
100  mg.  was  found  to  be  significantly  greater 
than  that  after  200  mg.  of  secobarbital.  How- 
ever, no  placebo  treatment  was  included  in 
this  study.  More  recently  Lasagna  carried  out 
a study  in  which  100  and  200  mg.  of  thali- 
domide were  compared  with  a placebo  in  the 
treatment  of  insomnia  in  medical  and  sur- 
gical patients.  The  100  mg.  dose  was  not  sig- 
nificantly different  from  that  of  placebo. 
Doses  of  200  mg.  proved  effective  in  inducing 
and  maintaining  sleep  in  the  majority  of  pa- 
tients and  were  significantly  better  in  these 
regards  than  either  placebo  or  100  mg.  doses. 
Side  effects  were  more  common  after  drug 
than  following  placebo.  Of  the  patients  re- 
ceiving placebo,  only  one  of  the  forty-one 
complained  of  any  side  effect.  After  100  mg. 
of  thalidomide  one  of  twenty-five  described 
side  effects,  and  the  same  incidence  was 
found  with  the  200  mg.  dose.  Hangover  was 
most  common. 

Monoureides 

A number  of  monoureides  have  been  syn- 
thesized in  the  past  and  received  clinical  trial, 
for  example  carbromal,  but  their  actions  are 
weak  and  uncertain.  A recent  introduction  in 
this  group  is  ectylurea  (2-ethyl-cis-crotony- 
lurea,  Nostyn).  It  produces  a mild  depression 
of  the  central  nervous  system  and  appears  to 
have  a wide  sedative  dose  range.  Usual  thera- 
peutic doses  do  not  appear  to  affect  other 
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body  systems.  The  drug  is  well  absorbed  from 
the  gastrointestinal  tract,  and  the  major  por- 
tion is  excreted  in  the  urine  in  the  form  of 
urea.  Clinical  and  laboratory  data  indicate 
that  the  compound  has  a high  therapeutic 
ratio  and  to  date  adverse  effects  of  import- 
ance have  not  been  reported  in  situations 
where  doses  much  higher  than  those  recom- 
mended have  been  employed.  Skin  rashes 
have  occurred  in  a very  few  of  those  patients 
receiving  the  drug. 

Tranquilizing  agents 

Meprobamate,  also  known  as  Miltown  or 
Equanil,  although  not  classified  and  usually 
not  thought  of  as  hypnotic,  is  a satisfactory 
agent  for  the  treatment  of  insomnia  in  some 
patients  when  given  in  doses  of  0.4  to  0.8 
gram.  This  agent  was  discovered  in  the 
search  for  longer  acting  orally  effective  sub- 
stances with  actions  similar  to  those  of 
mephenesin.  It  has  some  chemical  relationship 
to  mephenesin  and  shares  with  this  com- 
pound an  effect  on  the  spinal  cord.  Polysy- 
naptic reflexes  are  particularly  depressed. 
The  drug  also  exhibits  anticonvulsant  activ- 
ity in  experimental  animals.  In  the  usual 
clinical  doses  meprobamate  has  no  appre- 
ciable effect  on  organs  and  tissues  outside  the 
central  nervous  system.  Habit  formation, 
tolerance,  and  physical  dependence,  similar 
to  those  described  for  the  barbiturates,  occur 
after  prolonged  and  excessive  use  of  mepro- 
bamate. Most  of  new  potent  so-called  tran- 
quilizing agents  are  sedatives,  but  they  are 
not  usually  employed  for  the  treatment  of 
insomnia. 

Antihistaminics 

Many  across-the-counter  hypnotics  contain 
one  or  another  antihistaminic.  The  most  fre- 
quently occuring  antihistaminic  in  such  prep- 
arations is  methapyrilene,  a compound  which 
is  relatively  ineffective  as  an  hypnotic  in  the 
recommended  doses.  Other  similar  agents 
such  as  Benadryl,  or  diphenhydramine,  are 
capable  of  inducing  drowsiness  and  sleep  in 
some  individuals,  but  they  are  not  often 
prescribed  for  adults  specifically  for  this  pur- 
pose and  are  not  in  any  sense  as  predictable 
or  effective  as  are  the  barbiturates. 

Toxicology 

It  is  difficult  to  determine  the  exact  in- 
cidence of  acute  poisoning  by  the  hypnotics, 
but  it  is  safe  to  say  that  they  represent  a sig- 
nificant number  of  admissions  to  hospitals. 


Self-medication  is  undoubtedly  the  most  com- 
mon cause  of  acute  poisoning  and  intended 
suicide  probably  accounts  for  a majority  of 
cases.  Diagnosis  usually  is  made  on  the  basis 
of  history,  signs  and  symptoms,  and  chemical 
analysis  of  excreta,  gastric  contents  or  body 
fluids.  Depression  of  the  central  nervous  and 
cardiovascular  systems  accounts  for  most  of 
the  physical  findings.  Within  the  past  few 
years  a number  of  people  have  condemned 
the  use  of  certain  therapeutic  measures,  par- 
ticularly analeptics,  in  the  treatment  of  cen- 
tral depression  of  the  respiratory  center  due 
to  hypnotic  agents.  I am  sure  a good  deal 
of  this  criticism  has  arisen  as  a result  of  the 
promiscuous  use  of  these  stimulants  by  a 
number  of  people  who  have  employed  them 
to  the  exclusion  of  common  sense  methods  of 
treatment.  The  decision  to  use  or  not  to  use 
analeptics  should  be  determined  by  the  de- 
gree of  depression.  I shall  not  go  into  a dis- 
cussion of  the  criteria  which  should  be  em- 
ployed to  determine  the  need  for  a res- 
piratory stimulant  since  this  is  more  in  the 
realm  of  the  activities  of  the  physician  than 
of  the  pharmacist.  The  agents  which  are  more 
commonly  advocated  include  picrotoxin,  pen- 
tylenetetrazol, and  two  more  recently  intro- 
duced compounds,  bemegride  and  amino- 
phenazole.  The  most  important  aim  of  symp- 
tomatic therapy  is  the  maintenance  of  an 
adequate  respiratory  exchange.  A free  air- 
way is  essential  and  artificial  respiration  is 
indicated  in  situations  where  respiration  has 
ceased  but  cardiac  function  is  maintained. 
With  some  of  the  newer  hypnotic  agents 
where  hypotension  becomes  a problem,  the 
use  of  an  agent  such  as  levarterenol  (1-nore- 
pinephrine)  by  continuous  infusion  or  inter- 
mittent administration  may  be  indicated  and 
even  lifesaving  under  certain  circumstances. 
Gastric  lavage,  catharsis,  and  diuresis  are 
aimed  at  enhancing  removal  of  barbiturates 
from  the  body.  The  usual  measures  to  combat 
shock  should  be  employed,  and  careful  at- 
tention should  be  directed  to  removal  of  ac- 
cumulated bronchial  secretions.  The  danger 
of  pulmonary  infection  can  be  minimized  by 
administration  of  one  of  the  broad-spectrum 
antibiotics.  Recovery  from  acute  intoxication 
should  be  followed  by  psychiatric  evaluation 
and  rehabilitation. 

Summary 

The  availability  of  a uniformly  effective 
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hypnotic  drug  which  does  not  produce  hang- 
over, tolerance,  addiction,  rashes,  paradoxical 
excitation,  or  other  bad  effects  would  be 
highly  desirable.  That  such  an  ideal  hypnotic 
will  be  designed  and  built  seems  highly  un- 
likely. It  should  be  quite  evident  that  in  re- 
gard to  such  an  undesirable  side  effect  as 
hangover,  it  would  be  impossible  to  install 
in  a drug  an  automatic  time  switch  such  that 
the  effects  of  the  agent  are  terminated  im- 
mediately upon  the  patient’s  waking  in  the 
morning.  This  is  particularly  true  if  he  is  an 
individual  whose  insomnia  is  characterized 
by  intermittent  wakefulness  throughout  the 
night,  and  for  whom  successful  therapy  is 
realized.  If  patients  demand  a prolonged 
hypnotic  effect  for  eight  hours,  some  will  in 
all  likelihood  have  to  pay  the  price  for  this. 
The  problems  of  tolerance  and  addiction,  as 
well  as  habituation,  are  not  important  in  re- 
lation to  the  properties  of  the  drug.  Inherent 
characteristics  in  certain  people  lead  them  to 
abuse  drugs.  These  pessimistic  views  pertain 
with  respect  to  other  shortcomings  of  the 
drugs  presently  employed.  No  significant 
advances  have  been  made  along  these  lines 
with  the  introduction  of  the  newer  agents, 
but  since  the  pharmaceutical  industry  con- 
tinues to  look  for  better  compounds,  we 
might  perhaps  anticipate  some  progress  will 
be  made.  Emphasis  should  be  placed  on  the 
fact,  however,  that  the  therapeutic  difficul- 
ties which  are  realized  now  are  of  relatively 
minor  importance  and  that,  in  the  majority  of 
individuals  for  whom  hypnotic  drugs  are  in- 
dicated, their  problems  can  be  adequately 
handled  by  the  agents  which  we  currently 
have  available. 


JOINT  BLOOD  COUNCIL  DISSOLVES 

Early  in  1955  the  American  Medical  Asso- 
ciation joined  with  the  American  National 
Red  Cross,  the  American  Hospital  Associa- 
tion, the  American  Association  of  Blood 
Banks,  and  the  American  Society  of  Clinical 
Pathologists  in  forming  the  Joint  Blood 
Council,  a non-profit  professional  service  or- 
ganization which  was  urgently  needed  to  co- 
ordinate the  existing  national  interests  in 
blood. 

Having  successfully  achieved  its  major  goal 
of  coordination,  the  Joint  Blood  Council,  Inc., 
is  being  dissolved. 


To  friends  and  insureds  we  send  our 
sincere  greetings.  We  hope  that  you 
and  your  family  will  enjoy  a Happy 
Holiday  Season  and  that  1963  will 
bring  to  you  all  the  good  things  in 
life. 


DRUGGISTS  MUTUAL 
INSURANCE 


HOME  OFFICE  • ALGONA,  IOWA 
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Fall  is  the  season  of  beauty.  The  Black  Hills  of  South  Dakota  is  a paradise  for  artists  and 
photographers,  especially  during  the  months  of  September  and  October.  A multitude  of  colors 
follows  the  first  light  frost  and  each  year  the  colors  are  more  beautiful. 

Indian  summer  brings  to  memory  Indian  legends.  My  favorite  one  concerns  the  young 
Sioux  warrior  Falling  Rock.  Falling  Rock  wished  to  marry  the  daughter  of  the  chief,  but  the 
chief  maintained  that  he  had  not  yet  proved  himself  a warrior  by  doing  a brave  deed.  The 
chief  said,  “Before  you  can  wed  my  daughter  you,  all  alone,  must  hunt  and  kill  a buffalo  to 
prove  your  courage.” 

Falling  Rock  set  out  to  kill  the  buffalo  but  the  days  extended  into  weeks,  the  weeks  into 
months,  and  Falling  Rock  did  not  return.  Tribal  wisemen  said  that  he  had  been  killed  by  evil 
spirits  and  that  he  would  return  to  do  evil  for  many  years.  That  is  why,  even  today,  in 
driving  the  narrow  roads  through  the  canyons  in  the  Black  Hills,  you  still  see  signs  reading 
“Look  Out  For  Falling  Rock.” 

Sincerely, 

L.  B.  Urton 
President 
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ACEUTICAL 


EDITORIAL 


HOW  TO  WIN  FRIENDS 
AND  INFLUENCE  CUSTOMERS 


While  retail  pharmacists  report  that  shop- 
pers complain  about  prices,  the  American 
consumer  rates  the  drug  store  as  giving  the 
best  value  for  the  dollar  in  comparison  with 
other  retail  outlets  selling  drug  store 
products. 

This  is  one  of  the  major  findings  of  a na- 
tional opinion  study  underwritten  and  de- 
veloped by  Sterling  Drug  Inc.,  with  the 
cooperation  of  the  National  Association  of 
Retail  Druggists,  and  presented  at  the  annual 
convention  of  NARD.  Entitled  “How  to  Win 
Friends  and  Influence  Customers,”  the 
presentation  was  delivered  by  J.  N.  Cooke,  a 
Sterling  vice-president  and  president  of  its 
Glenbrook  Laboratories  Division. 

“The  study  shows,”  Mr.  Cooke  said,  “that 
price  alone  is  obviously  not  the  dominant 
factor  to  the  consumer.”  In  fact,  a most  im- 
portant asset  of  drug  stores  was  found  to  be 
personalized  friendly  relationships  with  cus- 
tomers. 

Idea  for  the  study  was  originated  by  Wil- 
lard B.  Simmons,  secretary  of  the  National 
Association  of  Retail  Druggists.  The  opinion 
poll,  completed  in  June,  1962,  was  conducted 
by  Benson  & Benson,  Princeton,  N.  J.,  an 
independent  opinion  and  market  research 
firm.  Their  field  representatives  interviewed 
a representative  cross  section  of  consumers 
in  50  sections  of  the  country.  At  the  same 
time,  they  also  interviewed  pharmacists  and 
physicians  from  coast  to  coast. 

Objectives  of  the  study  were  to  get  answers 
to  these  questions: 


1.  What  does  the  consumer  think  of  the 
retail  pharmacist? 

2.  What  are  the  pharmacist’s  basic  attitudes 
toward  his  customers  and  his  business? 

3.  What  are  the  attitudes  and  opinions  of 
the  physician  regarding  the  independent 
retail  pharmacist? 

On  the  question  of  price  vs.  value,  Mr. 
Cooke  said  in  his  presentation:  “It  surely 
will  not  astonish  anyone  to  learn  that  the 
greatest  area  of  criticism  (of  retail  druggists) 
had  to  do  with  price.  Four  out  of  every  five 
pharmacists  interviewed  said  that  price  was 
the  major  complaint  of  their  customers.  After 
all,  anyone  who  reads  the  newspapers  knows 
that  there  has  been  much  publicity  about  the 
alleged  high  cost  of  drugs.” 

“It  is  most  interesting  to  note,  however, 
that  when  consumers  were  asked  to  rate  re- 
tail outlets  according  to  the  best  value  re- 
ceived for  the  dollar,  they  rated  the  drug 
store  as  number  one  — ahead  of  the  super- 
market, discount  house  and  mail  order  firm. 
Doesn’t  this  prove  that  price  alone  is  not  the 
dominant  factor  in  the  eyes  of  the  consumer 
— that  there  are  drug  store  pluses  which  con- 
tribute so  much  towards  value,  such  as  loca- 
tion, friendliness  and  personal  attention?” 

Here  are  other  important  findings  of  the 
study: 

1.  Forty-eight  per  cent  of  consumers  think 
there  is  a difference  between  a druggist  and 
a pharmacist,  but  42  per  cent  felt  there  is 
no  difference.  On  this  point,  almost  half  of 
the  retail  druggists  interviewed  did  not  care 
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whether  they  were  called  “pharmacist”  or 
“druggist.” 

2.  Many  customers  ask  the  druggist  for  ad- 
vice on  proprietary  drugs  and  related  items. 
For  example,  60  per  cent  of  all  consumers  ask 
for  information  on  cough  and  cold  remedies; 
50  per  cent  on  first  aid  supplies;  42  per  cent 
on  vitamins;  36  per  cent  on  stomach  remedies, 
and  28  per  cent  on  headache  remedies. 

3.  The  image  of  the  pharmacist  in  his  com- 
munity is  a good  one.  Fully  82  per  cent  of 
consumers  describe  him  as  reliable  and 
friendly,  almost  as  many  consider  him  in- 
telligent and  helpful. 

4.  The  average  consumer  visits  the  drug 
store  once  a week,  the  discount  house  on  the 
average  of  once  a month,  the  supermarket 
twice  a week.  The  drug  store  customer  is  a 
loyal  customer.  She  deals  with  her  favorite 
store  for  nine  years,  on  the  average,  and  35 
per  cent  of  those  interviewed  said  their 
patronage  loyalty  extended  from  10  to  20 
years. 

5.  Here  are  some  of  the  reasons  for  this 
loyalty.  The  consumer  prefers  a drug  store 
in  her  own  neighborhood,  where  she  is  on  a 
friendly  basis  with  the  owner  and  his  staff,  a 
store  that  is  reliable,  convenient  to  shop  in, 
offering  good,  prompt,  courteous  service  and 
good  values.  By  and  large,  consumers  do  not 
place  significant  emphasis  on  delivery  serv- 
ice, availability  of  credit  or  convenience  of  a 
soda  fountain. 

6.  These  are  the  factors  that  would  most 
influence  the  consumer  in  selecting  a drug 
store  in  which  to  trade:  cleanliness  and  neat- 
ness inside  was  mentioned  as  important  by 
over  nine  out  of  ten  people;  nine  out  of  ten 
mentioned  friendliness  of  the  pharmacist.  In- 
cidentally, trading  stamps  are  at  the  bottom 
of  the  list  with  only  14  per  cent  of  consumers 
rating  trading  stamps  as  an  important  factor 
— but  83  per  cent  saying  they  are  unimport- 
ant. Druggists  attached  more  importance  to 
trading  stamps  than  consumers  did. 


7.  When  consumers  were  asked  to  select 
the  one  single  feature  which  they  felt  would 
be  most  important,  “24-hour  prescription 
service”  received  the  largest  response.  Phar- 
macists rated  friendliness  as  the  most  im- 
portant. 

8.  Of  physicians  interviewed,  nine  out  of 
ten  look  upon  the  pharmacist  as  a profes- 
sional, and  overwhelmingly  regard  him  as  an 
important  member  of  the  health  team.  The 
same  percentage  of  physicians  said  they 
sometimes  ask  the  pharmacist  for  information 
on  drugs.  But  four  out  of  every  five  phy- 
sicians interviewed  expressed  no  interest  as 
to  what  type  of  store  the  patient  goes  to  have 
her  prescription  filled. 

In  his  presentation,  Mr.  Cooke  interpreted 
results  in  terms  of  possible  action  by  the  drug 
store  owner.  He  said: 

1.  Do  more,  do  everything  you  can,  to  en- 
hance your  professional  image. 

2.  Do  everything  you  can  to  continue  to 
deserve  and  preserve  the  exceptionally  high 
level  of  customer  loyalty  you  enjoy. 

3.  Remember  that  the  cleanliness  and  neat- 
ness of  your  store  are  major  factors  in  at- 
tracting new  customers. 

4.  To  recapture  customers  lost  to  competi- 
tive outlets,  emphasize  and  dramatize  your 
professional  status  and  your  unique  oppor- 
tunity for  personal  contact. 

5.  Since  customers  have  a curiosity  about 
medicines  and  how  they  work,  change  your 
displays  frequently  and  take  advantage  of 
manufacturers’  display  materials  offered  to 
you. 

6.  Cultivate  your  relationships  with  the 
physician  in  every  appropriate  way. 

7.  For  increased  confidence  in  your  pres- 
cription department,  make  the  most  of  your 
golden  opportunities  of  having  your  cus- 
tomer’s name  and,  perhaps,  address. 

8.  Foster  and  develop  your  most  important 
asset,  the  personalized  relationship  with  your 
customers. 
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STATE  COLLEGE 
RECEIVES  DENTAL- 
PHARMACY  RESEARCH 
GRANT 

An  $800  contribution  by 
the  South  Dakota  Dental  As- 
sociation and  the  South  Da- 
kota Pharmaceutical  Asso- 
ciation to  the  dental-phar- 
macy research  program  at 
South  Dakota  State  College 
has  been  announced. 

It  is  another  in  a contin- 
uing series  of  contributions 
to  assist  a research  program 
that  is  the  only  one  of  its 
type  in  the  United  States, 
according  to  H.  S.  Bailey, 
Professor  of  Pharmaceutical 
Chemistry  and  Dean  of 
Academic  Affairs  who  is 
directing  the  program  at 
State. 

Dean  Bailey  notes  the  pro- 
gram is  unique  in  being  sup- 
ported by  a cooperative  ar- 
rangement between  state 
dental  and  pharmaceutical 
associations  and  was  begun 
as  a cooperative  effort  with 
South  Dakota  State  research 
personnel  in  1957. 

Contributed  funds  have 
been  used  for  equipment, 
supplies  and  salaries  for 
technicians  and  research  as- 
sistants. Studies  have  in- 
volved the  effect  of  drugs  on 
extraction  wound  healing. 


preparation  of  stable  fluoride 
solutions  to  help  prevent 
tooth  decay  and  the  relation 
of  protein-building  drugs  to 
tooth  decay.  Two  master’s 
degrees  and  one  doctorate 
have  been  awarded  person- 
nel assisting  in  these  studies. 

The  program  has  also  been 
supported  by  the  National 
Institute  of  Dental  Research, 
which  has  supplied  a three- 
year  grant  of  $42,653  to  help 
finance  the  research  pro- 
gram at  State. 

STATE  BOARD 
ANNOUNCES 
EXAMINATION  DATES 

The  State  Board  of  Phar- 
macy has  announced  that 
examinations  for  licensure 
are  scheduled  for  January 
8,  9,  10  and  June  4,  5,  6 in 
1963.  Both  examinations  will 
be  held  in  Brookings. 


SDPhA  CONVENTION 
DATES  SET 

Pierre  has  been  designated 
host  city  for  the  1963  con- 
vention of  the  South  Dakota 
Pharmaceutical  Association, 
according  to  an  announce- 
ment by  Bliss  Wilson,  Asso- 
ciation secretary.  Convention 
dates  are  June  23,  24,  25.  The 
new  Holiday  Inn  will  serve 
as  convention  headquarters. 


NARD  TO  STRIVE  FOR 
STABILIZED  DUALITY 
AND  RESALE  PRICE 
BILL  IN  88th  CONGRESS 

The  National  Association 
of  Retail  Druggists  will  un- 
dertake its  strongest  cam- 
paign for  enactment  in  the 
88th  Congress  of  legislation 
to  curb  predatory  marketing 
practices  that  make  a mock- 
ery of  fair  competition  in  the 
marketplace  and  threaten  to 
destroy  the  independent  re- 
tailer — including  the  in- 
dependent retail  druggist. 

This  statement  is  made  by 
Willard  B.  Simmons,  NARD 
Executive  Secretary,  in  a re- 
view of  efforts  to  enact  qual- 
ity stabilization  legislation  in 
the  87th  Congress  and  an 
evaluation  of  prospects  for 
success  in  the  new  Congress, 
which  convenes  January  3, 
1963. 

“The  Quality  Stabilization 
Bills  moved  further  along 
the  road  toward  enactment 
than  any  bills  having  a com- 
parable objective  that  the 
Congress  has  considered  dur- 
ing the  past  decade,”  Mr. 
Simmons  said.  “In  the  House 
of  Representatives  the  Harris 
Bill,  H.  J.  Res.  636,  won  the 
favorable  endorsement  of 
both  the  Sub-committee  and 
the  full  Committee  on  Inter- 
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state  and  Foreign  Commerce. 
Further,  the  Rules  Commit- 
tee cleared  the  measure  for 
debate,  though  failing  to  pro- 
gram time  for  debate  and 
vote.  In  the  Senate  the  Sub- 
committee of  the  Commerce 
Committee  reported  favor- 
ably on  the  Humphrey  Bill, 
S.  J.  Res.  159. 

“Our  best  estimate  of  the 
sentiment  of  senators  and 
representatives  indicates  that 
the  Quality  Stabilization 
Bills  would  have  been  passed 
by  the  House  and  the  Senate 
if  the  opportunity  for  debate 
and  vote  on  the  measures  had 
been  afforded. 

“Considerable  optimism  is 
expressed  over  the  prospects 
of  the  legislation  in  the  next 
Congress.  This  is  a good  sign. 
The  opponents  of  Quality 
Stabilization  have  sought  to 
convince  supporters  that  our 
fight  is  useless.  It  is  worth 
reminding  both  our  friends 
and  our  foes  that  in  1952  the 
McGuire  Fair  Trade  En- 
abling Bill  was  said  to  have 
‘not  a chance  in  a thousand 
of  passage.’  Its  supporters 


nevertheless  put  forth  a mas- 
sive effort  with  the  result 
that  the  House  passed  the 
bill,  196  to  10,  the  Senate, 
64  to  16,  and  President  Tru- 
man signed  it  into  law. 

“It  would  be  a major  mis- 
take, however,  to  read  into 
expressions  of  optimism 
about  1963  prospects  an  iron- 
clad guarantee  of  victory  for 
the  Quality  Stabilization  Bill. 
Success  can  be  achieved  only 
through  deeds  — meaning 
massive  support  from  every 
organization,  enterprise  and 
individual  in  the  industries 
and  distributive  trades  at  in- 
terest. Moreover,  we  would 
hope  that  all  of  our  skills  be 
marshalled  for  the  exclusive 
purpose  of  facilitating  the 
mobilization  of  this  max- 
imum support. 

“The  NARD,  with  its  or- 
ganization resources  at  na- 
tional, regional,  state  and 
local  levels,  will  endorse  and 
work  without  reservation  for 
a bill  that  as  a law  will  bring 
about  stabilized  quality  and 
resale  prices  of  brand-name 
products.  This  implies  a re- 


examination of  certain  of  the 
revisions  in  the  bills  made  in 
Committee.  We  believe  ap- 
propriate changes  can  be 
made  without  sacrifice  of 
principle  on  anybody’s  part. 

“The  marketplace  con- 
ditions which  urged  so  many 
in  Congress  to  endorse  qual- 
ity stabilization  legislation 
in  1962  will,  according  to  all 
indications,  grow  progres- 
sively worse  — absent  legis- 
lation that  curbs  predatory 
marketing  practices.  We 
would  hope  that  all  of  the 
friends  of  small  business  in 
Congress  who  so  earnestly 
supported  Quality  Stabiliza- 
tion in  1962  will  take  up  in 
the  88th  Congress  where  the 
87th  Congress  left  off. 

“Meanwhile  it  is  important 
for  the  members  of  the 
NARD  to  contact  their  re- 
spective senators  and  con- 
gressmen while  they  are 
home  and  to  tell  them  how 
necessary  it  is  to  have  legis- 
lation to  legalize  stabilized 
quality  and  resale  prices  in 
the  distribution  of  trade- 
marked  merchandise.” 


Doctor,  NOW  You  Can  Dictate 
As  Easily  as  Telephoning 


Every  doctor  uses  the  telephone  for  oral  communication.  Now  dictation  can  be  phoned  just  as  easily 
— with  typewritten  copies  the  quick  end  result. 

Dictaphone  Telecord  is  a model  of  the  famous  Time-Master  line,  the  world’s  finest  and  most 
valuable  dictating  machine.  Transistors  offer  reliable,  trouble-free  operation. 

Why  not  arrange  for  a demonstration  today,  from 

MIDWEST-BEACH  CO.,  SIOUX  FALLS,  S.  D. 
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AN  AMES  CLINIQUIGK® 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

Quality  of  diabetic  control  & 
Quantitation  of  urine-sugar 


In  the  diagnosis  of  diabetes,  the  urine-sugar 
test  may  be  little  more  than  a screening  adju- 
vant. But  in  the  everyday  management  of 
diabetes,  the  urine-sugar  test  is  the  most  prac- 
tical guide  we  have.’  Routine  testing,  however, 
should  not  only  detect,  but  also  determine  the 
quantity  of  urine-sugar.  Quantitative  testing  is 
essential  for  satisfactory  adjustment  of  diet,  ex- 
ercise and  medication.  Furthermore, day-to-day 
control  of  diabetes  is  in  the  patient’s  hands. 
Quality  of  control  is  thus  best  assured  by  the 
urine-sugar  test  which  permits  the  most  accu- 
rate quantitation  practicable  by  the  patient. 


Clinitest®  permits  a high  degree  of  practical  accuracy  and  is  very  convenient.’’  Its  clinically  stand- 
ardized sensitivity  avoids  trace  reactions,  and  a standardized  color  chart  minimizes  error  or 
indecision  in  reading  results.  Clinitest  distinguishes  clearly  the  critical  1/4%,  V2%,  %%,  1%  and 
2%  urine-sugars.  It  is  the  only  simple  test  that  can  show  if  the  urine-sugar  is  over  2%.”  Your  nurse 
or  technician  will  appreciate  these  advantages;  your  patient  on  oral  hypoglycemic  therapy  will  find 
them  helpful.  Furthermore,  Clinitest  may  be  a vital  adjunct  in  the  management  of  the  diabetic 
child  or  the  adult  with  severe  diabetes. 

(1)  Danowski,  T.  S.;  Diabetes  Mellitus,  Baltimore,  Williams  & Wilkins,  1957,  p.  239.  (2)  McCune,  W.  G.;  M.  Clin. 
North  America  44:1479,  1960.  (3)  Ackerman,  R,  F.,  et  al.:  Diabetes  7:398,  1958. 
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standardized  urine-sugar  test. ..with 

COLOR-CALIBRATED  GRAPHIC  analysis  record 

A line  connecting  successive  urine-sugar  read- 
ings reveals  at  a glance  how  well  diabetics  are 
cooperating.  Each  Clinitest  Set  and  tablet  .re- 
brand  Reagent  Tablets  fill  contains  this  physician-patient  aid.  oisei 
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A patient  triated  with  Librium  feels  dif- 
ferent, even  after  a few  doses.  He  appears 
different  to  his  family  and  to  his  physi- 
cian. Different,  in  the  sense  of  a change 
from  the  previous  state  of  anxiety  and 
tension,  and  also  freed  from  the  sensa- 
jtions  created  by  daytime  sedatives  or 
tranquilizers.  That  the  striking  difference 
in  Librium  was  first  observed  in  a series 
p;f  ingenious  animal  experiments  is  mainly 
|f- theoretical  interest.  Of  more  practical 


importance,  for  example,  is  that  Librium 
lacks  any  depressant  effect— a fact  which 
can  assume  overriding  clinical  impor- 
tance. And  this  is  but  one  of  the  ways  in 
which  the  difference  can  be  observed. 
Librium  deserves  to  be  studied  at  first 
hand.  Why  not  select  twelve  of  your  pa* 
tients  who  show  the  emotional  or  somatic 
signs  of  anxiety,  tension,  or  agitation, 
place  six  of  them  on  Librium  — and  see 
the  difference  in  effect  for  yourself. 
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ASTHMA- 
A CLASSIC 
INDICATION 
FOR 

HALDRONE" 

(paramethasone  acetate,  Lilly) 

Haldrone  produces  rapid  re- 
mission of  the  symptoms  of 
asthma  and  controls  the  pa- 


tient over  extended  periods 
with  relative  freedom  from 
side-effects.  In  recommended 
dosage,  Haldrone  is  unlikely  to 
cause  sodium  retention  and  has 
little  or  no  effect  on  potassium 
excretion. 

Suggested  daily  dosage  for  asthma: 


Initial  suppressive  dose 6-12  mg. 

Maintenance  dose 2-6  mg. 


Supplied  in  bottles  of  30,  100,  and  500  tablets: 
1 mg..  Yellow  (scored),  and  2 mg..  Orange 
(scored). 


This  is  a reminder  advertisement.  For  adequate  information 
for  use,  please  consult  manufacturer's  literature.  Eli  Lilly  and 
Company.  Indianapolis  6.  Indiana.  240120 


when  urinary 
tract 

infections 
present 
a therapeutic 
challenge . . . 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 

Often  recurrent . . . often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practiced-^  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci. CHLOROMYCETIN 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerobacter  aerogenes.^  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  CHLOROMYCETIN  continues  to  be  confirmed  by  recent  in  vitro  studies.^-® 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

Wat-ning : Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions:  It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Malone,  F.  J..  Jr. : Mil.  Med.  125:836,  1960.  (2)  Martin,  W.  J. : Nichols,  D.  R.,  & Cook,  E.  N. : Proc.  Staff  Meet.  Mayo  CUn. 
34:187,  1959.  (3)  UUman,  A.;  Delaware  M.  J.  32:97,  1960.  (4)  Petersdorf,  R.  G. ; Hook,  E.  W.; 

Curtin,  J.  A.,  & Grossberg,  S.  E. : Bull.  Johns  Hopkins  Hasp.  108:48,  1961.  (6)  Jolliff,  C.  R. : 

Engelhard,  W.  E. ; Ohlsen,  J.  R. ; Heidrick,  P.  J.,  & Cain,  J.  A.:  Antibiotics  <fe  Chemother.  10: 

694,  1960.  (6)  Lind,  H.  E. : Am.  J.  Proctol.  11 :392,  1960.  sssei 
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.JDECHOLIN-BB 


COUNTERACTS  3 COMMON  CAUSES 
in  functional  G.l.  disturbances 
related  to  hepatobiliary  dysfunction 

TENSION  SPASM  STASIS 

butabarbital  sodium  belladonna  extract  dehydrocholic  acid,  Ames 

(Warning:  may  be  habit-forming)  iQ  mg.  (Ve  gr.)  250  mg.  (33/4  gr.) 

15  mg.  (1/4  gr.) 

Available:  Bottles  of  100  tablots,^^ 

for  spasm  and  stasis 

DECHOLIN^  WITH  BELLADONNA 

belladonna  extract,  10  mg.  (Ve  gr.) 
dehydrocholic  acid,  Ames,  250  mg.  (3%  gr.) 

for  stasis  alone 

DECHOLIN^ 

dehydrocholic  acid,  Ames,  250  mg.  (3%  gr.; 

Available:  Bottles  of  100  and  500  tablets. 


Average  Adult  Dose—DECHOLiN-BB,  Decholin  with  Belladonna,  and  Decholin— 
1 or,  if  necessary,  2 tablets  three  times  daily. 

Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (Decholin 
with  Belladonna  and  Decholin-BB)  glaucoma  or  prostatic  hypertrophy.  ,5552 
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Librium 

The  singular  specificity  of  Librium  in  controlling  anxiety  and  tension 
has  proven  to  be  an  advantage  in  a wide  range  of  disorders  character- 
ized by  anxiety  of  varying  degrees.  Notably  effective  in  patients 
whose  symptoms  are  primarily  emotional,  Librium  is  equally  valuable 
when  organic  disease  is  aggravated  or  prolonged  by  accompanying 
anxiety.  Coupled  with  its  effectiveness  is  an  outstanding  record  of  safety. 
Librium  has  few,  if  any,  of  the  unwanted  side  effects  associated  with 
tranquilizers  and  daytime  sedatives  — no  extrapyramidal  effects,  no 
autonomic  blocking,  and  no  dulling  of  mental  alertness.  Consult  liter- 
ature and  dosage  information,  available  on  request,  before  prescribing. 

the  successor  to  the  tranquilizers 

LIBRIUM®  Hydrochloride  — 7-chloro-2-methylamino-5-pheny!-3H-l,4-ben2odia2epine  4*oxide  hydrochloride 
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This  Book  is  due  on  the  last  date  stamped 
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A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 


